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NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylline derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylline  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


NEOTHYLLINE 


SUPPLIED:  Tablets  (114  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (7J4  gr.)  each, 
boxes  of  6 and  25. 


distributed  by  SOUTHWEST  PHARMACAL  COMPANY 

2820  NORTH  1 6th  STREET  PHOENIX,  ARIZONA 


4A 


Arizona  Medicine 


January,  1959 


Until  the  discovery  of  decadron*  by  Merck  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron — the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAMETHASONE 


to  treat  more  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a “natural”  sense  of  well-being. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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M.D.  (Nogales);  Donald  E.  Nelson,  M.D.  (Safford);  Wallace 

A.  Reed,  M.D.  (Phoenix);  Alexander  N.  Shoun,  M.D.  (San 
Manuel);  Paul  L.  Singer,  M.D.  (Phoenix);  Lavern  D.  Sprague, 
M.D.  (Tucson);  Arthur  C.  Stevenson,  M.D.  (Phoenix);  George 
C.  Truman,  M.D.  (Mesa);  Matthew  L.  Wong,  M.D.  (Yuma); 
MacDonald  Wood,  M.D.  (Phoenix);  Myron  G.  Wright,  M.D. 
(Winslow);  Paul  V.  Yingling,  M.D.  (Lowell). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Born,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Frank  W.  Edel,  M.D., 
Chairman  (Phoenix);  Ian  M.  Chesser,  M.D.  (Tucson);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D., 

Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W.  Knight,  M.D.  (Safford);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Dermont  W.  Melick, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
Lindsay  E.  Beaton,  M.D.  (Tucson);  Hayes  W.  Caldwell, 
M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford);  Donald 
E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer,  M.D. 
(Tucson);  E.  Henry  Running,  M.D.  (Phoenix);  Roland  F. 
Schoen,  M.D.  (Casa  Grande);  Robert  A.  Stratton,  M.D. 
(Yuma). 

SPECIAL  COMMITTEES  - 1958-59 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix);  Bertram  L.  Snyder,  M.D.  (Phoenix). 
ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  Preston  T.  Brown,  M.D.  (Phoenix);  James 
T.  O’Neil,  M.D.  (Casa  Grande);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Harold  J.  Rowe,  M.D.  (Tucson);  E.  Henry  Running, 
M.D.  (Phoenix). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Born,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D.  (Pres- 
cott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chair- 
man (Tucson);  Zeph  B.  Campbell,  M.D.  (Phoenix);  Paul  J. 
Slosser,  M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Clarence  E. 
Yount,  Jr.,  M.D.,  Chairman  (Prescott);  Dermont  W.  Melick, 
M.D.  (Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
Leslie  B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 
Chairman  (Phoenix);  Richard  O.  Flynn,  M.D.  (Tempe);  John 
W.  Kennedy,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Donald  E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  ANE>  BY-LAWS  COMMITTEE:  Carl  A. 

Holmes,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Beaton, 
M.D.  (Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D.  (Phoenix); 
Leslie  B.  Smith,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Bea- 
ton, M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Francis 
M.  Findlay,  M.D.  (San  Manuel);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); James  E.  O’Hare,  M.D.  (Tucson);  William  B.  Steen, 
M.D.  (Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
INSURANCE  PLANNING  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Delmer  J.  Heim,  M.D.  (Tucson);  Joseph 

S.  Lentz,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
Frank  A.  Shallenberger,  M.D.  (Tucson);  Reed  D.  Shoupe, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
R.  Lee  Foster,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  Dermont  W.  Melick,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 

R.  Green,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  Reed  D.  Shupe,  M.D.  (Phoenix); 
John  F.  Stanley,  M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D. 
(Phoenix);  Hugh  C.  Thompson,  M.D.  (Tucson. 

MEDICARE  ADJUDICATION  COMMITTEE:  Paul  B.  Jarrett, 

M. D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Everett  W. 
Czerny,  M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix); 
Clarence  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price, 
M.D.  (Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson);  Morris  E.  Stem,  M.D.  (Phoenix); 
Laddie  L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D. 
(Phoenix);  Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Frank  W.  Edel, 
M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoenix);  Walter 

T.  Hileman,  M.D.  (Tucson). 

MEDICOLEGAL  COMMITTEE:  Ian  M.  Chesser,  M.D.,  Chairman 
(Tucson);  John  R.  Green,  M.D.  (Phoenix);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Walter  T.  Hileman,  M.D.  (Tucson);  William 
B.  McGrath,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma). 

NURSING  SERVICES.  TOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Bertram  L.  Snyder,  M.D.,  Chairman  (Phoenix  >; 
Francis  J.  Bean,  M.D.  (Tucson);  Eleanor  V.  Waskow,  M.D. 
(Phoenix). 

OSTEOPATHY  LIAISON  COMMITTEE:  Reed  D.  Shupe,  M.D 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (1  hoenix); 
Abe  I.  Podolsky,  M.D.  (Yuma);  Lorel  A.  Stapley.  M.D.  (Phoe- 
nix); Harry  E.  Thompson,  M.D.  (Tucson);  Marcus  V . 
Westervelt,  M.D.  (Tempe). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 

S.  Cobb,  M.D.,  Chairman  (Tucson);  Frederick  E.  Beckert. 
M.D.  (Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin 
S.  Withers,  M.D.  (Tucson). 
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PROCUREMENT  AND  REASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (San  Manuel); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Schultz,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman  (Phoe- 
nix); Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Phoenix);  Donald  F.  DeMarse,  M.D.  (Holbrook);  John  A. 
Eisenbeiss,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D  (Phoenix); 
Henry  P.  Limbacher,  M.D.  (Tucson);  Charles  P.  Neumann, 
M.D.  (Tucson);  Alvin  L.  Swenson,  M.D.  (Phoenix);  Wood- 
son  C.  Young,  M.D.  (Phoenix). 

SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Jack 
H.  Demlow,  M.D.,  Chairman,  (Tucson);  Trevor  G.  Browne, 
M.D.  (Phoenix);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert  A. 
Stratton,  M.D.  (Yuma);  Marcus  W.  Westervelt,  M.D. 
(Tempe);  Roy  O.  Young,  M.D.  (Flagstaff). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Melvin  W.  Phillips,  M.D.,  Chairman  (Prescott);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Hiram  D.  Cochran,  M.D. 
(Tucson). 


Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-59 

President  Mrs.  Melvin  W.  Phillips 

829  Flora  Street,  Prescott 

President  Elect  Mrs.  Hiram  D.  Cochran 

35  Camino  Espanol,  Tucson 

1st  Vice  President  Mrs.  Robert  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916  - 6th  Ave.,  Yuma 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (1  year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 

Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense  Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today’s  Health  Mrs.  Frank  Shallenberger 

345  South  Eastbome,  Tucson 

Recruitment— Paramedical  Careers ..  Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 

COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 

President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 


GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 


MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 


PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 


3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Burr 

3135  Via  Palos  Verdes,  Tucson 

YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blackler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 

Treasurer  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 

YUMA  COUNTY 

President  Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Vice  President  Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Secretary  Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 

Treasurer  Mrs.  Paul  J.  Slosser 

701  8th  Avenue,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 


Fitted  exactly  as  you  pre- 
scribe. 

. . . for  you r patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
dve,  viceroptosis,  cardiac, 
smphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 


Expert  fitters,  private  fitting 
rooms. 


Grovel  Surgical  Supports 
Store 


3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 


STEARATE 


(erythromycin  stearate,  Abbott) 


AFTER  SIX  YEARS,  A SAFETY  RECORD  UNMATCHED  IN 
SYSTEMIC  ANTIBIOTIC  THERAPY- PLUS  REMARKABLE 
EFFECTIVENESS  AGAINST  THE  COCCI 

Actually,  after  all  this  time,  there  has  not  been  a single,  serious  reaction  to 
Erythrocin.  Also,  the  problem  of  resistance  has  remained  unusually  low. 

You’ll  find  Erythrocin  highly  effective  against  most  coccal  organisms. 
And  it  may  well  be  the  tool  to  counteract  coccal  complications  following 
viral  attacks. 

Usual  adult  dose  is  250  mg.  four  times  daily.  Dosage  for  children  may  be 
reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®  (100 
and  250  mg.),  bottles  of  25  and  100.  Also  available  in  tasty, 
cinnamon-flavored  oral  suspension;  comes  in  75-cc.  bottles. 


) FI LMTAB — FILM-SEALED  TABLETS,  ABBOTT;  PAT.  APPLIED  FOR. 
) 1958,  ABBOTT  LABORATORIES,  NORTH  CHICAGO,  ILLINOIS 


SAFETY  FIRST 


IN  ANTIBIOTIC  THERAPY 


111208 


Your  difficult  rheumatic  patient... 


/Try 

IftaP 

w? 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 

In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALAT 


I® 


m 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 

A.  H.  ROBINS  CO.,  INC..  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 
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PRONOUNCED  1: 


* designed  for 


superior  control  of 


common  Gram-posith 


infections 


(triacetyioleandomycin) ... 


Capsules  / Oral  Suspension 
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Conditions  treated 

No.  of 
Patients 

Cured 

Improved 

Failure 

ALL  INFECTIONS 

558 

448 

: 

80 

30 

Respiratory  infections 

258 

208 

31 

19 

Pharyngitis  and/or  tonsillitis 

65 

58 

5 

2 

Pneumonia 

90 

66 

17 

7 

Infectious  asthma 

44 

38 

6 

Otitis  media 

31 

29 

2 

_ 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 

28 

17 

7 

4 

Skin  and  soft  tissue  infections 

Infected  wounds,  incisions  and 

230 

191 

38 

1 

lacerations 

41 

33 

8 

— 

Abscesses 

51 

43 

8 

— 

Furunculosis 

58 

51 

6 

1 

Acne,  pustular 

43 

28 

15 

Pyoderma 

19 

19 

— 

— 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 

18 

17 

1 

Genitourinary  infections 

28 

19 

3 

S 

Acute  pyelitis  and  cystitis 

10 

8 

2 

Urethritis  with  gonorrhea  or  cystitis 

8 

8 

— 

— 

Pyelonephritis 

4 

1 

— 

3 

Salpingitis 

5 

1 

1 

3 

Pelvic  inflammation  with  endometriosis 

1 

1 

- 

- 

Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 

42 

30 

8 

4 

arthritis,  acute  bursitis,  periarthritis) 

1 

• | 

in  the 
patient: 

95%  effective  in  published  cases1*8 
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in  the 
laboratory: 

over  90%  effective 
against  resistant  staph 

COMPARATIVE  TESTS  BY  THREE  METHODS 
(DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
ON  130  STAPHYLOCOCCI  9 


Antibiotic  A 2-10  units 
I Antibiotic  B 5-30  meg. 

[Z1  Antibiotic  C 5-30  meg. 

Percentage  of  organisms  inhibited  by  the  range  of 
concentrations  listed  for  each  antibiotic. 


I Tao  2-15  meg. 

8 Antibiotic  D 2-15  meg. 
J Antibiotic  E 5-30  meg. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid/  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless"7  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules- 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension- 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17,  1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H,,and  Karelitz,  S.:  Paper  presented  atthe  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms- 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children-flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers-5  drops  (approx. 
25  mg.  of  TAO)  and  10  drops  (approx.  25  mg.  of 
TAO).  10  cc.  bottle. 

TAO-AC  (Tao  analgesic,  antihistamlnlc  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

TAOMID*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 
Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 
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i prompt,  aggressive 
antibiotic  action 
i a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 

Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

Squibb  ||lj  1 1'||  Squibb  Quality  — the  Priceless  Ingredient' 


*MVSTECUN*®.  ’SUMYCIN*®'  AND  *MYCOSTATlN*®  ARE  SQUIBB  TRADEMARKS 


Relieve  moderate  or  severe 
Reduce  fever 

Alleviate  the  general  malaise 
upper  respiratory  infections 


umbols 


‘TABLOID’ 


IEMPIRIN  I 
COMPOUND 


ITH 


CODEINE 

PHOSPHATE 


* 


maximum  codeine  analgesia/optimum  antipyretic  action 


OF 

PROVEN 

PAIN 

RELIEF 


arr 


‘Subject  to  Federal  Narcotic  Regulations 

BURROUGHS  WELLCOME  & CO.  (U.S.A.!  INC.,  Tuckahoe,  N?.w  V- 


gr.  1 


gr.  '/> 


IV,  ■ v,  K 


gr.  'U 


i | 

gr.  Vq 


. from  moderate  to  severe 


Heated  by  tension , anxiety  and  restlessness. 


Codeine  Phosphate gr.  (4 

Phenobarbital gr.  lA 

Acetophenetidin gr.  2% 

Aspirin  (Acetylsalicylic  Acid) gr.  3^ 


origin , simple  headache , neuralgia , 
and  the  symptoms  of  the  common  cold. 

‘TABLOID* 


Codeine  Phosphate 

Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


Acetophenetidin gr.  2(4 

Aspirin  (Acetylsalicylic  Acid) gr.  3V2 

Caffeine  gr.  V2 


..from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  Yu 

Acetophenetidin gr.  2(4 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.J. 
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IN  OFFICE  SURGERY  t ) 


ELECTIVE  AND  TRAUMATIC 

use 


XYLOCAINE 


® 


HCI  SOLUTION 


(brand  of  lldocalne*) 


as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


U.S.  PAT.  NO.  2.441.498 


MADE  IN  U.S. A. 


Jor Quality  without  Question...  £nm  tde 
unique  refresment  ojspariifmg  Coca-Cola 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1958) 


SPECIFIC  antihistaminic  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . .”x 
“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”2 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal.”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response.  © 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car 

tridges.  Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,N.Y. 
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Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone) — the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


Upjohn 


^TRADEMARK,  REG.  U.S.  DAT . OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


P.  A.  F. 


R 


G-l  1 


( Fortified  Triple  Strength ) 

Improved  Douche  Powder 

(Hexachlorophene  USP),  deodorant 


FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  - Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt 10  oz. 

Mfg.  by  G.  M.  CASE  LABORATORIES 
San  Diego  1 6,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

“The  'Jrahklin 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 
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DIURILn  WITH  RESERPINE 

(8) 


more  hypertensives  can  be  better  controlled 
with  DIU PRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 

you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

diupres  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+ DIURIL 
in  25  patients1 
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Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 
in  7 patients2 


DIURIL  WITH  RESERPINE 


effective  therapy  for  most  patients 

diupres  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

diupres  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

diupres  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients).1-4 

virtually  eliminates  fluid  retention 

diupres  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia5  and  hydralazine,6  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.6) 

diet  more  palatable 

With  diupres,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”3 

subjective  and  objective  improvement 

diupres  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
diupres  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription ...  the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  1 do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”6 

economical 

diupres  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


If 


CJ 


Indications: 

diupres  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  diupres.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 


Recommended  dosage  range: 

diupres-500  — one  tablet  one  to  three  times  a day. 
diupres-250— one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


DIUPRES-500 

500  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPttES-250 

250  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 


DIURIL^  WITH  RESERPINE 


1’  Rochelle,  J.  B.,  Ill,  Bullock,  A.  C.,  and  Ford,  R.  V.:  Potentiation  of  antihypertensive  therapy  by  use 
of  chlorothiazide,  J.A.M.A.  168:410,  Sept.  27,  1958.  2.  Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  M„  and  Parrish, 
A.  E.:  Treatment  of  essential  hypertension  with  chlorothiazide  (Diuril),  J.A.M.A.  166:137,  Jan.  11,  1958. 
3.  Freis,  E.  D.:  Treatment  of  hypertension.  (Presented  at  the  Annual  Meeting  of  Southern  Medical’ Asso- 
ciation, Nov.  13,  1957.)  4.  Moyer,  J.  H.,  Dennis,  E.,  and  Ford,  R.:  Drug  therapy  (Rauwolfia)  of  hyper- 
tension, A.M.A.  Arch.  Int.  Med.  96:530,  Oct.  1955.  5.  Perera,  G.  A.:  Edema  and  congestive  failure  related 
to  administration  of  rauwolfia  serpentina,  J.A.M.A.  159:439,  Oct.  1,  1955.  6.  Wilkins,  R.  W.:  Precautions 
m use  of  antihypertensive  drugs,  including  chlorothiazide,  J.A.M.A.  167:801,  June  14,  1958. 


MERCK  SHARP  & DOHME,  division  of  merck  & co.,  Inc.,  Philadelphia  i,  pa. 


'DIUPRES  and  DIURIL  (chlorothiazide)  are  trademarks  of  Merck  & Co.,  Inc 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


new 


CYCLAMYCIN 


Triacetyloleandomycin,  Wyeft 


Conforms  to  Code  for  Advertising 


" 

Philadelphia  1,  Pa. 
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The  highest  levels 
of  Filmtab  Com- 
pocillin-VK. 

■ E The  median  levels 
of  Filmtab  Com- 
pocillin-VK. 

Note  thehigh  upper  levels 
and  averages  at  Vi  hour, 
and  at  1 hour. 

Doses  of  400,000  units 
were  administered  before 
mealtime  to  40  subjects 
involved  in  this  study. 


hours 


1 


2 


4 
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the  higher 

blood  levels  of 


potassium 

penicillin  V 


potassium  penicillin  V 


IN 

Com 

125  mg.  ( 

bottles  of  50  and  100,  a 
in  250  mg.  (400,000  units), 
bottles  of  25  and  100. 

FOR  ORAL  SOLUTION, 

Compocillin-VK  comes  in 
dry  granules  for  easy  recon- 
stitution with  water.  Cherry 
flavored,  the  granules  are  in 
40-cc.  and  80-cc.  bottles.  Each 
5-cc.  teaspoon ful  represents 
125  mg.  (200,000  units)  of 
potassium  penicillin  V. 
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All  this  for 
one  monthly  fee 

Enjoy  the  most  modern  x-ray  facilities  . . . 
avoid  obsolescence  losses 

No  surprise  "extras”  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

Freedom  to  add  or  replace  equipment  as 
improvements  appear 

G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

G.E.  pays  local  property  taxes 


capital  outlay 


the  difference  is 


fyf  in  |yp 


rental 


Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  none  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
X-Ray  representative  listed  below. 

Tbogress  Is  Our  Most  Important  Tboefud 

GENERAL®  ELECTRIC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 


BRAND  OF  CHLORMETHAZANONE 


i completely  new  major  chemical  contribution  to  therapeutics 


N— CH 


C— Cl 


Chlormethazanone 

2-(4-chlorophenyl)-3-methyl-4-metathiazanone-l-dioxide 


designed  to  be  equally  effective  as  both 

a MUSCLE  RELAXANT 
a TRANQUILIZER 


k m 
w 


M 


the  first  true“TRANQUILAXANT 

offering  new  freedom  for  your  patients ...  from  muscle  spasm , 
from  tension  and  anxiety , from  side  effects 


:f;  tran-qui-lax-ant  (tran'kwi-lak'sant] 
[ < L.  tranquillus,  quiet;  L.  laxare,  tc 
loosen,  as  the  muscles] 


EXCEEDS  OLDER  DRUGS  UP  TO  4 TIMES  IN  PERCENTAGE  OF  CLINICAL  EFFICACY  (Lichtman) 


The  results  of  clinical  studies  of  over  4000  patients  by  105  physicians  demonstrate  that  TRANCOPAL  often  is  effective  wher 
other  drugs  have  failed.  From  these  studies  it  is  clear  that  TRANCOPAL  probably  can  provide  more  help  for  a greater  number  ol 
tense,  spastic,  and/or  emotionally  upset  patients  than  any  other  chemotherapeutic  agent  in  current  use. 


Total  No.  Patients  1431 


686 


300 


167 


125 


158 


62 


I 


UJ  o “ 

w 9 “ ° 

2 § 22 


Z 

2 


TRANCOPAL 


IN  MUSCULOSKELETAL 
DISORDERS 


Bp 

it 


Ms 


o 

u 2 “ o u 2 “ O 

x o < o x o < o 

UiOu-O.  UI  O U.  o. 

WM 
I 

* 


ui  2 “ 

U 2 - ° 

X ° < o 

UJ  Q U-  Q- 


« 2 - ° 
X o < ° 
ui  O u_  a. 


C 2 - ° 

x g < 9 


sj  9 “ 

S 2 - 0 
x o < ° 

UI  O U.  o. 


vp 

o' 


T K tf'  N ^ SD  O 

2 22,. 


vP 
O' 

— ■ ''T 


)P  vP  — — ^ CD  \P  1 — . 

0s  .o  xO  ro  0s  *— vO 


'T  a.  o'  o' 


O'  CN  lo  O 
K CN 
K «o 


1*0  CO  CO  'T 
<N  K O - I 

•o  - — — ! 


vP 

O' 

— CM 
sO  — 
O' 

•o  *o 

r-  CO 

£ £ 

O 

O' 

Sr  £ 

co  3 

o 

w> 

lO  K 

vP 
0s 

<N  . 

'O  — vO 


00 


nP 

O'' 


CN 


Condition  Treated 


• 


// 


<4 


/ 


✓ 


jr 


.4? 


w 


& 


Total  No.  Patients  68 6 
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F ILVNC OPAL  ...  the  first  true  ''tranquilaxant” 

a muscle  relaxant  and  a calmative  agent. 

n musculoskeletal  disorders,  91  per  cent  effective. 

n anxiety  and  tension  states,  93  per  cent  effective. 

lower  incidence  of  side  effects  than  with  zoxazolamine, 
nethocarbamol  or  meprobamate. 

Jo  known  contraindications.  Blood  pressure,  pulse 
ate,  respiration  and  digestive  processes  unaffected 
iy  therapeutic  dosage.  No  effects  on  hematopoietic 
ystem  or  liver  and  kidney  function. 

.ow  toxicity.  In  animals,  even  less  toxic  than  aspirin. 

Jo  gastric  irritation.  Can  be  taken  before  meals. 

Jo  clouding  of  consciousness,  no  euphoria  or 
lepression. 

— 

JvJ o perceptible  soporific  effect,  even  in  high  dosage. 


Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories 


Compare  Trancopal  with  3 widely 
used  central  relaxants 


FOR  ACTIVITY 

"ANCOPAl  • 


Considering  the  usual  human  dose,  Trancopal,  the 
first  true  “tranquilaxant,”  is  four  to  ten  times  as 
potent  per  milligram. 


FOR  SAFETY 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe,  or  up 
to  thirteen  times  less  toxic.  The  measure  of  safety 


was  the  LDso  in  mice/usual  human  dose. 


FOR  CLINICAL  EFFECTIVENESS 


A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  40  pa- 
tients received  all  four  drugs  in  random  rotation 
for  several  days.  While  each  of  the  four  drugs 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


INDICATIONS 

Musculoskeletal 

Psychogenic 

Low  back  pain 

Anxiety  and 

(lumbago) 

tension  states 

Neck  pain 

Dysmenorrhea 

(torticollis) 

Premenstrual 

Bursitis 

tension 

Rheumatoid  arthritis 

Asthma 

Osteoarthritis 

Emphysema 

Disc  syndrome 
Fibrositis 

Angina 

Joint  disorders 

Neurologic 

(ankle  sprain, 

Muscle  spasm  in 

tennis  elbow,  etc.) 

paralysis  agitans, 

Myositis 

multiple  sclerosis, 

Postoperative 

hemiplegia,  ° 

myalgias 

poliomyelitis 

TRANCOPAL  thoroughly 
evaluated  clinically 

I 

“In  the  treatment  of  conditions  associated  with  skeletal  muscle 
spasm  there  was  a high  percentage  of  satisfactory  results 
(excellent,  good  or  fair)  in  310  patients  (94%)  out  of  331  treated. 
...  In  120  patients  with  simple  anxiety  or  tension  states  results 
were  satisfactory  in  114  (95%).  Dosage  of  chlormethazanone 
in  all  cases  was  100  mg.  t.i.d.  As  well  as  relieving  the  anxiety 
or  tension  state,  chlormethazanone  also  allowed  these  patients 
to  resume  their  usual  occupations.” 

(Lichtman) 


“The  effect  of  this  preparation  in  these  cases  [skeletal  muscle 
spasm]  was  excellent  and  prompt . . 


Trancopal  “.  . . was  effective  in  relieving  the  symptoms  of 
anxiety  . . . [with  a]  profile  of  pharmacologic  actions 
similar  to  meprobamate  . . 

(Mullin  and  Epifano) 

; 

“We  have  just  started  using  it  [Trancopal]  for  relaxing  spastic 
musculature  and  are  very  much  encouraged.” 

(Baker) 


the  first  true  “TRANQUILAXANT” 

Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief 
of  symptoms  occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 


Laboratories 


New  York  18,  N.  Y. 


* Baker,  A.  B.  : Modern  Med.  26:140,  April  15,  1958.  - Cohen,  A.  In  preparation.  • Cooperati 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • Gesler,  R.  M.,  and  Coulston,  F 
Toxicol.  & Appl . Pharmacol.  To  be  published.  • Gesler,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & Expe 
Therap.  122:24A,  Jan.,  1958.  • Gesler,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & Exper.  Thera 
122:517,  April,  1958.  * Lichtman,  A.  L.  : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  • Mulli 

W.  G.,  and  Epifano,  Leonard:  To  be  published.  • Surrey,  A.  R.  ; Webb,  W.  G.,  and  Gesler,  R.  M 
J.  Am.  Chem.  Soc.  80:3469,  July  5,  1958. 

Printed  in  U.  S.  A.  11-58  (3928 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX9 

(brand  of  hydroxyzine) 


IN  WORKING  ADULTS 

"especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery.’’3 


IN  GENERAL 

atarax  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice."4 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10 cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m£d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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reduces  air  swallowing 


Scientifically  designed  to  fit  baby’s 
mouth — new  hollow  side  ribs  provide 
continuous  flow  of  formula 

l¥/ieo  to  recommend  this  nipple : 

1 .  For  new  babies 

2.  For  supplemental  feedings  of  water  and  orange 
juice  to  breast-fed  babies 

3.  For  converting  breast-fed  babies  to  bottle 

4.  For  problem  feeders 

Hollow  side  ribs  make 
feeding  easier  because: 

• they  provide  continuous  flow  de- 
spite biting 

• they  fit  the  mouth,  reducing  air  in- 
take 

• they  permit  use  of  naturally  pliable 
rubber 

Send  for  Professional  Sample  of 
Nipple  and  Information  Brochure 

13  a uer  & Black 

DIVISION  OF  THE  KENDALL  COMPANY 

309  W.  Jackson  Blvd.,  Chicago  6,  III. 

*T.  M.  The  Kendall  Company 


ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


OFFICE  EQUIPMENT 

1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


new 

for 

cough 


tastes 

good 

the  straws  just  symbol- 
ize the  good  flavor ! And 
DIMETANE  EXPECTORANT 
for  cough  is  as  effec- 
tive as  it  is  delicious. 
formula:  each  5 cc.  (1 
teaspoonful)  contains: 
DIMETANE  (Parabrom- 
dylamine  Maleate)  2.0 
mg.;  Glyceryl  Guaiaco- 
late  100.0  mg.;  Phenyl- 
ephrine Hydrochloride, 
USP  5.0  mg.;  Phenyl- 
propanolamine Hydro- 
chloride, NNR  5.0  mg.; 
Alcohol  3.5%  in  a good- 
tasting aromatic  base. 


mj  ittHtfira  r 1 11 iiiy  im 


iiach  5 cc.  (I  teaspoonful)  contains: 
Parabromdylamine  Maleate  ..  .2.0  mg. 

Phenylephrine  HC1 5.0  mg- 

Phenylpropanolamine  HC1  .5.0  mg. 

C-lyceryl  Guaiacolate  100.0  mg. 

Alcohol  3.5  per  cent 
In  a palatable  aromatic  base 
CAUTION: 

Federal  law  prohibits  dispensing 
without  prescription. 

Average  Dose: 

Adults— 

I to  2 teaspoonfuls  four  times  a day. 
Children— 

One  half  to  1 teaspoonful  three 
or  four  times  a day. 

ADDITIONAL  INFORMATION  TO  PHYSICIANS 
* ON  REQUEST 


works 

better 

combines  the  unsur- 
passed antihistamine 
Dimetane  with  the  clin- 
ically proven  expecto- 
rant glyceryl  guaiacol- 
ate (which  increases 
R.T.  E almost  200% ) and 
two  recognized  decon- 
gestants. When  addition- 
al cough  suppressant 
action  is  indicated,  pre- 
scribe DIMETANE  ENPEC- 
TORANT-DC,  which  pro- 
vides the  basic  formula 
with  dihydrocodeinone 
bitartrate  1.8  mg.  per 
5 cc.  (exempt  narcotic). 


Dimetane'Expectorant  M 


Doctors,  too,  like  “Premarin 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you'll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency , “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  ; 

1 6,  N.  Y.  • Montreal,  Canada  £ 


maintenance  therapy  is  still  fundamental  treatment123 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered  Pabiriir  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primal 
secondary  fibrositis 

early  rheumatoid  arthritii 


•-Tv- 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate2'5  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects1'6  . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


Composition 

meticorten®)  (prednisone) 

Acetylsalicylic  acid  

Aluminum  hydroxide 
Ascorbic  acid 

Packaging:  sigmagen  Table 
References:  1.  Spies,  T.  C 
1955.  2.  Spies,  T.  D.,  et  at.: 
3.  Gelli,  G.  and  Della  S 
7:1456,  1955.  4.  Guerra.  F 
5.  Busse,  E.  A.:  Clin.  Med 
R.  B.:  Panel  Discussion,  Oh 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine1 . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.2 


Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX— WHEREVER  SULFA  THERAPY  IS  IHDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablet-5. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 

Bottle  of  4 fl.  oz. 

references: 

1 Grleble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 

368:1-7,  1968 

2.  Editorial : New  England  J.  Med.  35  8 : 48-4 9,  195  8. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg.  U.S.  Pat.  Off. 
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AN  AMES  CLINIQUICK 


What  differentiates  “renal  diabetes”  ( renal 
glycosuria)  from  diabetes  mellitus? 


Blood  sugar  levels.  In  renal  glycosuria  they  are  normal;  in  untreated  diabetes, 
fasting  blood  sugars  are  usually  130  mg.%  or  over  and  postprandial  levels 
170  mg.%,  or  more. 

Source:  Joslin,  E.  P.;  Root,  H.  E;  White,  R,  and  Marble,  A.:  The  Treatment  of  Diabetes 
Mellitus,  ed.  9,  Philadelphia,  Lea  & Febiger,  1952,  pp.  701-702. 


A “URINE-SUGAR  PROFILE"  FOR 


CLOSER  CONTROL 

The  new  Clinitest  Urine-Sugar 
Analysis  Set  contains  an  improved 
Analysis  Record  form  that  enables 
even  closer  control  of  the  moderate 
and  the  severe  diabetic.  Daily  urine- 
sugar  readings  may  be  connected  to 
produce  a graph— a day-to-day 
“profile”  that  reveals  at  a glance 
individual  trends  and  degree  of 
control. 


URINE -ftUGfJt  ANALYSIS  RECORD 

NAME  < 


*GP  76:121  (August)  1957. 


color- calibrated 


CLINITEST 


FOR  EVEN  BETTER  CONTROL  OF  THE 


MODERATE  AND  THE  SEVERE  DIABETIC 


the  STANDARDIZED 
urine-sugar  test  for  reliable 
quantitative  estimations 
“...the  most  satisfactory 
method  for  home  and 
office  routine  testing.”* 


AMES 


COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


What  he  needs  for  immediate  cough  control . . . 

CITRA  FORTE 

SYRUP 


...Most  powerful  and  effective  cough  suppressant  available!  (5.0  mg.  dihydrocodeinone 
per  tsp.  plus  multiple  antihistamines  and  expectorant) . Prompt  — prolonged  — yet 
economical  cough  therapy. 

Dosage  = 1 or  2 teaspoonfuls  every  3-U  hours. 

. . . For  relief  of  minor  coughs  (contains  1.67  mg 

dihydrocodeinone/teaspoon) . 

Dosage  = 1 or  2 teaspoonfuls  every  3-U  hours. 

...For  immediate  relief  from  moJ 

symptoms.  Most  powerful,  orally  effective  Decongestant ...  plus  three  A .!  >e  amines . . . 
helps  bring  immediate  relief  from  cold  symptoms  with  minimum  side  elf  eels. 

Dosage  — 2 capsules  stat,  1 q.  U hrs. 


LOS  ANGELES  54,  CALIFORNIA  BOYLE  & COMPANY 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


YOUR 

patients  have  more  problems  on  their  mind  than 
you  can  imagine,  Doctor  . . . many  patients  may 
delay  seriously  needed  medical  attention  because 
they  feel  they  do  not  have  the  necessary  funds 
to  pay  for  it. 

MONEY 

matters  seem  trivial  in  comparison  to  your  pa- 
tient's health,  but  to  him  money  matters  are  the 
foremost  in  his  mind.  It's  your  chance,  doctor  to 
help  him,  and  in  turn  he'll  help  himself.  Tell 
him  about  M&D's  Budget  Plan  for  Health,  the 
next  time  your  patient  puts  off  needed  medical 
care.  You'll  promote  his  good  health  and  pro- 
tect his  savings,  and  secure  your  prompt 


PAYMENTS 


First  Street  at  Willetta  • Phoenix  • AL  8-7758  I 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

456  North  Country  Club  Drive  • Mesa  • WO  4-5668  | 


; 
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cough  sedative  / antihistamine  / expectorant 


• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  ® promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg.-) 

(Warning:  May  be  habit-forming)  s g 5 mg. 

Homatropine  Methylbromide  1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forir.;i:_ 

Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


£ l\do 
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“No  patient  failed  to  improve.”1 


pHisoHex  trashing  added  to  standard 
treatment  in  acne  produced  results  that 
. . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

■ nonalkaline  /\ 

antibacterial  llll,-+Li.  L 

detergent-  vll  UUn/lW  LABORATORIES 

nonirritating,  l/V  T New  York  18,  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary''  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2f!  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  ger  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  S299*.  E)ry  process  eliminates  chemicals  or  special 
installations.  ^Suggested  mail  price. 


The  terms  THERMO  FAX  aod  SECRETARY  are  trade- 
marks  of  Minnesota  Mining  & Mfg.  Co.,  St.  Paul  6,  Minn. 
General  Export.  99  Park  Avenue,  New  York  16,  N.  Y. 
In  Canada:  P.  0.  Box  757.  London,  Ont. 


HUGHES-C  ALIHAN 


CORPORATIOI 


f 


2608  N.  Central 


417  E.  3rd  St. 


Phoenix,  Arizona 
AL  8-3461 


Tucson,  Arizona 
MA  4-4372 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  • Superior 
Casa  Grande  - Glendale 
Wickenburg  ■*  Tucson 
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FOR  THE  SLOW-TO-GROW  CHILD  B-VITAMIN  SUPPORT. .. PLUS  THE 
PROTEIN-POTENTIATING  ACTION  OF  L-LYSINE.. PLUS  THE 
EXCEPTIONALLY  WELL-TOLERATED  HEMATINIC 

PERFORMANCE  OF  FERRIC  PYRO- 

PHOSPHATE. . .AND  THE  IRON  AND 

B12  enhancing  action  of  sorbitol 

IN  DELICIOUS  CHERRY  FLAVORED 

INCREMIN'  syrup 

Lysine- Vitamins 

BUILDS  IRON  RESERVES 

BOOSTS  APPETITE 

PROMOTES  GROWTH 

Each  daily  teaspoonful  dose  (5  cc.)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 2 5 mcgm. 

Thiamine  HCI  (Bi)  10  mg. 

Pyridoxine  HCI  (Be) 5 m9- 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 

Alcohol • 0.75% 

Bottles  of  4 and  16  fl.  oz. 


IEDERI.E  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Investigator 


after  investigator  report 


RESERPINE  (0.5  mg.jday) 


PLACEBO  r 


PLACEBO 


CONTROL 


PENTOLINIUM 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  JAM. A.. 166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


HYDRALAZINE 


'200  mg. /day) 


CHLOROTHIAZIDE 


BLOOD 

PRESSURE 


mm.  Hg 

150 


RETINOPATHY 


Grade  Grade 
III  II 


28  2 4 

7V- WEEKS-7 


MONTHS 


tn  “Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 


MERCK  SHARP  & DOHME 


Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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effectiveness  of 

('CHLOROTHIAZIDE') 


as  simple  as  J-J2S 


INITIATE  THERAPY  WITH  'DIURIL1.  ’oiURil'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 

ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIi. 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

(Ristocetin,  Abbott) 


Ln  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study1  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections2. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis3. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report4  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported5, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof time. Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  0 0 

with  a serious  infection.  (juMjOtX 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.6” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.5” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.7” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.8” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  1 6 patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.9” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.10” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al.,  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al.,  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 
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PHENAPHEM  PLUS 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only.  iffisSiiHI 


mm 
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each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vi  gr.)  . 162.0  mg. 
Phenobarbital  (’4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


ILLUSTRATED  BOOKLET 


RYan  1-9339 
SYcamore  3-7193 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
J located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  D, rector 
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running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 


• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 

safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 


* provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


outer  |ayer 

dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then  _the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HC1  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  in  the  evening,  if  needed. 


f-|  ^ • • • ® 

1 naminic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  14  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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prescribe 


ISOPHYLLIN 

for  continuous  control 
of  bronchospasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed — providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control  ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 

distributed  by 

SOUTHWEST  PHARMACAL  COMPANY 

2820  NORTH  16™  STREET 
PHOENIX,  ARIZONA 


Equipment  Is  At  Times 
No  Better  Than  The 
Follow-up  Service  Needed. 


WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


c&^oocl^&uy  in 
^Public  ^Qelationd 


If  Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.— Chicago  10,  Illinois 
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colds  I 
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every  ^ 
description 


CAPSULES 


din  Forte  Capsule  provides 
con®  Maleate 

lenpyridamine  maleate) 4 mg. 

0.19  Gm 

0.13  G ■ 

30  «■ 

: acid 50  r 

Dhetamine hydrochloride t 

sule  q.  4-6. 

ties  of  100  and  1000. 
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assures  a more  decisive  clinical  response 
in  almost  every  common  bacterial  infection 

(erythromycin  ester,  Lilly)  as  the  propionate 

Ilosone  provides  more  potent,  longer- 
lasting  therapeutic  levels  in  the  serum 
within  minutes  after  administration.  A 
fast,  decisive  response  is  assured  in  al- 
most every  common  bacterial  infection. 

Usual  adult  dosage  is  one  or  two 
250-mg.  Pulvules®  every  six  hours,  ac- 
cording to  severity  of  infection.  Fot 
optimum  effect,  administer  on  an  empty 
stomach.  (A  125-mg.  pediatric  Pulvule 
is  also  available.)  In  bottles  of  24. 


* Shown  by  how  many  times  the  serum  can 
be  diluted  two  hours  after  administration 
of  the  antibiotic  and  still  inhibit  identical 
pathogenic  strains  of  bacteria.  This  is  the 
Tube  Dilution  Technique , which  is  regarded 
by  leading  authorities  as  the  most  mean- 
ingful method  of  comparing  different  anti- 
biotics. It  shows  not  merely  the  level  of 
antibiotic  in  the  blood  but  the  actual  anti- 
bacterial effectiveness  of  that  level. 

1.  Griffith,  R.  S.,  et  al.:  Antibiotic  Med. 
& Clin.  Therapy,  5:609  (October),  1958. 
Note:  Peak  levels  with  the  oral  erythro- 
mycin tablets  (thirty-three  dilutions)  were 
not  observed  until  four  hours  after  ad- 
ministration. 2.  Data  from  Griffith,  R.  S.: 
Antibiotics  Annual,  p.  269,  1954-1955. 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 

MEXICO 

INTRODUCTION  - 1958  MEETING 

By  Amado  Duiz  Sanchez,  M.D. 


W ALT  WHITMAN  of  the  long  beard  and  the 
thoughts  of  childlike  vociferousness,  volcanic 
poet  of  America;  friend  of  man  and  resurrected 
soul  of  a forgotten  democracy;  child  of  Man- 
hattan, greatest  of  the  north’s  sons,  father  of 
future  generations  and  prophet  of  a new  life; 
whose  voice  still  rings  across  the  Arizona  desert, 
dashes  against  the  Rocky  Mountains,  swims  the 
turbulent  waters  of  the  Mississippi,  to  freeze 
into  tangible  sound  in  the  waters  of  the  Atlantic; 
Immortal  Poet,  Master  of  Men,  I invoke  thee  and 
beg  that  some  of  the  gossamer  of  thy  spirit  in- 
spire me  as  I address  these  here  present.  Many 
of  them  have  come  from  beyond  our  borders, 
from  that  country  wherein  you  taught  peace 
in  labor  and  action  in  liberty.  Thou,  man  made 
poetry  and  poetry  made  man,  give  me  some  of 
the  wine  of  thy  spirit  with  which  to  toast  these 
men  on  friendship’s  road,  so  I may  drink  to 
that  friendship  that  redeems  passions  and  re- 
moves the  frontiers  of  language,  color  and  reli- 
gion. Let  thy  spirit  pervade  this  communion 
of  men  who  are  brothers  in  sentiment,  which 
is  our  only  weapon  against  the  atomic  auto- 
destruction of  man. 

1958  — Third  annual  meet'm'  Medical  Society  of  the  United 
States  and  Mexico,  Guadalajara,  Mexico. 


In  other  places  men  are  gambling  with  the 
destiny  of  the  world;  disputes  rage  and  the  de- 
materialization of  matter  is  daily  more  immi- 
nent; men  conceived  in  and  nurtured  on  bitter- 
ness, apotheosize  their  hate.  Yet  here,  where 
modern  civilization  has  perhaps  not  reached  its 
zenith,  but  love  still  survives;  here  where  the 
sweet-scented  sempasuchitl  perfumes  the  forest 
and  the  Indian  “reads  with  his  sad  eyes  what 
the  night  stars  write  in  passing”;  here  men  of 
good  faith  congregate  to  make  a covenant  with 
the  only  goddess,  Friendship,  who  can  mold  men 
into  a brotherhood  and  they  bring  to  her  altar  as 
their  offering  toward  a fuller  and  more  satis- 
factory life,  their  knowledge  and  experience  in 
the  struggle  with  the  common  foe  — Death! 

When  science  speaks,  discord  is  silenced. 
When  the  tongue  men  speak  is  the  language  of 
love  for  those  who  suffer,  of  care  and  affection 
for  those  in  need,  when  the  word  is  a prayer 
to  cure  a moral  wound  or  still  a human  pain, 
then  and  only  then,  without  distinctions  ol  color, 
creed  or  race,  all  men  on  earth  profess  the  same 
ideal.  When  this  happens,  freedom  is  the  father- 
land.  The  nation  is  one,  but  freedom  embraces 
all. 
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Many  Mexicans  have  sung  to  the  Mexican 
nation.  Giants  of  great  stature  and  lineage 
have,  like  David  of  old,  strummed  on  the  heart- 
strings of  this  Indian  Anahuac,  given  voice  to 
that  seed  within  our  seed.  Few  have  reached 
us  with  such  gentleness  and  affection  as  the 
poet  from  Jerez,  Lopez  Velarde: 

“Understand  the  ideal  in  art  as  harmony 
of  future  forms  and  within  this  the  perfect- 
ing of  humanity  through  beauty,  none  of  our 
l )ets  reach  such  noble  tone  color  as  Ramon 
] ,opez  Velarde.”  (R.  Cuevas ) 

In  a “necklace  of  superb  liendecasyllables” 
Lopez  Velarde  lights  “a  lovely  spiritual  curve 
in  the  night  of  the  nation.”  He  sings  to  the 
“Gentle  Nation”  with  tenderness  and  a child- 
like love;  “his  purified  ego  transcends  egoism 
and  becomes  impersonal,”  speaking  to  the  pro- 
vince in  sweet  arpeggios  salted  with  the  taste 
of  tears;  “As  he  accepted  the  divine  bitterness 
of  living  in  poetic  continuity  with  the  lovely  ob- 
jects that  surround  us,”  the  demiurge  under- 
stood the  Mexican  essence  in  all  its  details,  and 
loved  his  country  with  a deep  affection,  as  in 
this  verse: 

“I  will  say  with  a muted  epode 

The  Nation  is  sinless  and  diamantine” 

' Gentle  nation:  your  carpet  is  the  maise.” 

“ Cuahutemoc : 

“ Young  Grandsire:  here  me  praise  thee  only 
hero  grand  as  art.” 

Let  us  loose  the  white  doves  of  peace,  liberty, 
and  work,  for  this  festival  to  brotherhood  in  the 
land  of  New  Galicia.  Let  our  hearts  beat  to  the 
rhythm  of  pleasure  and  tenderness  because  to- 
day these  men  of  two  countries  meet  in  com- 
mon rejoicing.  Let  these  errant  gentlemen, 
hunters  of  death,  take  from  their  saddle-bags  the 
pemmican  of  their  experience  and  offer  it  to 
those  who  feel  the  need  of  correcting  a misfor- 
tun,  or  quieting  a pain,  or  shortening  an  an- 
guish. 

He  gains  more  who  gives  than  he  who  re- 
ceives. The  spirit  of  the  doctor,  of  the  in- 
vestigator, of  the  teacher,  the  Unitarian  trilogy 
of  this  priest  of  the  atomic  age  who  dedicates 
himself  to  the  search  for  a better  way  of  being 
in  human  existence,  is  filled  with  joy  at  his  ab- 
juration. He  renounces  his  own  existence,  con- 


suming it  in  the  practice  of  medicine,  in  investi- 
gation and  in  teaching.  In  this,  spontaneous  sur- 
render of  self  is  the  sublime  quintessence  which 
lifts  man  toward  the  redemption  of  his  own 
destiny,  and  by  which  he  receives  more,  infinitely 
more,  than  the  ill  to  whom  he  ministers  in  miti- 
gation of  an  algia  of  his  wounded  body,  or  an 
anguish  of  his  darkened  mind. 

William  Osier,  master  of  American  medicine, 
patriarch  of  medicine  made  science  through  ob- 
servation and  study,  work  and  investigation  and 
refined  to  an  art  by  the  coparticipation  of  the 
spirit  and  imagination  that  welds  beauty  to 
health,  once  said: 

“The  desire  for  union,  the  eagerness  for  peace 
and  the  vehemence  for  concord  firmly  implanted 
in  the  human  heart,  have  instigated  the  most 
powerful  emotions  of  entire  races  and  has  been 
responsible  for  their  noblest  acts.  One  may  say 
that  this  is  only  a sentiment,  but  is  the  world  not 
directed  by  sentiments  and  passions?  What,  if 
not  a profound  sentiment,  baptised  this  nation 
in  blood?  What,  if  also  not  a sentiment,  is  this 
deep  love  of  our  land  so  firmly  implanted  in  the 
heart  of  all  Americans  that  today  has  given  to 
this  nation,  union,  peace  and  concord?  What 
happens  to  nations  in  general,  happens  to  nations 
in  particular.  As  happens  to  people,  so  to  the 
individual.  As  in  our  profession,  so  to  its  mem- 
bers. This  old  and  beautiful  invocation  to  union, 
peace  and  concord,  coming  from  our  hearts  and 
from  our  lips,  can  help  us  achieve  our  destinies.” 

I,  too,  with  Osier,  have  faith  that  human 
nature,  governed  by  those  concerns  dear  to  us, 
can  rally  to  this  trilogy  of  union,  peace  and 
concord,  to  achieve  the  spiritual  tranquility  of 
man  and  the  well-being  of  this  world,  now  be- 
ing consumed  in  the  altar  fires  of  its  disunity. 

Let  us  begin  with  union,  peace  and  harmony 
in  the  world  of  medicine.  In  the  sphere  of  our 
professional  activities,  let  us  recognize  our  in- 
dividual responsibility  toward  our  brother  doc- 
tors throughout  the  world  and  tighten  those  in- 
visible bonds  that  spring  from  the  mind  and 
heart,  to  tie  us  all  inexorably  and  forever  to  the 
sick. 

Osier,  master  of  automaticity  and  the  per- 
spicacious clinic,  for  whom  medicine  should  be 
learned  at  the  bed-side  of  the  patient  and  not 
in  the  classroom,  was  also  progenitor  of  the 
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idea  that  the  most  important  element  in  the 
treatment  of  the  disease  was  the  treatment  of 
the  patient.  He  insisted  upon  cultivating  the 
art  of  approaching  the  patient  as  a human  prob- 
lem to  be  solved  through  affection. 

Today,  even  more  than  in  the  time  of  Osier 
of  the  golden  heart,  the  paternal  and  kindly 
chat,  the  affable  disposition,  who  effected  more 
cures  with  a word  of  good  advice  than  with  a 
pound  of  medication,  we  should  understand  the 
indissoluble  unity  that  exists  between  a diseased 
body  and  a sick  mind.  We  should  comprehend 
more  clearly  the  anguish  and  somatic  alterations 
of  the  man  who  has  lost  his  natural  harmonious 
function  and  thus  become  ill. 

With  Osier,  I repeat,  I would  like  to  find  in 
our  profession  a refuge  for  all  men,  the  well  and 
the  ill.  For  they  who  are  in  search  of  psychic 


or  somatic  assistance  also  serve  to  instruct  and 
advance  modern  medical  thought;  and  we,  who 
in  the  application  of  our  scientific  art  of  healing 
learn  the  secrets  of  human  nature  when  ill,  daily 
become  more  capacitated  to  comfort  a psyche 
weeping  for  its  self-incomprehension,  or  a soma 
bleeding  in  pain.  May  all  of  us  here  find  our 
refuge.  May  we  fuse  into  one  ideal,  the  noblest 
ideas  of  two  nations,  ours  and  those  of  the  great 
American  nation,  and  so  form  a splendid  cul- 
tural synthesis  for  the  care  of  the  ill,  irrespec- 
tive of  their  social,  racial  or  religious  back- 
grounds, and  for  the  advancement  of  medicine 
and  scientific  investigation.  In  unison  let  us 
fling  forth  the  call  of  that  colossus  of  Bonn, 
Beethoven,  who  sought  to  unite  all  of  the  un- 
fortunate of  humanity  with  the  invisible  cords 
of  his  sublime  music: 

MAN,  HELP  THYSELF! 


BOOK  REVIEWS 


OFFICE  GASTROENTEROLOGY 

by  Albert  F.  R.  Andresen,  M.D.  707  pages.  Illustrated.  (1958) 
Saunders.  $14. 

A practical  approach  to  the  management  of 
gastroenterological  problems  puts  emphasis  on 
histories  and  physical  examinations.  Chapters  on 
the  esophagus  and  rectum  have  been  included 
and  therapeutic  diets  are  given  special  atten- 
tion. Solid  advice  is  based  on  personal  experi- 
ence in  the  care  of  patients. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

PREVENTIVE  MEDICINE  FOR  THE  DOCTOR  IN  HIS  COM- 
MUNITY: An  Epidemiologic  Approach 

by  Hugh  Rodman  Leavell,  M.D.,  and  E.  Gurney  Clark,  M.D. 
2nd  ed.  689  pages.  Illustrated.  (1958)  McGraw-Hill.  $10. 

Intended  for  those  who  are  or  will  be  in  pri- 
vate practice.  The  subject  is  organized  as : ( 1 ) 
basic  principles,  (2)  applied  principles;  and  (3) 
public  health  or  preventive  medicine  as  organ- 
ized community  action.  New  charts  and  dia- 
grams, emphasizing  basic  principles,  and  a new 
chapter  on  the  prevention  of  oral  disease,  stress- 
ing the  importance  of  dentistry,  have  been 
added. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


CLINICAL  NEUROSURGERY,  Vol.  4. 

edited  by  Ira  J.  Jackson,  M.D.  142  pages.  Illustrated.  (1958) 
Williams  & Wilkins.  $7. 

Its  review  of  current  thought  about  the  man- 
agement of  pituitary  and  malignant  breast  lesions 
is  especially  valuable.  Subtitles  to  this  slim 
volume  of  the  Proceedings  of  the  Congress  of 
Neurological  Surgeons,  1956,  would  help:  for 
example,  ( 1 ) “Doctor  Penfield  on  the  Trail  of 
Hippocrates  and  Temporal  Lobe  Function,”  and 
(2)  “Aspects  of  Pituitary  Adenomas  and  Hypo- 
physectomy  would  permit  identification. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

GENERAL  DIAGNOSIS  AND  THERAPY  OF  SKIN  DISEASES 
by  Hermann  Werner  Siemens,  M.D.  324  pages.  Illustrated.  (1958) 
University  of  Chicago.  $10. 

Plere  are  basic  dermatological  principles  il- 
lustrated with  hundreds  of  close-up  photographs. 
The  chapters  on  therapy  stress  the  importance 
of  following  proved  rather  than  traditional 
methods.  The  result  is  a well  organized  resume 
of  the  field  and  a guide  toward  effective  recog- 
nition and  treatment  of  skin  diseases.  The  trans- 
lation is  by  Kurt  Wiener,  M.D. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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ALOCUCION  DEL  DR.  AMADO  RUIZ  SANCHEZ, 
EN  LA  SESION  INAUGURAL 


Walt  WHITMAN,  el  poeta  volcanico  de 
America,  el  amigo  de  los  hombres,  el  de  la 
luenga  barba  y el  de  los  pensamientos  con 
clamor  de  nino  el  alma  recurrecta  de  una  demo- 
cracia  olvidada,  el  mejor  de  entre  los  hijos  del 
Norte,  el  hijo  de  Manhatan,  padre  de  muchas 
generaciones  por  venir  y cimiento  de  una  vida, 
voz  que  clama  en  el  desierto  desierto  de  Arizona 
y se  estrella  en  las  Montanas  Rocallosas,  que  se 
bana  en  las  aguas  turbulentas  del  Missiisipi  y 
se  hiela  en  las  costas  del  Pacifico;  poeta  in- 
mortal, senor  de  todos  los  senores.  . . . Yo  invoco 
a tu  espiritu  de  hombre  hecho  de  libertades  y 
te  pido  un  poco  de  tu  inspiration  para  hablarle 
a los  aqui  presentes,  venidos  de  allende  la 
frontera,  alia  donde  tu  eres  la  paz  del  trabajo 
y la  libertad  hecha  accion,  y poderles  decir  que 
aqui  en  este  Anahuac,  tambien  ha  habido  gigan- 
tes  como  tu,  de  tu  raza  y alcurnia,  y quienes 
tambien  nos  han  hablado  al  corazon  de  indio 
que  llevamos  y adoramos.  Tu,  senor  de  todos 
los  senores  . . . hombre  hecho  poesia  . . . 
poesia  hecha  hombre  . . . dame  un  poco  de  tu 
luz  para  brindar  a estos  hombres  los  caminos 
de  la  amistad  . . . de  la  amistad  que  redime 
las  pasiones  y salva  las  fronteras  del  idioma, 
del  color  y de  las  creencias,  convirtiendose  en 
comunion  espiritual  para  todos  los  hombres 
hermanos  de  un  mismo  sentimiento  . . . amistad 
que  es  la  unica  arma  que  podemos  oponer  a 
la  autodestruccion  atomica  del  hombre,  por 
el  hombre  mismo  . . . y mientras  en  otras  partes 
del  mundo,  donde  se  juega  el  destino  de  la 
tierra,  las  disputas  crecen  y los  peligros  de  una 
desmaterializacion  de  la  materia  son  mas  in- 
minentes  cada  dia,  endiosados  los  hombres  en 
si  mismos  y en  odiar  cada  vez  mas  a sus 
semejantes,  aqui  . . . donde  la  civilization  es 
poca  pero  de  amor  es  grande  . . . aqui  donde 
florece  el  sempasuchitl  como  la  flor  silvestre 
de  un  aroma  singular  y aun  el  indio  “lee  con 
sus  ojos  tristes  lo  que  encriben  las  estrellas  de 
noche  que  pasan  volando”  . . . aqui,  se  congregan 
las  gentes  de  buena  voluntad,  a rendir  pleitesia 
a la  unica  diosa  que  puede  hermanar  a los 
hermanos:  la  amistad,  y a aportar  su  saber  y 
experiencia  en  aras  de  hacer  mas  llevadera  y 
hermosa  esta  vida,  luchando  contra  un  enemigo 


comun  la  muerte. 

ft  ft  ft 

Cuando  la  ciencia  habla  las  discordias  callan 
. . . cuando  el  lenguaje  que  los  hombres  hablan 
es  el  mismo,  lenguaje  de  amor  para  los  que 
sufren,  de  atencion  y carino  para  los  que  lo 
han  menester,  cuando  este  lenguaje  es  oration 
que  redime  un  sufrimiento  moral  o accion  que 
suprime  una  dolencia  humana,  entonces,  y nomas 
entonces,  se  hermanan  todos  los  hombres  de 
la  tierra  y sin  distingos  de  color,  de  credo  o de 
raza,  profesan  un  mismo  ideal  . . . cuando  esto 
sucede,  !!  P atria  es  la  libertad!!,  la  patria  es 
una  la  libertad  lo  es  todo. 

Al  corazon  de  la  patria  mexicana  le  han 
hablado  muchos  mexicanos;  pocos  como  el  jer- 
ezano  Lopez  Velarde  han  sabido  acercarsele 
con  tanta  suavidad  y carino. 

“Entendiendo  el  ideal  en  el  arte  como  la 
armonia  de  las  formas  futuras,  y dentro 
de  esto,  el  perfeccionamiento  de  la  humani- 
dad  por  la  belleza,  ninguno  de  nuestros 
poetas  alcanza  timbres  tan  nobles  como 
Ramon  Lopez  Velarde ” (R.  Cuevas). 

En  “un  collar  de  endecasilabos  supremos,” 
Lopez  Velarde  prende  “en  la  noche  de  la  patria 
una  bella  curva  espiritual.”  . . . Canta  a la 
“Suave  Patria”  con  ternura  y con  amor  de  nino; 
“su  yo  depurado  trasciende  el  egoismo  y se  hace 
impersonal,”  hablando  a la  proviencia  con 
arpegios  dulces  y sabor  de  llanto.  . . . “Como 
aceptio  la  divina  amargura  de  vivir  en  continui- 
dad  poetica  de  los  objetos  prescosos  que  nos 
rodean,”  el  demiurgo  supo  de  la  esencia  mexi- 
cana en  todos  sus  detalles  y amo  a su  patria  en- 
tranablemente  en  este  verso: 

“ Dire  con  una  epica  sordina: 
la  patria  es  impecable  y diamantina. 

ft  ft  ft 

Suave  patria:  tu  superficie  es  el  mats. 

■ft  * * 

Cuauhtemoc: 

Joven  abuelo:  esciichame  loarte, 
unico  heroe  a la  altura  del  arte.” 

ft  ft  ft 

Que  se  echen  a volar  las  blancas  palomas 
de  la  libertad,  del  trabajo  y de  la  paz,  que 
hoy  hay  fiesta  de  hermandad  en  esta  tierra 
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neogalicia;  que  palpiten  los  corazones  con  goces 
de  ternura,  que  hoy  los  hombres  de  dos  paises 
se  reunen  con  un  mismo  fin  de  alegria  comun: 
sacar  de  sus  alforjas  de  Caballeros  andantes  a 
caza  de  la  muerte,  legajos  de  su  experiencia  y 
brindarlos  a todos  los  que  han  menester  de 
un  desman  que  corregir,  de  un  dolor  que  acallar 
o de  una  angustia  que  abreviar  . . . con  todo 
ello,  goza  mas  el  que  da  que  quien  recibe;  el  es- 
piritu  del  medico,  del  investigador  y del  maestro, 
trilogia  unitaria  de  este  monje  de  la  era  atomica, 
que  es  el  hombre  que  se  encarga  de  buscar  una 
mejor  forma  de  ser  a la  existencia  humana;  su 
espiritu,  decia,  se  llena  de  goce  cuando  se  entre- 
ga  de  lleno,  negando  su  propia  existencia,  a 
medida  que  se  consume  en  el  ejercicio  de  la 
medicina,  la  investigacion  y la  ensenanza,  y con 
esta  entrega  espontanea  de  si  mismo,  quinta 
esencia  sublime  que  lo  eleva  en  la  redencion 
de  su  sutodestino,  mas  goza  el,  infinitamente 
mas,  que  el  dolorido  que  la  recibe  y mitiga  una 
algia  de  su  cuerpo  en  llagas  o una  angustia 
de  su  mente  obscurecida. 

# # # 

William  Osier,  el  maestro  de  la  medicina  en 
America,  el  patriarca  de  la  medicina  hecha 
ciencia  por  la  observation  y el  estudio,  el  traba- 
jo  y la  investigacion,  y hecha  arte  por  la  par- 
ticipation de  la  imagination  y el  espiritu,  que 
plasman  la  belleza  en  la  salud,  decia  una  vez: 

“El  deseo  de  la  union,  el  anhelo  por  la  paz  y 
la  vehemencia  por  la  concordia,  implantados 
profundamente  en  el  corazon  humano,  han  pro- 
movido  las  emociones  mas  poderosas  de  las 
razas,  y han  sido  los  responsables  de  sus  actos 
mas  nobles.  No  es  mas  que  un  sentimiento,  se 
podria  decir:  pero,  No  es  dirigido  el  mundo 
por  sentimientos  y pasiones?  Que  sini  un  sen- 
timiento muy  profundo  bautizo  con  sangre  a esta 
nacion:  y que  sino  tambien  un  sentimiento,  ese 
carino  profundo  por  la  tierra  tan  firmemente 
implantado  en  el  corabon  de  todos  los  ameri- 
canos,  ha  dado  a este  pais  de  hoy  union,  paz  y 
concordia?  Los  que  sucede  a las  naciones  en 
general,  sucede  a una  nacion  en  particular;  y 
asi  sucede  con  el  pueblo  como  con  el  indi- 
viduo;  con  nuestra  profesion  o con  sus  miembros; 
esta  hermosa  y vieja  invocation  por  union,  paz 
y — concordia,  desde  nuestros  corazones  y desde 
nuestros  labios,  puede  ayudarnos  para  lograr 
nuestros  destinos.” 

Yo  tambien,  como  Osier,  tengo  fe  en  que  la 
naturaleza  humana,  gobernada  por  afectos  que 


le  son  tan  caros,  puede  abanderarse  de  esta 
trilogia  de  union,  paz  y concordia,  para  con- 
quistar  la  tranquilidad  espiritual  de  los  hombres 
y traer  un  poco  mas  de  bienestar  a este  mundo 
que  se  consume  en  aras  de  us  autodestruccion. 
!!Que  haya  union,  paz  y concordia  cuando  menos 
en  el  mundo  medico!!,  que  en  el  terreno  de 
nuestra  actuation  profesional,  cumplamos  con 
nuestros  compromises  vitales  y estrechemos 
nuestros  lazos  de  amistad,  que  son  los  mismos 
para  todos  los  medicos  del  mundo,  lazos  que 
vienen  del  cerebro  y van  al  corazon  y que  nos 
ataran,  hasta  siempre,  con  los  hombres  en- 
fermos.  . . . 

Osier,  el  maestro  por  antonomasia,  el  clinico 
perspicaz,  para  quien  la  medicina  debe  aprend- 
erse  a la  cabecera  del  enfermo  y no  en  los  sa- 
lones  de  clases,  y para  quien,  tambien,  el  trata- 
miento  del  enfermo  es  el  elemento  mas  im- 
portante  en  el  tratamiento  de  la  enfermedad, 
insistia  en  cultivar  el  arte  de  acercarse  a los 
enfermos  con  carino,  como  problemas  humanos 
que  hay  que  ayudar  a resolver.  Nosotros,  hoy, 
mas,  aun  que  en  los  tiempos  de  Osier,  el  de 
corazon  de  oro,  el  de  charla  paternal  y acoge- 
dora,  el  de  caracter  apacible,  que  mas  curaba 
con  un  buen  consejo  que  con  kilo  de  medicina, 
debemos  comprender  la  unidad  que  hay,  in- 
disoluble, en  el  cuerpo  enfermo  y la  mentalidad 
enferma,  entendiendo  mejor  las  angustias  y 
las  alteraciones  somaticas,  del  hombre  que  ha 
perdido  la  armonia  funcional  de  su  naturaleza 
y se  ha  enfermado. 

Como  Osier,  repito,  quisiera  que  eesta  fuera 
la  casa  de  todos:  enfermos  y sanos;  unos  que 
en  su  basca  de  auxilo  psiquico  o somatico,  sir- 
ven  de  ensenanza  y hacen  avanzar  con  ello  el 
pensamiento  medico  moderno;  toros,  que  en  su 
aplicacion  del  arte  cientifico  de  curar,  aprenden 
los  secretos  de  la  naturaleza  humana  enferma 
y se  capacitan  cada  dia  mas,  para  confrontar  una 
some  que  sangra  dus  dolencias  . . . Hque  esta 
sea  la  casa  de  todos!!  . . . que  se  hermanen  en 
un  solo  ideal  los  nobles  ideales  de  dos  paises, 
el  nuestro  y el  la  gran  Union  Americana,  en  una 
bella  sintesis  cultural;  por  la  atencion  de  los 
enfermos  ( irreverentes  de  su  condition  social, 
raza  o credo),  por  la  ensenanza  de  la  medicina, 
y por  la  investigacion  cientifica  . . . y que  al 
unisono,  lancen  el  grito  del  coloso  tie  Bon,  de 
Beethoven,  que  queria  unir  a todos  los  hombres 
en  desgracia,  con  las  lazos  invisibles  de  su 
musica  excelsia:  HHombre,  ayudate  a li  mismo!! 
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CONGENITAL  ABNORMALITIES  OF  THE  CORONARY 

ARTERIES 

By  Ian  Stewart,  M.D. 

Consultant  Pathologist,  Keighley  Hospital  Group 
Keighley,  England 


ORONARY  disease  is  of  increasing  importance 
to  the  health  worker  and  the  following  notes 
may  be  of  interest  to  those  who  have  not  en- 
countered cases  of  congenital  malformation.  Ac- 
cording to  Smith  (1950)  descriptions  have  ap- 
peared in  the  literature  since  1716  and  the  edi- 
tion of  Quains  Anatomy  of  1882,  which  devotes 
a good  deal  of  attention  to  variations  in  the  ar- 
terial tree,  has  this  to  say: 

“The  coronary  arteries  have  been  observed 
in  a few  instances  to  commence  by  a common 
trunk,  from  which  they  diverged  and  proceeded 
to  their  usual  destination.  The  existence  of 
three  coronary  arteries  is  not  a very  rare  oc- 
currence, the  third  being  small  and  arising  close 
by  one  of  the  others.  Meckel  in  one  instance, 
observed  four,  the  supplementary  vessels  appear- 
ing like  one  of  the  branches  of  the  coronary 
arteries  springing  directly  from  the  aorta.” 

Three  well  defined  conditions  have  been  de- 
scribed and  also  a miscellaneous  group  of  minor 
variations  which  are  not  only  of  little  clinical 
significance,  but  are  on  the  whole  likely  to 
escape  notice  at  a routine  post  mortem.  These 
will  be  discussed  in  turn. 

1.  The  Single  Coronary  Artery: 

Thomas  and  Loube  ( 1947 ) found  22  cases  in 
the  literature  and  added  nine  unpublished  cases, 
two  of  which  they  themselves  saw.  Of  the  31, 
17  were  instances  of  the  right  vessel  alone,  11  of 
the  left  vessel  alone  and  in  three  its  identity 
could  not  be  established.  They  concluded  that 
the  defect  was  usually  compatible  with  normal 
cardiac  functions,  but  added  an  extra  hazard 
in  the  presence  of  coronary  artery  disease  be- 
cause the  available  collateral  anastomoses  would 
need  to  be  utilized  early  in  life.  One  of  their 
cases,  a man  of  22  years  who  died  suddenly 
during  exertion,  and  in  whom  the  right  vessel 
was  absent,  may  have  resulted  from  this. 


In  practically  all  the  cases,  the  single  vessel 
divides  less  than  a centimeter  from  its  origin. 
The  missing  vessel  is  usually  represented  by  a 
small  dimple  or  ponch.  Smith  (1950)  recorded 
two  more  cases.  One  of  these  was  a woman  of 
80  who  died  after  an  operation  for  malignant 
disease.  There  was  a single  left  vessel  and  the 
right  one  was  represented  by  a saccular  dila- 
tation. In  his  other  case,  a woman  of  66  showed 
a single  left  vessel  dividing  1 cm.  from  its  origin. 
Smith  states  that,  in  1950,  43  cases  had  been 
reported. 

Alexander  (1956)  analyses  the  findings  in  18,- 
850  autopsies  at  the  Los  Angeles  County  Hospital 
between  1940  and  1949.  Among  the  54  abnor- 
malities noted,  most  of  them  of  very  minor  type, 
were  four  instances  of  absence  of  the  right 
coronary,  one  of  whom  had  lived  to  the  ripe 
age  of  82. 

Campeau,  Ruble  and  Cooksey  (1957)  saw  a 
remarkable  case  of  absence  of  the  pulmonary 
valve  in  a man  of  32  years  in  whom  the  left 
coronary  vessel  was  absent  and  the  right  vessel 
divided  immediately  into  three  branches.  There 
have  therefor  been  at  least  48  cases  recorded. 
Alexanders  survey  suggests  that  the  incidence 
of  single  coronary  artery  is  about  one  in  5,000. 

In  the  last  five  years,  I have  carried  out  about 
900  autopsies  in  this  district  and  met  with  the 
following  two  cases  of  single  coronary  artery. 

Case  1. 

An  obese  woman  of  67  died  suddenly  at  the 
tea  table.  As  there  had  been  no  recent  medical 
attendance,  a coroner’s  enquiry  followed.  At 
the  autopsy,  the  heart  weighed  450  grams  the 
increase  being  due  solely  to  a deposit  of  epicar- 
dial  fat.  There  was  a single  right  coronary 
artery  which  divided  immediately  into  right 
and  left  branches  of  normal  caliber.  The  left 
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branch  was  almost  fully  blocked  by  a craggy 
mass  3 cm.  from  its  origin  and  the  obstruction 
had  caused  widespread  fibrosis  and  thinning 
of  the  anterior  wall  of  the  left  ventricle.  The 
right  branch  had  no  constriction,  but  was  fully 
blocked  by  adherent  thrombus  at  2 cm. 

The  bronchi  were  blocked  by  food  and  there 
were  obvious  signs  of  asphyxia,  which  was  evi- 
dently a terminal  accident. 

Case  2. 

A lean  man  of  65  years  had  suffered  from 
precordial  pain  and  dyspnea  for  some  months. 
Screening  of  the  chest  showed  no  cardiac  en- 
largement but  an  electrocardiogram  “showed 
changes  suggesting  myocardial  damage  and 
right-sided  preponderance.”  Because  of  his  dis- 
abilities, he  purchased  a car  to  get  to  work.  On 
the  night  of  his  death,  he  made  a prolonged  at- 
tempt to  start  it  with  the  crank,  failed,  walked 
some  distance  uphill  and  fell  dead  at  a bus  stop. 

At  autopsy  the  heart  was  found  to  weigh  460 
grams,  the  increase  being  due  to  hypertrophy 
of  the  posterior  wall  and  septum  of  the  left 
ventricle.  Measurements  taken  at  the  middle 
of  the  ventricle  were:  Posterior  wall:  2.5  cm.; 
septum:  2.0  cm.;  anterior  wall:  1.0  cm.  The 
wall  was  muscular  in  all  three  sites  except  for  a 
hair  line  of  fibrosis  under  the  endocardium  of 
the  anterior  wall.  It  was  thought  that  this  part 
had  been  incapable  of  hypertrophy  because  of 
defective  blood  supply.  There  was  a single 
large  vessel  arising  from  the  normal  site  of 
origin  of  the  right  coronary  artery.  Its  course 
was  normal  and  it  was  moderately  dilated. 
There  was  no  obstruction.  About  1 mm  to  the 
right  of  the  ostium  and  also  1 mm.  inside  the 
ostium  were  two  tiny  vessels,  each  about  1 mm. 
in  diameter,  which  wound  to  the  right  around 
the  aorta  and  then  followed  the  normal  course 
of  the  left  coronary  artery.  Before  reaching 
the  front  of  the  heart,  one  of  them  divided  into 
two  branches.  It  was  evident  that  the  front  wall 
of  the  ventricle  had  always  had  an  inadequate 
supply  and  must  have  relied  mainly  on  collateral 
branches  from  the  right  branch.  The  front  wall 
of  the  ventricle  had  probably  been  abnormally 
thin  throughout  life. 

The  man  served  in  the  army  throughout  the 
first  World  War,  played  cricket  and  football  in 
his  youth,  and  carried  out  army  physical  train- 
ing. He  was  fortunate  not  to  meet  the  sudden 
end  of  the  young  man  mentioned  by  Thomas 


and  Loube. 

2.  Origin  of  the  Coronary  Vessels  from  the 
Pulmonary  Artery: 

No  instance  has  been  encountered  in  the 
present  series  of  autopsies.  Swann  and  Wert- 
hammer  ( 1955 ) saw  three  cases  in  a series  of 
623  autopsies  in  infants.  One  baby  lived  two 
days,  one  for  three  months  and  one  for  six 
months.  They  state  that  only  54  cases  had  been 
reported  previously  and  believe  the  condition 
to  be  much  more  frequent  than  this  figure  would 
suggest.  In  two  of  their  cases,  the  left  vessel 
arose  from  the  pulmonary  artery  and  in  the 
third,  who  only  lived  two  days,  both  vessels 
arose  from  it.  The  size  of  the  infant  heart  is 
such  that  unless  one  is  aware  of  the  condition, 
and  looks  closely  for  it,  it  will  readily  be  missed. 

Alexander’s  series  of  18,950  autopsies  only 
includes  two  of  these  cases,  but  he  does  not 
mention  the  proportion  of  infant  death. 

As  the  abnormal  vessels  deliver  noil-oxygen- 
ated blood  to  the  myocardium,  expectation  of 
life  is  brief  and  the  condition  is  one  to  be  en- 
countered in  the  still  birth  and  in  the  young 
infant.  This  is  not  always  the  case  as  Jurishica 
(1957)  records  a case  in  a man  of  18.  He  was 
rejected  by  the  American  navy  because  of  a 
heart  murmur,  present  during  both  systole  and 
diastole  in  the  pulmonary  area.  He  had  no 
symptoms  and  engaged  actively  in  sport.  An 
operation  was  carried  out  and  a small  patent 
ductus  found  and  tied,  abolishing  a papable 
thrill  at  the  base  of  the  heart.  Six  months  later, 
as  the  persistence  of  the  murmur  had  led  to 
his  rejection  again  by  the  navy,  a second  opera- 
tion was  carried  out  but  death  resulted  from 
ballooning  and  rupture  of  the  aorta.  At  autopsy 
the  left  coronary  was  found  to  arise  from  the 
pulmonary  artery. 

The  defect  results  from  an  error  in  the  devel- 
opment of  the  spiral  septum  of  the  truncus  ar- 
terosius,  resulting  in  one  or  both  ostia  being  in 
the  pulmonary  artery.  Jurishica  states  that  of 
59  cases  published,  48  died  before  one  year  and 
the  rest  survived  into  their  teens  or  even  into 
middle  life. 

Paul  and  Robbins  (1955)  suggested  the  in- 
stillation of  talc  into  the  pericardial  sac  to  pro- 
voke vascularization.  They  report  four  opera- 
tions. In  three  no  anomalous  vessel  was  found 
and  the  infants  recovered.  The  fourth  died  and 
was  found  to  suffer  from  endocardial  fibroelas- 
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tosis. 

3.  Coronary  Vessel  passing  into  Right  Ventricle: 
Davis  et  al.  (1956)  describe  a unique  case  in 
a Negress  aged  19.  A continuous  murmur  in  the 
pulmonary  area  led  to  thoracotomy.  The  left 
coronary  artery  was  found,  in  its  proximal  half, 
to  lie  free.  It  then  plunged  into  the  muscle  of 
the  right  ventricle.  At  this  point  a palpable 
thrill  indicated  free  communication.  Excision 
of  part  of  the  vessel  abolished  the  thrill  and  when 
seen  a year  later,  the  woman  was  in  excellent 
health. 

4.  Minor  variations  in  origin  and  distribution: 

Alexander  gives  a very  detailed  account  of 

accessory  branches,  enlargement  of  the  circum- 
flex artery  to  take  part  of  the  right  coronary 
supply,  elevation  of  the  ostia  in  the  aorta  and 
hypoplasia  of  the  left  ostium.  These  are  in  addi- 
tion to  those  already  quoted  from  his  paper. 
Hypoplasia  of  the  orifice  of  a vessel  seems  to 
be  the  most  important  clinically.  The  following 
case  illustrates  this: 

Case  3. 

A man  of  45  years  had  been  under  observa- 
tion for  anginal  pain  for  some  weeks  and  died 
suddenly.  At  autopsy  the  heart  weighed  310 
grams,  showed  no  valve  lesion  and  no  fibrosis 
of  the  myocardium.  The  left  coronary  artery 
was  normally  formed  and  healthy.  The  right 
coronary  vessel  had  a pin  point  orifice  leading 
into  an  artery  of  normal  caliber.  Close  to  the 
orifice  was  a tiny  accessory  vessel.  No  other 
organic  change  was  found. 

The  hypoplasia  may  also  occur  in  the  stem  of 
the  vessel  and  the  ostium  be  normally  open.  The 
following  case,  previously  recorded  ( Stewart 
1957)  shows  this. 


Case  4. 

A man  of  42  years,  who  had  made  no  com- 
plaint of  illness  and  who  had  not  been  in  medi- 
cal care,  was  found  dead  in  bed.  At  autopsy, 
the  right  coronary  artery  was  found  to  be 
healthy.  The  left  vessel  was  of  normal  caliber 
in  its  first  8 mm.  and  thereafter  was  only  one 
third  of  the  normal  size.  Seated  on  the  entrance 
to  the  narrow  portion  was  a small  thrombus. 
As  one  would  expect,  this  man  had  throughout 
his  life  studiously  avoided  even  mild  exertion. 

Discussion: 

It  will  be  seen  that  there  are  a considerable 
number  of  types  of  malformation  of  the  coronary 
vessels,  ranging  from  those  of  no  clinical  sig- 
nificance to  those  incompatible  with  life.  The 
minor  variations,  of  no  clinical  import,  are  un- 
likely to  be  recorded  accurately  in  the  post  mor- 
tem room  and  accessory  vessels,  for  instance, 
are  almost  a commonplace. 

So  much  is  now  being  written,  in  both  medical 
and  the  lay  press,  about  coronary  disorder  and 
medical  practitioners  are  so  conscious  of  it  that 
there  now  seems  to  be  a “coronary  neurosis” 
among  practitioners  over  the  age  of  40.  If  this 
paper  has  no  other  purpose,  it  may  remind  such 
sufferers  that  it  is  a waste  of  time  worrying. 
They  may  have  had  defective  coronary  arteries 
all  their  lives. 
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THE  STUDENT  LIFE:  The  Philosophy  of  Sir  William  Osier 
edited  by  Richard  E.  Vemey.  214  pages.  (1958)  Williams  & 
Wilkins.  $4. 

This  is  mainly  an  anthology  from  Aequanimi- 
tas,  An  Alabama  Student  and  Selected  Writings. 
The  editor  says  that  his  book  was  compiled  “.  . . 
in  the  hope  that  an  appetite  will  develop  for  all 
Osier’s  writings  . . .”  Some  quotations  have  been 
slightly  modified  without  covering  footnotes. 
Biographical  commentary  is  condensed,  and 
Osier’s  name  is  omitted  on  the  spine  of  the 
cover. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


A TEXTBOOK  OF  CLINICAL  NEUROLOGY 

by  Israel  S.  Wechsler.  8th  ed.  782  pages.  Illustrated.  (1958) 
Saunders.  $11. 

“A  textbook  ...”  casually  flying  the  indefinite 
article,  sails  proudly  into  the  fourth  decade  of 

its  rejuvenations,  reliably  rewritten  on  a per- 

■ 

sonal,  honest  basis  of  critical  experience.  To 
many  it  will  be  the  short  neurological  text,  and 
rightly  so.  Among  its  outstanding  features  is  the 
historical  chapter. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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COMPLICATIONS  OF  BREAST  SURGERY 

Bv  Robert  S.  Pollack,  M.D. 

San  Francisco,  Calif. 


T HE  complications  of  breast  surgery  may  be 
classified  under  latent  and  immediate  groups.  In 
the  immediate  group  are  obvious  factors  such  as, 
hemorrhage,  infection,  anesthesia  morbidity,  mo- 
tion of  the  arm,  and  wound  healing.  In  the 
small,  excisional  biopsy  procedures,  complica- 
tions are  easy  to  control,  but  when  we  perform 
a radical  mastectomy,  these  items  are  quite  im- 
portant. 

To  avoid  hemorrhage  requires  meticulous 
hemostasis  and  cautious  technique,  in  addition 
to  a sound  knowledge  of  anatomy.  The  same 
applies  to  the  control  of  infection,  a matter  of 
surgical  technique,  training  and  attention  to  de- 
tail. The  use  of  antibiotics,  not  as  a routine 
measure,  but  when  indicated  is  also  necessary. 
Regarding  anesthesia,  one  should  be  certain  that 
the  patient  is  not  overloaded  with  depressants 
and  anesthetic  drugs.  Adequate  oxygenation  is 
essential  during  any  surgical  procedure.  It  has 
been  my  experience  that  when  anesthesia  has 
been  deep,  and  the  blood  of  the  patient  dark, 
indicating  poor  oxygenation,  there  is  an  in- 
creased morbidity  with  accompanying  nausea 
and  vomiting.  Keeping  our  anesthesia  col- 
leagues aware  of  the  color  of  the  blood  during 
the  operation  will  decrease  post-operative  dis- 
comfort. 

Arm  motion  following  radical  mastectomy  is 
begun  the  same  day  as  the  operation.  The  chest 
wall  is  bound  with  a heavy  dressing,  but  the  arm 
is  kept  free  and  motion  started  immediately. 
Certain  exercises  are  used;  finger  creeping  and 
crawling  up  the  wall,  raising  the  elbows  to 
shoulder  level,  circular  arm  and  shoulder  swing- 
ing, and  straight,  upward  elevation.  Wound 
healing  is  enhanced  by  heavy  bolster  type  dress- 
ings similar  to  the  type  one  uses  for  skin  graft- 
ing. I prefer  this  to  placing  suction  catheters 
under  the  skin  flaps. 

The  latent  factors  are  more  subtle  and  in- 
clude lymphedema  of  the  arm  and  lvmphangio- 
sarcoma,  pregnancy,  which  can  be  considered 
a complication  of  cancer  of  the  breast,  the  prob- 
lem of  the  opposite  breast,  and  the  matter  of 


recurrences. 

Let's  talk  briefly  about  swelling  of  the  arm, 
or  lymphedema.  I think  it  is  fair  to  say  that 
every  female  patient  who  has  had  an  adequate 
radical  mastectomy  will  have  some  swelling  of 
the  arm.  The  fact  that  the  amount  of  edema  is 
unpredictable  emphasizes  an  idiopathic  factor 
regarding  its  etiology.  One  of  the  reasons  for 
swelling  of  the  arm  is  obesity.  It  occurs  more 
frequently  in  patients  who  are  just  plain  fat. 
Another  reason  is  infection;  also  hemorrhage  in 
an  axilla  which  has  not  been  properly  drained 
causing  increased  fibrosis.  In  addition,  im- 
proper and  inadequate  drainage  of  serum  which 
normally  collects  in  any  large  dead  space  en- 
hances fibrosis  and  increases  edema.  An  im- 
portant factor  in  helping  to  prevent  lymphedema 
is  early  arm  motion. 

Management  of  the  Ann 

Years  ago,  there  was  a tendency  for  surgeons 
to  bind  the  arm  in  a position  of  rest  following 
radical  mastectomy.  This  is  considered  inad- 
visable. It  may  have  been  recommended  be- 
cause not  enough  skin  remained  to  close  the 
wound  primarily,  and  therefore,  the  arm  was 
pulled  down  in  order  to  gain  additional  skin 
for  closure.  It  also  could  have  been  due  to  a 
reluctance,  in  a certain  number  of  mastectomies, 
to  perform  a skin  graft.  The  matter  of  utilizing 
a skin  graft  has  changed.  Years  ago.  a skin 
graft  was  advocated  for  all  radical  mastectomies, 
during  the  last  10  years  it  has  been  performed 
very  rarely.  The  reason  for  this  is  probably 
the  selection  of  material.  Today,  cancers  of  the 
breast  are  seen  in  a much  smaller  and  earlier 
stage  and  without  much,  if  any,  skin  involve 
ment. 

In  1948,  Stewart  and  Treves  reported  on  six 
patients  with  lymphangiosarcoma  developing  in 
the  lymphedematous  arm.  There  have  been 
other  reports  of  this  condition  since  them.  It  is 
a very  aggressive,  virulent,  malignant  lesion 
which  develops  long  after  the  mastectomy  (aver- 
age 12  years).  It  starts  in  the  chronically  ob- 
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structed  lymphatics  and  presents  as  a “purplish- 
red,  subdermal,  slightly  raised,  macular  or  poly- 
poid lesion  on  the  skin  of  the  arm  near  the 
anticubital  fossa.”  It  is  solitary  initially,  but  gets 
confluent  with  other  areas.  The  lesions  became 
nodular,  may  ulcerate,  heal  and  break  down 
again,  and  eventually  cover  the  entire  extremity 
with  spread  onto  the  adjacent  chest  wall.  Radi- 
cal amputation  of  the  arm  and  shoulder  girdle 
is  the  preferred  method  of  therapy,  if  feasible. 
Metastases  are  pulmonary. 

The  exact  etiology  of  this  condition  is  un- 
known. When  it  was  first  noticed  it  was  thought 
to  be  a Kaposi-like  sarcoma,  occurring  on  the 
upper  extremities  instead,  as  is  more  common 
in  Kaposi’s,  on  the  lower.  However,  it  is  not 
a Kaposi’s  sarcoma,  but  is  a definite  entity  it- 
self, of  serious  nature.  It  has  not  been  known 
to  occur  following  a simple  mastectomy  or  axil- 
lary dissection  alone.  Its  cause  must  be  related  to 
the  effect  of  a chronic  block  of  the  lymphatics 
in  a heavily  swollen,  lvmphedematous,  upper 
extremity.  In  some  cases  reported  there  have 
been  five-year  survivals  following  amputation  of 
the  interscapulothoracic  type.  It  is  necessary  to 
do  this  kind  of  amputation  in  order  to  circum- 
vent the  diseased  extremity. 

Role  of  the  Opposite  Breast 

The  opposite  breast  also  may  be  considered 
a complicating  factor  following  radical  mastec- 
tomy for  cancer.  It  is  stated  that  between  4 to 
12  per  cent  of  patients  with  cancer  in  one  breast 
will  develop  cancer  in  the  opposite  breast.  A 
more  accurate  incidence  is  about  four  to  five 
per  cent.  Treatment  of  the  opposite  breast  by 
prophylactic  simple  mastectomy  either  at  the 
time  the  radical  mastectomy  is  performed,  or 
at  a selected  time  in  the  future  is  considered 
in  some  centers.  Pack  has  advocated  a simul- 
taneous simple  mastectomy  of  the  opposite  breast 
at  the  time  the  radical  mastectomy  is  performed. 
Others  advocate  a simple  mastectomy  about  two 
years  following  the  radical  mastectomy.  They 
advise  waiting  in  order  to  ascertain  whether  the 
patient’s  chances  for  cure  are  good  enough  to 
warrant  a prophylactic  procedure.  The  belief 
exists  that  if  a patient  is  well  for  two  years  fol- 
lowing a radical  mastectomy,  then  it  is  justifiable 
to  advocate  a simple  mastectomy  on  the  opposite 
breast  as  a prophylactic  gesture.  It  would  seem, 
however,  that  if  one  is  to  do  a prophylactic 


amputation  of  the  opposite  breast,  it  should 
be  done  simultaneously  with,  or  shortly  after  the 
radical  resection  because  the  benefit  of  doing 
the  amputation  can  start  only  as  soon  as  it  is 
performed.  By  avoiding  a two-year  interval, 
there  is  that  much  less  risk  of  getting  cancer 
in  the  opposite  breast. 

As  a practical  matter,  however,  careful  exam- 
ination of  each  patient  at  regular  intervals  fol- 
lowing a radical  mastectomy  is  the  commonly 
accepted  procedure.  A new  lesion  in  the  op- 
posite breast  can  be  detected  at  an  early  stage 
and  proper  therapy  quickly  performed.  In  fact, 
if  we  try  to  talk  our  patients  into  a prophylactic- 
simple  mastectomy  of  the  remaining  breast  we 
have  to  do  a very  heavy  job  of  salesmanship. 
Very  few  women  will  accept  it.  On  the  other 
hand,  it  is  a logical  consideration  and  should  be 
discussed  frankly  with  the  patient. 

Pregnancy  can  be  a complicating  factor  fol- 
lowing breast  cancer.  What  to  advise  the  woman 
who  desires  to  have  a family  after  a radical 
mastectomy  has  been  performed  is  not  simple. 
It  has  been  found  that  patients  who  are  preg- 
nant at  the  time  they  have  breast  cancer  do 
well  if  a radical  mastectomy  was  done  right 
away  and  the  axillary  nodes  were  negative.  No 
interruption  of  the  pregnancy  is  entertained.  In 
patients  who  have  breast  cancer  during  preg- 
nancy but  at  surgery  have  positive  axillary  node 
metastasis,  the  results  are  very  poor,  even  if 
the  radical  mastectomy  was  performed  promptly. 
Therefore,  one  may  conclude  regarding  future 
pregnancies  that  when  patients  in  the  childbear- 
ing ages  have  cancer  of  the  breast  and  a radical 
mastectomy  has  been  performed,  if  the  nodes 
were  negative,  childbearing  may  be  undertaken 
with  relative  safety.  When  those  patients  with 
breast  cancer  had  positive  axillary  node  meta- 
stases at  surgery,  future  pregnancy  should  be 
avoided,  at  least  for  a period  of  three  to  five 
years  after  the  operation. 

The  final  consideration  in  complications  fol- 
lowing breast  cancer  surgery  is  the  treatment 
of  metastasis.  The  best  method  for  treating 

breast  cancer  metastasis  is  bv  irradiation.  Other 

✓ 

methods,  in  order  of  treatment,  are  ablation  of 
ovarian  function,  either  by  surgery  or  by  ir- 
radiation, the  oral  and  parenteral  use  of  hor- 
mones, and  finally,  if  you  have  the  energy, 
adrenalectomy  and  hypophyseetomy. 
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GLAUCOMA  SCREENING  AT  ARIZONA  STATE  FAIR 

By  Robert  F.  Lorenzen,  M.D." 

Phoenix,  Ariz. 


T HE  importance  of  early  detection  in  the  man- 
agement of  chronic  simple  glaucoma  has  long 
been  recognized.  During  recent  years,  mass 
screening  techniques  have  been  employed  with 
increasing  frequency  as  a means  of  diagnosing 
unsuspected  cases,  and  of  increasing  the  aware- 
ness of  the  general  population  and  other  physi- 
cians of  the  problem  of  undiagnosed  glaucoma. 

Members  of  the  Phoenix  Ophthalmological  So- 
ciety felt  that  the  Arizona  State  Fair  offered  a 
unique  opportunity  for  such  a survey,  with  its 
public  health  booth,  which  for  several  years  has 
screened  large  numbers  of  people  with  chest 
films,  and  various  serologic  tests. 

Our  survey  was  conducted  under  the  joint 
sponsorship  of  the  Arizona  Medical  Association, 
which  generously  financed  the  venture,  and  the 
Phoenix  Ophthalmological  Society.  The  Arizona 
State  Department  of  Health  was  most  co-opera- 
tive in  renting  us  space  within  their  already 
limited  area,  providing  assistants  to  record  find- 
ings and  aiding  us  in  the  tabulating  of  results,  as 
well  as  carrying  out  follow-up  investigations. 

Our  survey  was  unique  in  some  ways.  Most 
glaucoma  surveys  are  done  as  a one  “Glaucoma 
Day”  operation,  or  over  a period  of  months 
or  years  as  part  of  routine  examinations  in  cer- 
tain specific  segments  of  population,  or  in  clinics. 
To  my  knowledge,  this  is  only  the  second  time 
that  such  a large  scale  survey  of  this  type  has 
been  done  covering  a continuous  period  of  sev- 
eral days.  This  is  the  first  report  of  such  a sur- 
vey being  carried  out  at  a state  fair.  A county 
fair  survey  was  carried  out  several  months  ear- 
lier in  San  Diego.(l) 

The  program  lasted  during  nine  days  of  the 
Arizona  State  Fair,  November  1957,  and  was 
in  operation  from  10  a.m.  until  6 p.m.  with  an 


“Members  of  the  Phoenix  Ophthalmological  Society  participating 
in  the  survey  were:  Drs.  Aiello,  Burgess,  Carriker,  Case,  French, 
Lorenzen,  Loveless,  McFarland.  Rhoades,  Rice,  Sage,  Thoeny, 
Tolancl.  Zinn. 


ophthalmologist  examining  patients  during  these 
hours  each  day. 

Purpose: 

The  primary  purpose  of  a survey  such  as  this 
limited  to  tonometry  (and  ophthalmoscopy 
where  increased  tension  was  found),  is  to  edu- 
cate members  of  the  general  public,  other  physi- 
cians, and  all  others  interested  in  health  prob- 
lems, with  the  importance  of  early  detection  of 
glaucoma  and  the  methods  of  detection.  The 
secondary  purpose  is  to  uncover  unsuspected 
cases  of  glaucoma.  The  reason  that  the  actual 
diagnosis  of  glaucoma  is  of  secondary  importance 
in  such  a survey  is  that  unless  a complete  oph- 
thalmologic examination  is  given  to  every  per- 
son, it  is  not  possible  to  rule  out  glaucoma  in 
every  case  with  a normal  tension.  Nor  is  it  pos- 
sible to  make  a positive  diagnosis  in  every  case 
with  an  elevation.  Therefore,  it  is  always  im- 
portant to  emphasize  to  the  subject  that  even 
though  the  tension  may  be  normal  at  a given 
time,  the  problem  of  glaucoma  is  something  for 
them  to  be  aware  of  in  the  future,  since  some 
of  the  individuals  tested  and  found  normal  in 
such  a survey  will  eventually  devolop  glaucoma. 
A false  sense  of  security  must  not  be  imparted 
to  those  with  normal  tensions. 

Method: 

We  conducted  our  testing  in  a section  of  the 
public  health  van  at  the  fair.  Each  person 
tested  filled  out  a card  giving  the  usual  pertin 
ent  data  as  well  as  any  history  of  glaucoma 
The  test  itself  consisted  of  measurement  of  the 
intraocular  tension  by  means  of  tonometn  on 
each  person  40  years  of  age,  and  older,  \\  ho 
wished  to  have  the  examination  performed.  The 
test  was  done  with  the  subject  in  a tilt  back 
chair,  after  instillation  of  0.5  per  cent  Tetracaine 
HCL  (Pontocaine)  for  local  anesthesia.  Oph- 
thalmoscopy was  performed  on  persons  with  ele- 
vated tensions.  A total  ol  14  ophthalmologists 
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donated  72  hours  of  time  for  these  testings.  In 
addition,  we  supplied  each  person  who  had  the 
test  performed  with  a copy  of  the  booklet  “Glau- 
coma.” published  by  the  National  Society  for 
the  Prevention  of  Blindness,  and  discussed  the 
disease  while  attempting  to  explain  the  pur- 
pose of  the  testing.  A movie  on  glaucoma  was 
also  shown  in  an  adjacent  booth. 

The  only  complications  known  to  have  arisen 
from  the  survey  were  three  cases  of  corneal  abra- 
sion, one  of  which  was  under  treatment  for  five 
days  after. 

Results : 

During  the  nine  days,  a total  of  1,220  persons 
40  years  of  age  or  older  were  tested.  A total 
of  21  of  these  were  found  to  have  an  intraocular 
tension  above  that  which  we  considered  nor- 
mal. All  examiners  followed  the  Schiotz  scale 
of  Sept.  20,  1954.(2) 

Our  follow-up  covered  a period  of  six  months, 
and  all  of  the  persons  with  elevated  tensions 
were  contacted  except  one,  who  could  not  be 
located.  Two  persons  advised  the  follow-up  in- 
vestigator that  they  simply  had  failed  to  go  to 
an  eye  physician  as  advised,  but  that  they  did, 
indeed,  plan  to  do  so.  One  man  stated  that  he 
wasn't  the  least  bit  interested  in  finding  out  the 
results  of  this  test  or  an}7  of  the  others,  which 
incidentally  revealed  him  to  be  a probable  dia- 
betic. 

The  17  remaining  persons  with  elevated  ten- 
sion all  sought  help,  and  seven  were  found  not 
to  have  glaucoma.  The  remaining  10  are  un- 
der treatment.  These  results  are  tabulated  in  the 
following  table. 


TABULATION  OF  SURVEY 

Totals  PerCent 


Number  of  people  tested  1,220 

Number  with  elevated  tension  21 

(one  or  both  eyes) 

Of  these  with  elevation 
Previous  history  glaucoma  0 

Final  diagnosis:  Not  Glaucoma  7 

Final  diagnosis:  Undetermined  4 

Final  diagnosis:  Glaucoma  10 

(All  under  treatment) 


100 

1.72 


0 

0.57 

0.33 

0.82 


Our  results  reveal  a somewhat  lower  incidence 
of  glaucoma  in  a survey  of  this  size  than  has 
been  shown  in  several  other  reported  surveys. 
(1, 3,4,5).  The  significance  of  this  lower  inci- 
dence has  not  yet  been  determined. 


Summary: 

Glaucoma  surveys  are  by  no  means  the  an- 
swer to  the  problem  of  glaucoma  detection. 
However,  such  studies  emphasize  the  importance 
and  methods  of  glaucoma  detection.  This  is  a 
report  on  one  such  survey  done  at  the  1957  Ari- 
zona State  Fair  under  the  joint  sponsorship  of 
the  Arizona  Medical  Association  and  the  Phoenix 
Ophthalmological  Society,  in  which  tonometry 
was  performed  on  1,220  persons  40  years  of  age 
or  older.  A six-month  follow-up  revealed  that 
17  of  21  sought  help,  and  in  10  persons  a definite 
diagnosis  of  glaucoma  was  made.  These  are 
under  treatment. 

550  West  Thomas  Road 
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EXTRACORPOREAL  CIRCULATION 

edited  by  J.  Garrott  Allen,  M.D.  518  pages.  Illustrated.  (19.58) 
Thomas.  $7.50. 

The  difficult  problems  in  this  field  were  dis- 
cussed at  a world-wide  conference  in  Chicago, 
September  1957.  With  modern  techniques  and 
instrumentation,  patients  with  reparable  heart 
defects  can  continue  to  have  increased  benefits 
from  operative  interference. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 


OUTLINE  OF  ORTHOPAEDICS 

by  J.  C.  Adams,  M.D.  2nd  ed.  428  pages.  Illustrated.  (1958) 
Williams  6c  Wilkins.  88. 

This  excellent  small  book  on  basic  orthopedics 
presents  general  surveys  of  methods  of  treatment 
and  of  orthopedic  problems  following  which 
principal  subject  matter  is  given  in  regional  or- 
der. Each  condition  in  the  different  areas  is 
briefly  described. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 
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articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
lo  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

0.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

g.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor,  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions1  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


WILL  IT  HAPPEN  TO  US? 

Guest  Editorial 

ONGRESS  convened  in  January,  with  a Dem- 
ocratic majority  that  was  and  is  controlled  to  a 
large  extent  by  the  labor  leaders  who  were  in- 
strumental in  getting  many  of  the  members 
elected.  High  on  the  agenda  of  “must”  legisla- 
tion will  be  another  onslaught  against  the  pri- 
vate practice  of  medicine,  probably  by  way  of 
the  Forand  bill.  We  will  again  have  to  muster  a 
united  opposition  to  this  alien  philosophy.  There 
is  a chance  that  a coalition  of  conservative  Re- 
publicans and  Southern  Democrats  can  defeat 
this  attempt,  and,  further,  that  even  if  it  were 
to  pass  congress,  President  Eisenhower  might 
use  his  veto. 

In  any  campaign,  it  is  wise  to  consider  all 
eventualities,  and,  if  possible,  develop  plans  for 
defense  against  them.  Are  we  ready  with  a plan 
if  the  Forand  bill  becomes  law?  I have  heard 
nothing  to  this  effect  emanating  from  the  coun- 
cils of  the  American  Medical  Association.  Our 
representatives  in  organized  medicine  seem  to 
be  taking  the  attitude  that  it  “can  t happen  here.” 
It  did  happen  in  England  and  under  very  simi- 
lar circumstances.  The  British  doctors  put  up 
very  little  resistance,  and  they  were  divided  and 
conquered  with  astonishing  ease.  Will  the  same 
thing  happen  here? 

The  only  constructive  ideas  with  which  I am 
acquainted  are  those  of  the  American  Associa- 
tion of  Physicians  and  Surgeons  (AAPS).  This 
national  medical,  conservative  political  group 
has  advanced  the  theory  of  “non-participation.” 
This  phrase  describes  a plan  of  action  to  be 
taken  by  ethical  physicians  to  protect  their  pa- 
tients from  the  havoc  of  inferior  medical  care. 
Thus,  they  refuse  to  participate  in  schemes  for 
distribution  of  medical  care  which  are  inimical 
to  the  best  interests  of  their  patients.  But  it  also 
means  that  they  will  never  withdraw  their  sen  - 
ices  from  their  rightful  employers,  their  patients. 
The  AAPS  has  spent  thousands  of  dollars  in  de- 
termining that  this  principle  is  legal  il  invoked 
voluntarily  to  protect  the  welfare  of  the  patient. 
This  idea  has  worked  in  British  Columbia,  the 
Union  of  South  Africa,  and  in  Belgium.  It  could 
have  worked  in  England  if  the  doctors  had  been 
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better  informed  and  organized. 

This  program  in  defense  of  the  freedom  of 
American  medicine  will  require  a unity  and  or- 
ganization of  our  profession  which  we  do  not 
have  at  the  present.  We  must  bind  ourselves  to- 
gether in  a solid  front  so  that  when  the  time 
comes,  we  will  not  be  divided  and  led  by  the 
“Judas  goats”  to  the  slaughter.  In  my  opinion, 


the  best  way  this  can  be  done  is  by  a strong  Ari- 
zona representation  in  the  AAPS.  This  national 
organization  is  in  the  forefront  of  the  opposition 
to  all  socialized  trends  in  medicine  and  govern- 
ment, and,  therefore,  is  ideal  as  a vehicle  for  our 
efforts  to  preserve  the  private  practice  of  medi- 
cine. There  is  no  time  to  lose. 

shaw  McDaniel,  m.  d. 


m OUR 

1 HE  ARIZONA  election  of  November  1958  has 
been  considered  by  some  to  be  a paradox,  as 
compared  to  the  national  trend.  However,  we 
must  not  assume  that  when  the  public  is  given 
a chance  to  truly  express  itself  on  clearly  defined 
issues,  that  these  expressions  are  false.  The  citi- 
zens of  Arizona  have  proved  that  candidates  for 
high  office  will  be  elected  when  they  clearly, 
frankly  and  fearlessly  present  a truthful  stand 
for  the  old-fashioned,  conservative,  constitution- 
al form  of  government. 

Party  affiliations  were  thrown  aside  in  the  Ari- 
zona election  as  evidenced  by  the  fact  that  these 
successful  conservative  candidates  were  by 
“name”  representing  a minority  party. 


P PHYSICIANS 

I ERIODICALLY  many  physicians  of  national, 
and  some  of  international  reputations,  get  no- 
tices from  hospitals  on  whose  staffs  they  have 
been  members  for  many  years,  notifying  them 
that  if  they  do  not  put  their  names  on  certain 
histories  by  a certain  date  their  privilege  of  ad- 
mitting patients  to  those  hospitals  will  be  with- 
drawn. These  physicians  are  required  to  sign 
a statement  on  the  front  page  of  a history,  long 
forgotten  by  them,  to  the  effect  that  they  have 
examined  the  entire  history  and  found  it  to  be 
correct.  It  is  obviously  impossible  for  those 
physicians  to  examine  every  word  of  these  his- 
tories and  correct  the  mistakes  in  the  entries 
made  by  internes  and  nurses. 

Why  do  the  hospitals  treat  distinguished  phy- 
sicians of  many  years  of  practice  in  such  a cava- 
lier fashion?  The  answer  is  that  they  are  com- 
pelled to  do  so  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  Of  course  the  hos- 
pitals could,  and,  in  my  opinion,  should,  say 
to  this  commission,  “Go  to!”  They  are  afraid  to 
do  it,  though,  because  by  doing  so  they  would 
lose  their  accreditation  and  thus  their  ability 


CLUE 

We,  in  medicine,  should  profit  by  the  ap- 
proach of  the  Arizona  candidates  and  be  guided 
by  the  public’s  truly  anti-socialistic  vote.  We 
must  go  to  work  and  properly  present  the  mer- 
its of  free  enterprise  medicine,  as  contrasted  to 
any  form  of  governmental  medicine.  We  will 
then  surely  be  supported  by  public  opinion.  The 
expression  of  the  Arizona  citizenry  is  a challenge 
to  us  to  formulate  anti-socialistic  programs  and 
to  guide  them  in  fulfilling  their  desires  to  avoid 
socialized  medicine. 

As  mentioned  by  Dr.  Shaw  McDaniel,  we  now 
have  an  organization,  the  AAPS,  which,  if  prop- 
erly supported  and  guided,  will  accomplish  our 
mission. 

L.B.S. 

AS  SLAVES 

to  get  desirable  internes. 

Now  let  us  consider  who  has  set  up  these 
false  and  artificial  standards.  Are  they  distin- 
guished practitioners  of  medicine,  such  as  those 
who  have  been  treated  in  the  cavaliar  fashion 
recounted  above?  The  answer  is  that  some  are 
and  some  definitely  are  not.  A great  many  of 
the  people  who  set  these  standards  are  hospital 
executives  ( some  of  them  not  even  doctors ) , who 
have  never  been  in  private  practice.  There  is 
evidence  that  the  practitioners  have  been  unduly 
influenced  by  the  non-practitioners.  Is  private 
practice  then  to  be  controlled  by  a group  of 
non-practitioners?  It  will  be  unless  the  entire 
body  of  practitioners  get  together  and  say  to 
them,  Thou  shalt  not!”  The  hospitals  have 
been  put  in  the  position  of  a starving  man  who 
becomes  a thief  in  order  to  get  food.  They  are 
doing  things  which  are  repugnant  to  the  hospital 
staffs  in  order  to  meet  certain  requirements 
which  will  enable  them  to  get  internes. 

The  object  of  this  Phillipic  is  not  to  say  that 
we  should  not  have  standards  for  hospital  ac- 
creditation. We  should  by  all  means  have  such 
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standards.  The  accreditation  requirements  have 
raised  the  standards  of  many  of  our  hospitals  in 
which  the  need  was  glaring.  We  should,  of 
course,  have  standards  of  accreditation,  but 
those  standards  should  be  fixed  by  the  leading 
practitioners  of  our  profession  and  not  by  lead- 
ing “holiers  than  thou”  who  have  never  prac- 
ticed medicine  but  who  sit  behind  a desk  and 
tell  those  of  us  who  have  been  practicing  all  our 
lives  how  medicine  should  be  practiced. 

Practitioners  know  so  well  that  the  main  con- 
sideration is  the  patient.  They  also  know  that  a 
patient’s  best  interests  are  served  if  a hospital 
has  a good  staff,  if  the  records  are  properly  kept, 
if  the  laboratory,  X-ray,  pharmacy,  diet  kitchen, 
etc.,  function  properly.  They  also  know  that  the 
best  interests  of  the  patient  are  not  served  if 
practitioners  who  are  taking  care  of  him  are 
needlessly  harassed  by  red  tape. 

Baltimore,  long  one  of  the  world’s  great  med- 
ical centers,  has  many  fine  hospitals.  Some  of 
the  country’s  (and  of  the  world’s)  leading  doc- 
tors are  on  the  staffs  of  many  of  these  hospitals. 
Their  valuable  time  is  taken  up  by  going  to 
many  useless  staff  meetings  and  committee  meet- 
ings, which  are  held  simply  to  meet  the  require- 
ments of  the  accreditation  commission.  So  much 
of  their  time  is  so  taken  up,  that  some  of  them 
no  longer  attend  the  city  and  state  medical  meet- 
ings which  they  formerly  never  missed. 

What  is  to  be  done  about  it?  Possibly  the 
accreditation  commission’s  rules  are  correct  for 
a hospital  in  a small  town  in  which  there  is  only 
one  hospital.  But  there  should  be  some  flexibil- 
ity. Certainly  the  rules  are  not  correct  for  a city 
like  Baltimore,  in  which  there  are  many  hospi- 
tals and  in  which  many  physicians  are  on  the 
staffs  of  a number  of  them.  The  garment  should 
be  cut  to  fit  the  cloth.  Local  conditions  should 
be  taken  into  consideration,  and  the  rules  should 
be  modified  on  the  advice  of  the  local  profession. 
This  would  be  in  the  interest  of  both  the  pro- 
fession and  the  hospitals,  and,  what  is  more  im- 
portant still,  of  the  patient.  It  must  be  remem- 
bered that  the  patient  is  the  center  of  the  whole 
picture.  Doctors,  nurses,  laboratory  workers, 
pharmacists,  technicians,  orderlies,  and  the  rest 
of  the  hired  help,  are  only  accessories  after  the 
fact. 

Amos  Koontz, 
1014  St.  Paul  St., 

Baltimore,  Md. 


FREEDOM  OF  CHOICE 

“ All  our  freedoms  are  a single  bundle,  all  must 
be  secured  if  any  is  to  be  preserved.”— Dwight 
D.  Eisenhower. 

() 

VNE  OF  the  treasured  traditions  of  America 
is  the  basic  right  of  the  individual  to  choose  his 
own  physician.  This  freedom  of  choice  is  as  vital 
to  medicine  as  freedom  of  the  press  is  to  news- 
papers. In  both  instances,  it  is  the  public  that 
benefits. 

Unfortunately,  freedom  of  choice  is  being  en- 
dangered in  some  areas  of  the  U.S.  by  certain 
union  and  management  health  and  welfare 
funds.  Under  these  particular  programs,  the 
welfare  fund  controls— to  a certain  extent— the 
type  of  medical  services  rendered  to  union  mem- 
bers and  their  dependents,  who  will  render  them, 
and  the  amount  paid  for  those  services.  Not 
only  is  the  individual  denied  the  right  to  choose 
the  doctor  of  his  choice,  he  also  is  denied  the 
right  to  change  doctors  when  he  feels  he  is  not 
receiving  satisfactory  medical  care. 

The  American  Medical  Association  is  deeply 
concerned  about  the  future  impact  on  the  physi- 
cian-patient relationship  in  plans  in  which  the 
physician  is  not  responsible  directly  to  the  pa- 
tient. 

The  AMA  consistently  has  supported  volun- 
tary mechanisms  that  respect  the  right  of  the 
patient  to  choose  his  own  doctor. 

But  if  this  basic  freedom  is  to  be  preserved, 
physicians  must  assume  the  responsibilities  that 
go  with  it.  They  must  give  competent  medical 
care.  They  must  police  their  own  ranks  to  elim- 
inate professional  incompetence  and  economic 
abuses. 

If  they  shirk  these  responsibilities,  they  are 
likely  to  find  themselves  in  the  same  position  as 
thousands  of  patients  — captives  of  the  middle 
man.  , 

Reprinted  by  permission  of  the  AMA  News. 


STENOGRAPHIC  WORK 

By  Experienced  Medical  Stenographer 
CALL  AL  2-2155 

SELECT  SECRETARIAL  SERVICE 

61  6 Arizona  Savings  Building 
Phoenix,  Arizona 


Reprinted  by  permission  from  Current  Medical  Digest,  June  ’58. 
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LETTERS  TO 

Abbreviation  Restricted 
EVERAL  months  ago,  Mrs.  Louise  Alcott,  R. 
N.,  executive  secretary,  Arizona  State  Nurses’ 
Association,  referred  information  and  materials 
to  this  board  concerning  the  “American  Registry 
of  Doctors’  Nurses”  which,  apparently,  is  a pri- 
vate group  or  association  which  has  been  solicit- 
ing members  in  the  State  of  Arizona.  Also,  we 
have  received  information  from  other  state 
boards  concerning  the  activities  of  this  “associ- 
ation. ’ Mrs.  Alcott  indicated  memorandums  con- 
cerning this  matter  were  mailed  to  your  associ- 
ation. 

The  Arizona  State  Board  of  Nurse  Registra- 
tion and  Nursing  Education  is  responsible  for 
the  administration  of  the  law  regulating  the 
practice  of  nursing  in  the  State  of  Arizona.  In 
view  of  the  activities  of  the  “American  Registry 
of  Doctors’  Nurses”  and  information  which  has 
been  brought  to  our  attention,  indications  are 
that  individuals  who  become  members  of  this 
association  will  feel  they  are  entitled  to  practice 
in  the  State  of  Arizona  as  an  “R.D.N.”  All  of  this 
information  and  material  was  referred  to  the  at- 
torney general  of  the  State  of  Arizona  for  his 
opinion  in  relation  to  the  members  of  this  or- 
ganization being  employed,  or  offering  to  be- 
come employed,  in  the  practice  of  nursing  in 
this  state. 

The  opinion  of  the  attorney  general  specifies 
that  “the  use  of  the  abbreviation  ‘R.D.N.’  or 
R.P.N.’  by  any  person  other  than  a person  who 
holds  a license  to  practice  as  a registered  nurse 
in  this  state  is  in  violation  of  the  Nursing  Prac- 
tice Act.” 

This  board  would  appreciate  if  you  would 
bring  this  information  to  the  attention  of  the 
membership  of  your  organization. 

Mrs.  Zona  B.  Brierley,  R.  N., 
Executive  Secretary, 
Arizona  State  Board  of  Nurse  Registration 

and  Education 

Women  see  physicians  more  often  than  men 
do,  especially  at  the  ages  of  15  through  44.  Dur- 
ing childhood,  however,  boys  receive  more  med- 
ical care  than  girls,  reports  Health  Information 
Foundation.  

The  average  person  today  sees  his  doctor 
about  five  times  a year,  Health  Information 
Foundation  reports.  In  the  aggregate,  Americans 
use  between  800  and  850  million  physician  visits 
a year. 


THE  EDITOR 

Pharmacists  Aid  AMEF 

T 

1 HE  executive  committee  of  the  Arizona  Phar- 
maceutical Association  has  endorsed  a plan  for 
pharmacists  to  donate  to  the  American  Medical 
Education  Foundation.  In  the  past  many  phar- 
macists have  given  Christmas  gifts  to  physician 
friends  to  show  their  appreciation  for  past  cour- 
tesies. For  various  reasons,  these  gifts  have  re- 
sulted in  an  economic  waste  of  no  benefit  to  the 
physician  or  the  pharmacist. 

Therefore  the  Arizona  Pharmaceutical  Associ- 
ation has  advocated  that  its  members  donate  to 
the  AMEF  instead  of  the  Christmas  gifts  that 
they  have  given  in  past  years.  Of  course  this  idea 
is  just  as  voluntary  as  the  giving  or  exchanging 
at  Christmas,  and  it  will  take  some  time  for 
many  pharmacists  to  accept  the  idea.  However 
the  association  feels  that  it  is  a very  worthwhile 
plan  and  one  that  is  in  keeping  with  better  pro- 
fessional relations. 

We  are  pleased  that  the  Arizona  Medical  As- 
sociation and  the  American  Medical  Education 
Foundation  will  accept  these  donations  in  the 
spirit  in  which  they  are  given. 

Our  president,  Sam  Reich,  has  written  an  edi- 
torial, and  a past  president,  Richard  J.  Walsh, 
has  written  an  article  in  the  Arizona  Pharmacist 
on  this  program.  From  time  to  time  we  will  call 
this  program  to  the  attention  of  our  members 
and  we  hope  it  will  materially  aid  the  AMEF. 

We  thank  you  for  your  co-operation  for  help- 
ing us  to  get  this  plan  started. 

Alfred  J.  Duncan, 
Secretary, 

Arizona  Pharmaceutical  Association 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111E.  Dunlap 
WE  3-9152  - WI  3-9964 
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EDITOR'S  NOTES 


SYMPOSIUM  ON  CANCER  OF  THE  COLON 
AND  RECTUM  (cont.) 

AMERICAN  CANCER  SOCIETY 
OCTOBER  1958 

X.  Lymphatic  Spread  of  Carcinoma  of  die 
Colon  and  Rectum: 

Dr.  Richard  K.  Gilcrist 

The  spread  of  cancer  through  the  lymph  sys- 
tem is  by  embolism.  Cancer  emboli  are  arrested 
in  the  regional  lymph  nodes  where  they  either 
die,  or  grow.  Further  spread  is  by  additional  em- 
boli. Cancer  does  not  break  through  the  capsule 
of  the  lmph  node  until  there  is  extensive  in- 
volvement and  matting  of  these  nodes.  Of  pa- 
tients operated  for  cure,  about  two-thirds  of 
those  having  cancer  of  the  breast,  bowel  and 
stomach  will  have  metastasis  to  lymph  nodes  at 
the  time  of  surgery.  Postmortem  examination 
of  patients  dying  in  the  hospital  in  the  postop- 
erative periods  show  that  the  surgeon  often  just 
misses  removing  all  nodes  containing  metastatic 
cancer. 

Under  the  stress  of  inflammation  or  endocrine 
alteration,  cancer  may  flare  up.  That  is,  cancer 
that  has  been  present  but  lying  dormant  may  be 
activated  by  stress. 

It  is  rare  for  high  lying  lymph  nodes  to  be  in- 
volved in  cancer  that  arises  at  or  below  the  peri- 
toneal reflection;  that  is,  rare  for  metastasis  up 
to  the  root  of  the  inferior  mesenteric  vessels. 

The  spread  of  cancer  to  the  lymph  nodes  is 
predictable.  Squamous-cell  carcinoma  of  the 
lower  rectum  and  anus  will  spread  to  the  in- 
guinal nodes.  Cancer  below  the  peritoneal  re- 
flection will  spread  later alward  and  upward. 
Cancer  of  the  colon  above  the  peritoneal  reflec- 
tion spreads  upward.  Sigmoidal  cancer  rarely 
spreads  above  the  level  of  the  left  colic  vessels. 
The  area  of  the  splenic  flexure,  if  this  is  involved 
with  cancer,  may  have  spread  to  the  left  gastro- 
epiploic vessels  and  into  the  splenic  area.  Can- 
cer of  the  traverse  meso-colon  may  involve  the 
greater  curvature  of  the  stomach. 

Sixty-six  per  cent  of  the  patients  with  cancer 
of  the  bowel  have  metastasis  at  the  time  they 
come  to  surgery  and  this  is  a spread  by  embo- 
lism. These  metastatic  cancer  cells  may  then 
lie  dormant  for  a prolonged  period. 

XI.  Management  of  Metastatic  and  Recurrent 
Cancer  of  the  Colon  and  Rectum 

Dr.  Englebert  Dunphy 


Although  cancer  of  the  colon  and  rectum  is 
among  the  more  favorable  forms  of  cancer  for 
surgical  extirpation,  distant  metastasis  through 
vascular  channels  and  late  recurrences,  locally 
or  in  areas  of  lymphatic  spread  are  important 
causes  of  unsuccessful  management.  Occasion- 
ally such  metastases  are  amenable  to  surgical 
excision  or  x-ray  treatment. 

If  there  is  no  evidence  of  metastasis  at  the 
time  of  surgery,  and  a satisfactory  surgical  pro- 
cedure is  performed  one  can  anticipate  a 75 
per  cent  cure  in  these  patients.  However,  in  the 
absence  of  metastasis,  the  cure  rate  drops  down 
to  15  to  30  per  cent. 

The  biological  status  of  the  tumor  is  of  great- 
er importance  than  the  employment  of  standard 
or  super-radical  operations.  There  are  some  tu- 
mors that  are  so  unfavorable  from  the  very  on- 
set that  it  matters  little  which  surgical  procedure 
is  performed. 

Venous  extension  occurs  in  20  to  40  per  cent 
of  the  cases.  If  is  does  occur,  it  is  not  necessarily 
hopeless.  Frequently  there  is  a long  arrest  of  liv- 
er metastasis. 

In  the  presence  of  liver  metastasis,  adequate 
surgery  still  should  be  performed  upon  the  pri- 
mary lesion.  One  should  not  leave  any  tumor 
that  can  be  removed.  Dr.  Dunphy  has  never  re- 
sected the  liver  for  metastasis. 

Peritoneal  seeding:  This  is  common  in  mucin 
producing  tumors.  It  is  a most  unfavorable  sign 
and  if  it  is  extensively  present,  it  does  contra- 
indicate against  even  palliative  surgery. 

Local  direct  extension:  In  a late  case,  the  pres- 
ence of  local  direct  extension  may  indicate  a bi- 
ologically favorable  tumor  and  justifies  the  per- 
formance of  a superradical  operation,  if  there 
are  no  other  metastasis. 

Local  seeding:  This  is  all  too  common.  There 
is  a need  for  careful  technique,  a need  for  an 
“aspectic  cancer  technique.”  This  local  seeding 
may  account  for  histologically  favorable  lesions 
recurring. 

Secondary  or  second  primary  tumors  occur  in 
3 to  5 per  cent  of  the  patients.  A second  tumor 
is  also  amenable  to  resection  just  as  well  as  the 
first  one  was. 

Subtotal  colectomy  is  indicated  in  the  younger 
patient  with  numerous  polyps. 

In  one  patient,  Dr.  Dunphy  removed  the  colon 
for  multiple  polyps  but  did  not  remove  the  distal 
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sigmoid;  the  polyps  in  this  distal  sigmoid  are 
now  disappearing  after  removal  of  the  rest  of 
the  colon. 

Indication  to  operate  on  recurrent  lesions:  1. 
If  the  lesion  is  solitary.  2.  If  considerable  time 
has  passed  before  the  recurrence  or  second  le- 
sion developed.  3.  Location  seems  to  be  of  little 
significance.  4.  Operability  must  be  weighed  in 
the  presence  of  multiple  lesions. 

For  secondary  resections,  Dr.  Dunphy  has  two 
patients  living  without  recurrence  for  more  than 
15  years.  Of  13  patients  with  recurrence  who 
died,  two  died  after  five  years,  four  after  four 
years,  three  after  three  years  and  four  in  less 
than  one  year. 

XII.  Radiotherapy  of  Cancer  of  the 
Colon  and  Rectum: 

Dr.  Ulrich  Hensehke 

For  curative  treatment  of  cancer  of  the  colon 
and  rectum,  radiation  therapy  should  be  used 
only  when  surgery  is  contra-indicated  or  refused. 
It  is  valuable,  however,  for  palliation  and  as  an 
adjunct  to  surgery.  For  palliation,  radiation  is 
helpful  to  most  patients.  External  x-ray  therapy 
is  the  treatment  of  choice  for  unresectable  pri- 
mary cancer  and  for  metastasis  in  the  abdomen, 
liver,  lung,  bones  and  brain.  Interstitial  radia- 
tion is  preferred  for  perineal  recurrences.  Intra- 
cavity instillation  of  radio-active  colloids  is  most 
effective  for  suppression  of  fluid  formation.  As 
an  adjunct  to  surgery,  radiation  therapy  is  gain- 
ing importance.  Pre-operative  x-ray  therapy  is  of 
definite  value  judging  by  experience  of  Memo- 
rial Hospital.  Interstitial  irradiation  of  unresect- 
able and  residual  tumor  during  abdominal  op- 
eration frequently  results  in  good  local  tumor 
regression,  symptomatic  relief  and  occasionally 
long  term  survival.  Intracavitary  injection  of  ra- 
dioactive colloids  at  the  end  of  operations  ap- 
pears effective  for  treating  scattered  small  tumor 
implants  and  destroying  cancer  cells  spilled  dur- 
ing operation. 

At  the  Memorial  Hospital  in  New  York  in  the 
unresectable  and  recurrent  cases,  they  gave 
these  patients  1,000  to  2,000  r as  a test  dose  to 
see  if  the  tumor  would  respond.  Some  improve- 
ment was  noted  in  three-fourths  of  the  cases  and 
these  were  given  a full  course  of  radiation  ther- 
apy. 

Radioactive  colloidal  gold,  or  phosphorus  has 
been  found  to  be  quite  helpful  in  ascites  in  30 
to  65  per  cent  of  cases.  Dr.  Dunphy  recom- 


mends after  closure  of  the  peritoneal  cavity  in- 
jection of  colloidal  gold,  p23  or  yttrium  90. 

Interstitial  radiation  is  recommended  for  the 
non-resectable  but  localized  lesions. 

Radiation  therapy  is  of  very  little  value  as  a 
curative  procedure,  but  it  is  some  help  in  a pal- 
liative measure,  and  is  of  definite  help  as  an  ad- 
junct to  surgery.  The  author  believes  preopera- 
tive radiation  treatment  for  rectal  cancer  is  defi- 
nitely helpful. 

(Editor’s  Query:  Will  this  run  the  course  of  pre- 
operative x-ray  treatment  for  breast  CA?) 

XIII.  An  Assessment  of  the  Spread  of 
Carcinoma  of  the  Colon  and  Rectum  Into 
the  Blood  Stream,  Body  Cavity  and  Lymph 
Nodes  — Dr.  George  E.  Moore 

A series  of  patients  with  surgically  resectable 
adenocarcinoma  of  the  colon  and  rectum  were 
studied  as  to:  1.  Blood  vessel  invasion.  2.  Lymph 
node  metastasis.  3.  Isolation  of  tumor  cells  from 
the  peripheral  blood  and  blood  specimens  ob- 
tained from  veins  draining  the  primary  tumor. 
4.  The  presence  of  cancer  cells  in  washings  of 
the  peritoneal  cavity. 

Blood  vessel  invasion  was  demonstrated  histo- 
logically in  approximately  73  per  cent  of  the  tu- 
mors. This  was  true  in  63  per  cent  of  the  opera- 
ble cases  with  invasion  of  the  veins  and  in  90 
per  cent  of  the  inoperable  cases. 

All  specimens  were  cleared  and  two  to  100 
lymph  nodes  dissected  out  for  histological  study. 
At  least  one  involved  lymph  node  was  found  in 
37  per  cent  of  the  cases.  Peripheral  blood  sam- 
ples were  assayed  for  tumor  cells  before  surgery. 
In  81  cases  so  studied  malignant  cells  were  found 
in  only  one  case.  However,  at  the  time  of  sur- 
gery, tumor  cells  were  found  in  the  surgical 
blood  specimens  in  16  per  cent  of  the  resectable 
cases  and  in  37  per  cent  of  the  non-resectable 
cases.  Blood  samples  were  obtained  from  the 
inferior  mesenteric  vein  both  before  and  after 
manipulation  of  the  tumor  site. 

When  the  abdomen  was  opened,  the  peritone- 
al surfaces  were  sprayed  with  saline  and  the 
fluid  was  screened  for  tumor  cells.  A similar 
specimen  was  obtained  at  the  termination  of  the 
operative  procedure.  Tumor  cells  were  obtained 
from  the  peritoneal  washings  in  35  per  cent  of 
both  the  resectable  and  non-resectable  cases. 
The  serosa  does  not  have  to  be  invaded  to  ob- 
tain these  positive  findings  in  the  washings  of 
pre-  and  postoperative  specimens.  Of  these  cells 
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that  are  obtainable,  probably  90  to  95  per  cent 
of  them  would  be  killed  by  the  host. 

XIV:  Prophylactic  Measures  in  the  Treatment 
of  Carcinoma  of  the  Colon  — Dr.  Warren  H.  Cole 

Three  different  groups,  including  their  own, 
have  emphasized  the  danger  of  implantation  of 
cancer  cells  in  the  suture  line  following  resection 
for  carcinoma  of  the  colon,  and  have  noted  a 
sharp  reduction  of  this  incidence  by  using  pre- 
cautionary measures  such  as  irrigation,  ligation 
of  the  lumen  of  the  bowel,  etc.  In  1954,  the  au- 
thors reported  finding  cancer  cells  in  the  veins 
draining  tumors  of  the  colon  and  advised  ligation 
of  vascular  trunks  at  the  start  of  the  operation  in 
order  to  prevent  dissemination  of  the  cells. 

Experimental  and  animal  data  in  their  labora- 
tory indicates  that  operative  trauma  decreases 
the  resistance  of  the  host  to  cancer  cells.  If  this 
reaction  occurs  in  the  human  being,  measures 
should  be  adopted  to  prevent  or  neutralize  it. 

We  are  still  losing  40  to  50  per  cent  of  these 
patients  whom  we  should  save. 

Cancer  has  been  noted  to  implant  into  ulcer- 
ated hemorrhoids  or  a hemorrhoidal  incision. 
The  same  thing  occurs  at  the  anastomosis.  In 
colon  washings  at  the  time  of  surgery,  cancer 
cells  were  found  in  43  of  45  cases.  Dr.  Cole  be- 
lieves that  there  is  ulceration  into  the  veins  in  60 
per  cent  of  the  cases,  and  certainly  manipulation 
dislodges  some  cells.  Consequently,  he  strongly 
encourages  that  the  tumor  be  handled  as  little 
as  possible.  The  bowel  should  be  ligated  above 
and  below  the  tumor  and  the  vascular  trunk 
should  be  ligated  at  the  start  of  the  procedure. 

In  65  per  cent  of  42  patients  positive  cells  were 
found  in  the  lumen  between  the  ligatures.  With- 
in two  hours  they  die  outside  of  the  ligatures. 

In  an  effort  to  check  as  to  the  most  effective 
drug  now  available  to  kill  free  cancer  cells,  he 
used  normal  saline  solution,  Terramycin,  Clor- 
pactin  and  nitrogen  mustard.  The  latter  was  the 
most  successful. 

Dr.  Cole  rarely  found  cancer  cells  in  the  peri- 
pheral blood  and  felt  this  was  due  to  the  ef- 
fectiveness of  the  liver  acting  as  a filter. 

Nitrogen  mustard  is  not  used  in  patients  over 
70.  When  used,  the  total  dose  is  0.4  mg.  per  kg. 
of  body  weight.  The  maximum  total  dose  is  30 
mg.  One-half  the  total  dose  is  given  at  time  of 
surgery,  one-fourth  total  dose  or  a maximum  of 
7.5  mg.  given  intravenously  into  the  portal  vein 
and  one-fourth  of  total  dose  the  following  day. 


In  the  presence  of  breast  cancer,  he  uses  15 
mg.  intravenously.  These  drugs  are  followed 
with  white  blood  cell  and  platlet  counts  the  first, 
fourth,  seventh,  and  14th  postoperative  days. 
Usually  antibiotics  have  to  be  given  because  of 
the  development  of  leukopenia.  This  check  and 
anti-metabolite  medication  is  repeated  every 
four  months  for  three  times  and  then  Dr.  Cole 
uses  TSPA  every  four  months.  The  wbc  count 
will  drop  in  25  per  cent  of  the  patients  to  3,000. 
Wound  infections  have  ben  minimal.  Blood  re- 
quirements have  been  greater  in  the  patients  re- 
ceiving nitrogen  mustard.  These  drugs  work  bet- 
ter in  certain  tumors  than  in  others.  There  is 
certainly  a need  to  assay  the  drugs  against  the 
tumor  type  and  patient  involved. 

Operative  stress  and  chemical  stress  decreased 
the  resistance  of  the  patient  to  cancer  cells.  This 
decrease  in  resistance  is  possibly  up  to  50  per 
cent. 

Nitrogen  mustard  is  now  the  best  chemical 
available,  but  it  is  far  from  satisfactory  and  Dr. 
Cole  recommends  that  its  use  still  be  limited  to 
the  research  centers. 

Forum  consisting  of  Drs.  Gilcrest,  Dunphy, 
Hensehke,  Moore  and  Cole 

Preoperative  irradiation  for  carcinoma  of  the 
rectum  is  carried  out  at  Memorial  only.  None  of 
the  other  participants  used  it. 

They  feel  that  three-fourths  of  the  surgical 
cases  are  potential  cures,  in  5 to  10  per  cent 
there  is  probably  invasion  of  the  bladder  and 
prostate. 

Dr.  Dunphy  believes  that  one  whole  segment 
of  the  large  bowel  may  be  particularly  vulnera- 
ble to  cancer,  and  possibly  that  a relatively  wide 
segment  should  be  removed  for  that  reason. 

They  had  not  seen  any  metastasis  from  cancer 
of  a polyp. 

If  the  area  of  the  inferior  mesenteric  artery  is 
involved,  there  will  be  wide  lateral  metastasis 
and  it  is  unlikely  that  a more  extensive  proce- 
dure here  will  greatly  increase  the  cure  rate. 

Obstruction  does  affect  the  cure  rate,  prob- 
ably cutting  it  down  50  per  cent,  for  the  obstruc- 
tion has  massaged  the  tumor  and  has  probably 
spread  cells.  Of  course,  there  must  be  a period 
of  preoperative  decompression,  and  probably  a 
colostomy. 

Cancer  cells  are  being  released  all  the  time 
into  the  lumen  of  the  bowel  and  possibly  into 
the  blood  stream. 
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Gilcrest  and  Firor,  in  selective  cases,  removed 
the  ovaries  in  conjunction  with  their  resection 
of  the  large  bowel  for  carcinoma. 

Laterally  involved  nodes  can  rarely  be  resect- 
ed, as  far  as  Dr.  Firor  is  concerned.  These  areas 
can  be  cleaned  out  if  the  hypogastric  vessels  are 
stripped  clean,  but  the  price  is  too  great  for  the 
dividends  to  be  obtained. 

There  seemed  to  be  free  cancer  cells  present 
in  the  abdominal  cavity  all  the  time.  They  grow 
best  on  a raw  surface.  Therefore,  a number  of 
these  men  did  not  recommend  any  of  the  super- 
radical pelvic  procedures,  for  it  merely  gives 
these  cancer  cells  a particularly  good  implanting 
surface. 

These  participants  agreed  that  there  is  no  sat- 
isfactory chemotherapeutic  agent  available  at 
present.  They  did  notice  considerable  nausea 
and  vominting  on  the  use  of  nitrogen  mustard, 
which  they  felt  could  be  controlled  with  anti- 
emetics. 

At  Memorial  Hospital,  for  their  preoperative 
rectal  irradiation,  in  the  10  days  preceding  sur- 
gery they  administered  2,000  r,  and  sent  the  pa- 
tient to  surgery  immediately  following  this. 

Cancer  cells  will  die  in  an  infected  field. 

In  perforating  lesions  of  the  colon  with  con- 
tamination, the  peritonitis  may  have  something 
to  do  with  inhibiting  the  cells,  particularly  the 
cancer  cells.  Certainly  frank  peritonitis  will  kill 
cancer  cells. 

It  was  debated  if  the  nitrogen  mustard  does 
not  knock  out  the  defense  mechanism  of  the  pa- 
tient at  times.  They  felt  strongly  that  the  clinici- 
an away  from  the  research  institution  should 
await  the  development  of  newer  compounds  be- 
fore chemotherapeutic  measures  are  pursued. 

They  have  used  interstitial  irradiation  into 
hepatic  metastasis  in  15  cases. 

Metastasis  seem  to  go  retrograde  in  the  lym- 
phatics only  in  the  presence  of  an  obstruction 
higher  up. 

The  second  look  procedure  was  considered. 
Dr.  Dunphy  does  not  use  it.  He  is  waiting  until 
results  are  obtainable.  Dr.  Cole  would  consider 
it  particularly  in  the  younger  patient.  Certainly 
they  did  agree  that  operation  for  recurrence  is 
indicated.  If  Dr.  Dunphy  did  a second  look  pro- 
cedure, he  would  do  it  at  approximately  the  two- 
year  interval. 

None  of  these  surgeons  had  seen  a patient 
with  ulcerative  colitis  and  a cancer  of  the  colon 
who  survived  five  years. 


X-ray  treatment  in  the  preoperative  period 
may  greatly  reduce  the  virulence  of  the  cells. 
The  irradiated  cells  may  not  have  the  possibility 
of  transplanting  at  the  time  of  spillage  with  sur- 
gery. Adjunctive  radiation  therapy  certainly 
does  modify  the  tumor  cell,  as  has  been  proved 
in  the  presence  of  bone  sarcoma. 

BOOK  REVIEWS 

ELECTROCARDIOGRAPHIC  ANALYSIS,  Vol.  1:  Biophysical 

Principles  of  Electrocardiography 

by  Robert  H.  Bayley,  M.D.  237  pages.  Illustrated.  (1958)  Hoeber. 
*8. 

The  fundamentals  of  electrocardiography  are 
clearly  explained  in  this  progressive,  well-illus- 
trated account.  The  fields  of  mathematics  and 
electricity  are  utilized  in  the  analyses.  This  vol- 
ume is  linked  to  Clinical  Applications  of  Electro- 
cardiography soon  to  be  published.  Serious  stu- 
dents will  welcome  both  of  these  exceptional 
treatises.  The  author  is  from  the  University  of 
Oklahoma  School  of  Medicine. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 

HANDBOOK  OF  TREATMENT  OF  ACUTE  POISONING. 

by  E.  H.  Bensley,  M.D.  and  G.  E.  Joron,  M.D.  2nd  ed.  212  pages. 

(1958)  Williams  & Wilkins.  $4. 

Dealing  only  with  acute  poisoning,  emphasis 
is  on  emergency  measures.  In  handbook  format, 
it  is  intended  to  aid  physicians  with  limited  ex- 
perience in  toxicology  in  the  treatment  of  emer- 
gency cases.  One  section  discusses  basic  princi- 
ples and  general  plans  and  methods  of  treat- 
ment. A second  section  describes  important  types 
of  acute  poisoning  and  their  treatments.  The  au- 
thors are  from  McGill. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 


FOR  SALE 

100  ft.  x 150  ft.  on  2 Birds. 
$37,500 

Will  Make  You  Money 

L.  L.  STEWARD,  Broker 

AL  4-1636 
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HARRY  H.  KUHLMAN,  M.D. 

1923  to  195S 

Dr.  KUHLMAN  was  born  at  Shattuck,  Okla.,  on 
Jan.  29,  1923.  His  undergraduate  work  was  done  at 
Emmanuel  College,  Berren  Springs,  Mich.— B. A.  de- 
gree, University  of  Southern  California  Medical 
School.  Graduated  June  1951.  Interned  a rotating 
interneship  at  St.  Joseph's  Hospital  in  Phoenix  until 
1952. 

He  did  a residency  in  obstetrics  and  gynecology  in 
three  parts  at  St.  Joseph's  Hospital,  Phoenix,  Ariz.. 

Margaret  Hague  Maternity  Hospital,  Jersey  City,  and 
the  Memorial  Hospital  at  Kingston,  N.  C. 

His  education  had  been  interrupted  in  1945  and  46 
when  he  served  as  an  enlisted  man  in  the  U.  S.  Navy. 

When  his  residency  was  finished,  he  served  two 
years  as  a captain  in  the  medical  corps  of  the  U.  S. 

Air  Force.  When  this  was  completed,  he  returned  to 
Phoenix  and  was  associated  in  the  practice  of  ob- 
stetrics and  gynecology  with  Dr.  Raymond  J.  Jennett  at  550  W.  Thomas  Road. 

Dr.  Kuhlman  was  eligible  for  the  obstetrics  and  gynecology  board;  he  was  a member  of  the 
American  College  of  Obstetrics  and  Gynecology,  Maricopa  County  Medical  Society,  Arizona 
Medical  Association,  and  the  American  Medical  Association. 

It  has  been  written,  “He  will  be  remembered  and  missed  by  the  residents,  staffs,  and  by  new 
physicians  and  those  less  proficient  in  obstetrics  to  whom  he  was  adwavs  very  generous  with  his 
instructions  and  advice.  He  was  especially  active  in  the  obstetrical  department  of  St.  Joseph’s 
Hospital.  He  was  uncompromising  and  acurate  in  the  care  of  the  sick,  and  his  professional  de- 
portment was  a standard  by  which  other  physicians  may  well  be  measured. 

He  is  survived  by  his  wife,  Toni,  and  four  children,  Michele,  7;  Mark,  6;  Karla,  2;  Joan,  1 He 
was  preceded  in  death  by  his  young  son  Mike,  who  died  while  Dr.  Kuhlman  was  in  the  air  force. 

He  died  at  his  home  on  Nov.  9,  1958  of  a heart  attack. 


Harry  Kuhlman,  M.D. 


J.  W.  Kennedy , M.  D. 
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C<J opics  of  C3  i 


opics  of 

PHYSICIAN  CO-OPERATION  URGED 


M EMBERS  OF  the  Arizona  Medical  Associa- 
tion are  urged  to  promptly  turn  in  to  the  Indus- 
trial Commission  of  Arizona  all  current  claims. 
Special  attention  is  directed  to  the  requirement 
and  it  is  absolutely  necessary  that  each  proce- 
dure performed  be  properly  “coded”  in  accord- 
ance with  the  Relative  Value  Fee  Schedule  in 


<^/toclical 


interest 


effect  since  Aug.  1,  1958. 

To  make  it  possible  for  the  industrial  com- 
mission to  submit  to  your  fee  and  contractural 
medicine  committee  prior  to  fee  schedule  rene- 
gotiations proceedings  to  be  held  February  next, 
certain  necessary  and  requested  cost  estimates 
based  on  experience,  it  is  absolutely  essential 
that  the  membership  involved  extend  full  co-op- 
eration to  this  end. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

House  of  Delegates  — Annual  Meeting 
May  3,  1958 

A DJOURNED  meeting  of  the  house  of  dele- 
gates of  The  Arizona  Medical  Association,  Inc., 
held  in  the  Garden  Room  of  the  San  Marcos  Ho- 
tel, Chandler,  Ariz.,  Saturday,  May  3,  1958,  con- 
vened at  8 a.m.  Lindsay  E.  Beaton,  M.D.,  speak- 
er of  the  house,  presiding. 

Credentials: 

The  committee  on  credentials  reported  a quo- 
rum present  and  the  assembly  duly  constituted. 
Roll  Call: 

On  roll  call,  48  delegates  (or  alternates)  and 
all  members  of  council  were  present. 

Minutes: 

Minutes  of  the  meeting  of  the  house  of  dele- 
gates held  May  1,  1958,  were  approved  without 
reading. 

Reference  Committee  On  Resolutions: 

Report  of  the  reference  committee  on  resolu- 
tions as  amended  was  adopted  with  the  follow- 
ing actions  taken  on  motions  regularly  made  and 
carried. 

1.  Revision  of  Articles  of  Incorporation  and 
By-Laws 

Whereas,  the  by-laws  of  The  Arizona  Medical 
Association,  Inc.,  excepting  for  minor  amend- 
ments duly  adopted,  have  not  been  thoroughly 
reviewed  since  the  date  of  association  incorpora- 
tion, June  19,  1950,  and 

Whereas,  preliminary  review  of  the  existing 
articles  of  incorporation  and  by-laws  of  this  as- 
sociation by  its  constitution  and  by-laws  commit- 
tee with  advice  of  counsel  indicates  a definite 
need  for  revising  both  instruments  at  this  time 
in  order  that  each  may  be  properly  brought  up 
to  date  and  in  conformity  with  one  another,  now 
therefore,  be  it 


Resolved,  that  the  house  of  delegates  directs 
the  constitution  and  by-laws  committee  through 
council  to  give  immediate  study  to  the  problem 
and  cause  to  be  prepared  with  the  aid  of  coun- 
sel, a recommended  draft  of  revised  articles  of 
incorporation  and  by-laws  for  this  association, 
and  be  it  further 

Resolved,  that  upon  completion  of  such  draft 
and  circulation  thereof  among  the  members  of 
the  house  of  delegates  of  this  association,  a spe- 
cial meeting  of  the  house  be  called  for  the  pur- 
pose of  considering  and  adopting  an  acceptable 
articles  of  incorporation  and  by-laws  for  the 
association. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

2.  Budget  Appropriations  for  the  Fiscal  Year 
1958-59 

The  house  of  delegates  of  The  Arizona  Medi- 
cal Association,  Inc.,  adopted  the  budget  of  ap- 
propriations for  the  fiscal  year  1958-59  as  sub- 
mitted. 

This  resolution  was  amended  by  the  treasurer 
to  include  the  dues  for  membership  in  the  associ- 
ation being  placed  at  $70  per  year,  which  in- 
cludes $10  per  member  designated  for  AMEF 
and  that  the  sum  of  $2,300  now  in  the  checking 
account  of  the  benevolent  and  loan  fund  be 
transferred  to  a savings  account  in  that  name. 

It  was  regularly  moved  and  carried  that  this 
resolution  as  amended  be  adopted. 

•3.  Lead  Poisoning,  A Health  Hazard  to  Children 

Whereas,  lead  poisoning  has  been  long  con- 
sidered a significant  health  hazard  by  the  medi- 
cal profession,  and 

Whereas,  death  has  occurred  in  children  from 
lead  poisoning  traced  to  repeated  ingestion  over 
relatively  long  periods  of  flakes  of  lead-contain- 
ing paints  from  toys,  nursery  furniture  and  walls 
of  dwellings,  and 

Whereas,  an  arbitrary  limit  of  1 per  cent  lead 
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in  paint  on  these  objects  has  been  recommended 
by  the  American  Standards  Association  and  ap- 
proved by  the  American  Academy  of  Pediatrics 
as  a maximum  allowance  for  child  safety  and 
prevention  of  poisoning  accidents  from  this 
source, 

Therefore,  be  it  resolved  that  action  be  taken 
by  the  Arizona  Medical  Association’s  committee 
on  legislation  toward  providing  a legal  require- 
ment of  not  more  than  1 per  cent  lead  content  in 
paints  marketed  in  Arizona  on  or  for  toys  and 
nursery  furniture  or  interiors  of  dwellings. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

4.  Compulsory  Assessment  of  Medical  Staff  by 
Hospitals 

Whereas,  physicians  in  recognition  of  their 
community  responsibility  are  aware  of  and  do 
participate  actively  in  community  projects,  in- 
cluding various  fund-raising  campaigns;  and 
Whereas,  such  campaigns  include  a voluntary 
contribution  to  hospital  building  and  mainte- 
nance fund  drives;  and 

Whereas,  a certain  few  hospitals  are  taking 
advantage  of  this  voluntary  participation  through 
the  promotion  of  schemes  of  compulsory  dona- 
tions which  are  ostensibly  voluntary,  but  which 
amount  to  an  assessment  for  application  for  or 
continuation  of  staff  appointments,  thus  placing 
such  appointment  on  a mercenary  basis,  rather 
than  demonstrated  ability  and  proved  merit;  and 
Whereas,  such  a practice,  if  continued,  could 
and  would  lead  to  a deterioration  of  medical 
service  in  the  hospitals;  and 

Whereas,  the  American  Medical  Association, 
through  its  house  of  delegates,  assembled  in  New 
York  City,  in  regular  session,  June  1957,  has 
adopted  this  same  resolution  condemning  such 
compulsory  assessment  of  staff  members  and/or 
applicants;  therefore,  be  it 

Resolved,  that  The  Arizona  Medical  Associa- 
tion, Inc.,  through  its  house  of  delegates,  assem- 
bled in  regular  session,  May  1,  1958,  at  Chandler, 
Ariz.,  reaffirms  this  action  of  the  American  Med- 
ical Association,  condemning  the  compulsory  as- 
sessment of  staff  members  and/or  applicants  by 
hospitals  in  fund-raising  campaigns;  and  be  it 
further 

Resolved,  that  any  physician  approached  in 
such  manner  report  the  fact  to  the  secretary  of 
his  medical  society;  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent 


to  the  American  Hospital  Association,  the  Cath- 
olic Hospital  Association,  the  Protestant  Hospi- 
tal Association,  the  Arizona  Hospital  Associa- 
tion, the  American  Medical  Association,  and  to 
the  secretaries  of  the  county  medical  societies  in 
Arizona. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

5.  Arizona  Central  Cancer  Registry 

Whereas,  The  Arizona  Medical  Association, 
Inc.,  believing  that  it  would  be  to  the  benefit  of 
the  physicians  of  this  state,  as  well  as  to  the  pub- 
lic at  large,  to  be  able  to  evaluate  more  fully  the 
effectiveness  of  cancer  care,  and 

Whereas,  it  has  been  shown  in  many  other 
states  that  a major  contribution  to  various  types 
of  cancer  study  can  be  made  by  the  establish- 
ment of  a central  cancer  registry,  which  would 
provide  much  needed  technical  assistance  to  the 
various  hospitals  who  may  have  now,  or  in  the 
future,  develop  their  own  individual  cancer  reg- 
istries, and 

Whereas,  a well  functioning  cancer  registry 
program  can  serve  as  a tool  through  which  the 
quality  of  cancer  care  in  hospitals,  or  within  a 
community,  can  be  evaluated,  and  where  defi- 
ciencies, if  found,  can  be  analyzed  and  steps 
taken  for  improvement,  serving  as  a useful  local 
point  through  which  the  effect  of  cancer  control 
programs  can  be  measured,  and 

Whereas,  A central  cancer  registry  would,  fur- 
thermore, provide  for  valuable  follow-up  serv- 
ices almost  impossible  without  such  an  agency, 
to  do  statistical  analysis  evaluation  for  all  the 
hospitals  participating  in  the  registry  program, 
and, 

Whereas,  A central  cancer  registry  would  re- 
ceive abstracts  of  cancer  cases  from  all  partici- 
pating hospitals  and  therefore  the  proper  evalu- 
ation of  the  cancer  problems  in  this  state  would 
be  significantly  expedited,  and 

Whereas,  that  a central  cancer  registry,  when 
developed  and  established,  would  be  most  ef- 
fective if  it  were  a unit  in  the  division  of  cancer 
control  in  the  Arizona  State  Department  of  Pub- 
lic Health,  and, 

Whereas,  with  such  a registry , The  Arizona 
Medical  Association,  Inc.,  feels  that  the  trans- 
mission of  medical  reports  to  a central  cancer 
registry  for  statistical  purposes  can  be  done 
without  violating  the  confidentiality  of  doctor- 
patient  relationships,  now  therefore  be  it 
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Resolved,  that  The  Arizona  Medical  Associa- 
tion, Inc.,  proposes  and  requests  the  state  de- 
partment of  health  to  incorporate  in  its  division 
of  cancer  control,  an  integral  unit  which  will  be 
known  as  a central  cancer  registry,  either  with 
or  without  enabling  legislative  enactment  as 
deemed  advisable,  and  be  it  further 

Resolved,  that  the  component  medical  socie- 
ties encourage  all  its  members,  and  the  hospitals 
in  this  state  to  participate  actively  in  furnishing 
follow-up  information  on  cancer  patients  to  the 
central  control  registry,  and  be  it  further 

Resolved,  That  in  the  establishment  of  this 
central  control  registry,  the  sub-committee  on 
cancer  of  the  professional  board  of  The  Arizona 
Medical  Association,  Inc.,  be  empowered  to  as- 
sist in  helping  to  formulate  policies  concerning 
the  operation,  and  the  use  of  the  data  collected 
by  the  central  cancer  registry,  and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  Arizona  Division,  American  Cancer  Soci- 
ety; the  Arizona  Hospital  Association;  the  Amer- 
ican Medical  Association;  to  Doctor  C.  G.  Sals- 
bury,  commissioner  of  health,  state  department 
of  public  health;  and  to  the  secretaries  of  each 
component  society  of  our  association. 

It  was  regularly  moved  and  carried  that  this 
resolution  as  amended  by  the  reference  commit- 
tee on  resolutions  be  adopted. 

6.  A Medical  School  for  Arizona 

Whereas,  At  some  time  in  the  future  the  needs 
for  formal  medical  education  of  qualified  stu- 
dents in  Arizona  may  not  be  met  adequately  as 
they  are  now  by  the  Western  Interstate  Compact 
for  Higher  Education. 

Whereas,  any  plans  for  meeting  a future  need 
for  expansion  of  opportunities  for  such  medical 
education  should  embrace  the  consideration  of 
the  establishment  of  a medical  school  in  Arizona. 

Whereas,  the  establishment  and  maintenance 
of  a medical  school  is  universally  recognized  as 
an  extraordinarily  expensive  undertaking  in  the 
field  of  higher  education,  therefore, 

Be  it  resolved,  that  The  Arizona  Medical  As- 
sociation, Inc.,  go  on  record  as  approving  the 
establishment  of  a state  supported  medical 
school  in  Arizona  at  such  time  in  the  future  as 
the  unmet  need  for  such  a school  is  manifest  and 
the  State  of  Arizona  is  financially  able  to  pay 
the  costs  of  a school  equipped  and  staffed  for 
pre-clinical  and  clinical  education  on  a nation- 
ally competitive  level  of  excellence,  and 


Be  it  further  resolved,  that  the  council  of  The 
Arizona  Medical  Association,  Inc.,  instruct  the 
medical  school  investigating  committee  to  con- 
tinue its  studies  of  the  needs  for  medical  educa- 
tion in  Arizona  and  to  co-operate  fully  with  all 
interested  individuals  and  state  agencies  who 
are  now  or  in  the  future  concerned  with  this 
problem. 

It  was  regularly  moved  and  carried  that  this 
substitute  resolution  of  the  reference  committee 
on  resolutions  be  adopted. 

On  motion  regularly  made  and  carried  an  “ad 
hoc”  committee  of  the  house  was  appointed  to 
prepare  a news  release  regarding  the  associa- 
tion’s stand  on  a medical  school  for  Arizona. 

Election  of  Officers 

The  following  officers  were  elected  for  a term 
of  one  year  unless  otherwise  indicated: 

President-elect,  Dermont  W.  Melick,  M.D.. 
Vice  President,  Lindsay  E.  Beaton,  M.D.,  Secre- 
tary, Leslie  B.  Smith,  M.D.,  Treasurer,  Clarence 
E.  Yount,  Jr.,  M.D.,  Speaker  of  the  House,  Paul 
B.  Jarrett,  M.D.,  Editor  in  Chief,  Darwin  W. 
Neubauer,  M.D. 

District  Councilors:  Central  District  (3  years), 
Donald  A.  Poison,  MID.,  Central  District  (3 
years),  E.  Henry  Running,  M.D.,  Central  Dis- 
trict (2  years),  Lorel  A.  Staplev,  M.D.,  North- 
western District  (3  years),  Roy  O.  Young,  M.D., 
Southern  District  (3  years),  Walter  T.  Hileman. 
M.D. 

1959  Annual  Meeting 

On  motion  regularly  made  and  carried,  it  was 
determined  that  the  incoming  president-elect 
and  the  proper  council  committee  determine  the 
dates  and  location  of  the  1959  annual  meeting. 

Retiring  Speaker  s Comments 

‘1  trust  that  you  would  allow  me  for  a mo- 
ment to  abandon  the  anonymity  of  the  chair  and 
thank  this  house  and  preceding  houses  for  the 
courtesies  that  have  been  afforded  to  me  during 
my  tenure  as  speaker.  I have  been  your  speaker 
for  five  years  and  there  has  been  no  part  of  my 
professional  life  which  has  been  more  pleasant 
and  more  rewarding  to  me.  I should  like  every- 
one of  you  to  know  of  my  heartfelt  gratitude  for 
this  privilege.” 

Meeting  adjourned  at  10:20  a.m.,  sine  die. 

Leslie  B.  Smith,  M.D. , 
Secretary 
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COUNCIL  MEETING 

M EETING  of  council  of  The  Arizona  Medical 
Association,  Inc.,  held  Sunday,  Nov.  23,  1958. 

Membership  Classification  Changes 

Cochise  County  Medical  Society 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Hugh  M.  Helm,  M.D.,  be  honored  by 
elevation  to  50  Year  Club  membership,  as  rec- 
ommended by  Cochise  County  Medical  Society. 
Maricopa  County  Medical  Society 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Doctors  Arthur  C.  Carlson,  Otto  E. 
Utzinger  and  Joseph  Madison  Greer  be  granted 
70-year  dues  exemption,  effective  Jan.  1,  1959, 
as  recommended  by  Maricopa  County  Medical 
Society. 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Doctor  James  L.  Johnson  be  granted 
associate  membership,  dues  exempt,  account  re- 
tirement, effective  Jan.  1,  1959,  as  recommended 
by  Maricopa  County  Medical  Society. 

Pima  County  Medical  Society 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Doctors  Selig  A.  Shevin  and  Margaret 
J.  Cambier  be  granted  associate  membership, 
dues  exempt,  account  illness,  effective  Jan.  1, 
1959,  as  recommended  by  Pima  County  Medical 
Society. 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Samuel  D.  Townsend,  M.  D.,  be  hon- 
ored by  elevation  to  50  Year  Club  membership, 
as  recommended  by  Pima  County  Medical  So- 
ciety. 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  Doctor  John  E.  Mulsow  be  granted  70- 
year  dues  exemption,  effective  Jan.  1,  1959,  as 
recommended  by  Pima  County  Medical  Society. 
Pinal  County  Medical  Society 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  James  M.  Walsh,  M.  D.,  be  honored  by 
elevation  to  50  Year  Club  membership,  as  rec- 
ommended by  Pinal  County  Medical  Society. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Addressograph  Plates  Use 

The  chairman,  by  memorandum  dated  Oct. 
17,  1958,  stated: 

“On  Oct.  11,  1958,  as  chairman  of  council  and 
vice  president,  I directed  the  secretary  to  au- 
thorize the  mailing  of  material  being  sent  out  by 
the  Citizens  for  Arizona  State  Medical  School  to 


the  physicians  of  the  association.  The  secretary 
had  called  me  for  permission  on  this  matter  in 
the  absence  of  the  president  It  was  my  under- 
standing that  a part  of  the  mailing  had  already 
been  made,  using  the  addressograph  plates  of 
The  Arizona  Medical  Association,  Inc.  The  ques- 
tion asked  of  me  was  whether  it  was  proper  to 
complete  the  mailing. 

My  decision  was  made  primarily  on  the  basis 
that  permission  for  the  use  of  our  addressograph 
plates  had  already  been  granted  by  the  secre- 
tary, and  that,  whether  or  not  that  decision  was 
advisable  in  the  first  place,  The  Arizona  Medical 
Association  should  not  go  back  on  its  pledged 
word,  once  given  in  good  faith. 

Since  this  courtesy  has  been  given  to  a group 
known  to  favor  the  establishment  of  a medical 
school  at  Arizona  State  College,  we  must  con- 
sider the  question  of  furnishing  our  addresso- 
graph plates,  on  request,  to  organizations  taking 
an  opposite  view  of  this  particular  controversy, 
in  order  to  avoid  the  inference  of  partisanship 
on  the  part  of  the  association. 

It  should  be  understood  that  these  addresso- 
graph plates  contain  no  material  that  makes  the 
addresses  printed  from  them  identifiable  as  com- 
ing from  The  Arizona  Medical  Association,  Inc. 
In  other  words,  there  is  nothing  on  the  printed 
address  that  could  possibly  imply  any  sponsor- 
ship by  The  Arizona  Medical  Association.  It 
could,  therefore,  be  argued  that  there  would 
seem  to  be  little  objection  in  making  our  address- 
ograph plates  available  as  a favor  to  organiza- 
tions that  may  wish  to  be  sure  of  reaching  every 
physician  in  the  state,  providing  that  there  is  no 
selection  in  granting  the  privilege,  and  providing 
that  there  is  no  danger  of  damage  to  the  plates. 

Since  there  has  evidently  been  some  friendly 
disagreement  between  various  members  of  the 
society  as  to  the  appropriateness  of  releasing  our 
addressograph  plates  to  any  outside  organiza- 
tion, I am  directing  the  executive  secretary  of 
the  association  to  place  this  matter  on  the  agen- 
da of  the  council  meeting  of  Nov.  28,  195S 
Council  can,  at  that  time,  establish  a definite  v 
policy  for  the  future  direction  of  the  secretary 
and  the  executive  secretary. 

Discussion  ensued  regarding:  (1)  Whether  or 
not  these  addressograph  plates  should  be  limit- 
ed to  central  office  use;  (2)  Whether  or  not  these 
plates  actually  belong  to  the  membership;  (3) 
Whether  or  not  restriction  of  use  of  the  plates 
would  be  bad  public  relations;  and  (4)  What 
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prior  policy  of  use  had  been  established,  if  any. 

It  was  strongly  recommended  that  the  current 
policy  of  requiring  submission  of  copy  by  pros- 
pective users,  prior  to  authorization  for  use,  be 
continued. 

It  was  moved,  seconded,  and  carried  by  a 
show  of  hands,  11  voting  for  and  six  voting 
against,  that  our  addressograph  plates  be  made 
available  to  medical,  civic  and  educational  or- 
ganizations, as  well  as  individual  members  of 
this  association,  but  shall  not  be  used  for  com- 
mercial or  political  purposes. 

General  Mailings  from  the  Central  Office 

Question  was  raised  regarding  general  mass 
mailings  from  the  central  office,  and  use  of  the 
official  association  letterhead  for  committee  re- 
leases. 

Discussion  ensued  regarding  whether  or  not 
the  secretary  of  the  association  should  have  the 
sole  responsibility  of  approving  such  mailings. 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  general  communications  be  accepted 
by  the  secretary  for  distribution,  if  submitted, 
for  example,  by  the  chairman  of  any  committee; 
if,  however,  he  (the  secretary)  deems  any  to  be 
questionable  and  should  be  rejected,  a second 
rejection  must  be  forthcoming  from  a second  of- 
ficer of  the  association,  to  be  polled  in  the  fol- 
lowing order:  (1)  President;  (2)  Vice  Presi- 
dent; (3)  President  elect,  before  it  is  finally  re- 
jected. 

Meeting  Agendas  — Advance  Distribution 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  chairmen  of  all  committees  (and 
boards)  be  requested  to  submit  an  agenda  be- 
fore a committee  meeting  call  is  issued  by  the 
central  office. 

Personnel  Retirement  Insurance  Plan 

Doctor  Yount  reported  that  the  central  office 
advisory  committee  feels  that  it  should  look  fur- 
ther into  the  cost  of  providing  insurance  for  “key 
personnel"  of  this  association,  and  that  it  hopes 
to  have  a report  for  council  at  its  next  meeting. 

Personnel  — Fringe  Benefits 

Doctor  Yount:  As  a fringe  benefit  for  central 
office  personnel,  we  (the  central  office  advisory 
committee)  recommend  the  association  take  up 
payments  of  the  premiums  on  Blue  Cross-Blue 
Shield  benefits  for  all  of  our  employes,  the  bene- 
fits of  the  policy  to  be  determined  by  the  amount 
of  the  salary  which  the  association  pays. 

It  was  moved,  seconded,  and  unanimously  car- 


ried that  council  adopt  the  recommendation  of 
the  central  office  advisory  committee. 

AMEF  - ANNUAL  ASSOCIATION 
CONTRIBUTION 

Doctor  Yount  reported  that  he  had  prepared 
a voucher  in  the  amount  of  $8,657.50,  represent- 
ing the  association’s  1958  annual  contribution  to 
AMEF.  This  amount  represents  $17.50  for  col- 
lections last  year,  the  balance  of  $8,640  repre- 
senting 1958  collections  to  date.  Doctor  Hamer, 
delegate  to  AMA,  will  present  Arizona’s  contri- 
bution during  the  AMA  house  meeting  in  Min- 
neapolis, Dec.  2 through  5,  1958. 

FEE  AND  CONTRACTUAL  MEDICINE 
COMMITTEE 

VA  Fee  Schedule  for  Medical  Services  — 
Recommendation 

The  fee  and  contractual  medicine  committee, 
by  letter  dated  Oct.  30,  1958,  advised: 

“Previously  council  referred  to  its  fee  and 
contractual  medicine  committee  for  considera- 
tion and  recommendation,  a VA  schedule  of  fees 
applicable  to  participating  fee  basis  physicians 
submitted  by  the  veterans’  administration  for 
review  and  acceptanace  by  this  association  ap- 
plicable to  the  State  of  Arizona.  A copy  is  en- 
closed with  appendix  attached. 

The  fee  and  contractual  medicine  committee 
met  in  meeting  held  Sept.  21,  1958,  and  due  con- 
sideration was  given  the  subject  in  hand. 

It  was  concluded  that  the  current  Medicare 
schedule  of  fees  should  be  submitted  to  the  vet- 
erans’ administration  as  an  applicable  fee  sched- 
ule for  the  care  of  veteran  patients,  with  the  pro- 
viso that  VA  patients  be  screened  by  the  VA  and 
furnished  with  a certificate  that  they  are  to  re- 
ceive medical  care  indicated  at  the  administra- 
tion’s expense  through  civilian  phyiscians.  The 
committee  directed  that  a letter  be  forwarded  to 
council  conveying  its  thoughts  in  this  regard, 
recommending  such  course  for  the  further  delib- 
eration and  action  of  council. 

Under  date  of  Oct.  14,  1958,  M.  J.  Wollenman, 
M.  D.,  Chief,  Outpatient  Service,  VA  Hospital, 
Phoenix,  submitted  a copy  of  partial  fee  sched- 
ule which  has  been  mailed  to  all  fee  basis  phy- 
sicians in  Arizona.’’ 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  we  accept  the  recommendation  of  the 
fee  and  contractual  medicine  committee. 

Panel  Practice  — Kentucky  Legislation  — 

Recoin  mendation 

The  Mingo  County  Medical  Society  of  West 
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Virginia  submitted  a copy  of  a proposed  bill 
presented  to  the  Kentucky  state  legislature,  deal- 
ing with  “panel  practice,”  which  failed  of  pass- 
age. This  bill  recites  the  following  preamble: 

An  act  relating  to  the  practice  of  medicine. 
Whereas  it  is  the  public  policy  of  this  state 
that,  because  of  the  close  personal  relationship 
between  a patient  and  his  or  her  physician,  every 
person  should  be  free  from  unreasonable  re- 
straints in  the  choice  of  his  physician,  and 
Whereas  it  appears  to  the  general  assembly 
that  when  any  person  is  a beneficiary  of  any 
medical  service  plan  (whether  financed  entirely 
by  said  beneficiary,  or  partly  by  the  beneficiary 
and  partly  by  his  employer,  or  entirely  by  his 
employer,  or  otherwise ) : 

( a ) He  should  not  be  required,  as  a condition 
to  the  receipt  of  medical  benefits  under  said  plan 
to  waive  his  right  to  select  his  phyiscian  and  to 
accept  a physician  selected  by  said  plan  or  by 
any  person  other  than  himself,  and 

(2)  Such  a requirement  or  condition  consti- 
tutes an  unreasonable  restraint  upon  such  per- 
son’s right  to  choose  his  personal  physician, 

Be  It  Enacted  by  the  General  Assembly  of  the 

Commonwealth  of  Kentucky: 

Section  1.  As  used  in  this  act  only,  unless  the 
context  requires  otherwise: 

( 1 ) “Medical  service  plan”  means  any  plan  or 
arrangement  whereby  one  person  provides  or 
defrays  any  part  of  the  cost  of  medical  service 
to  any  other  person. 

(2)  “Medical  service”  means  any  professional 
service  in  the  field  of  medicine,  osteopathy  or 
dentistry  which  is  performed  by  a licensed  phy- 
sician or  dentist  in  this  state. 

( 3 ) “Person”  means  any  natural  person  or  per- 
sons, or  any  partnership,  association,  corpora- 
tion, co-operative,  trust,  or  other  legal  entity,  or 
any  officer,  agent,  or  instrumentality  of  any  of 
the  foregoing. 

(4)  “Beneficiary”  means  any  person  who  in 
any  manner  receives  or  is  entitled  to  receive 
medical  service,  or  any  part  of  the  cost  thereof, 
under  any  medical  service  plan  in  this  state. 

(5)  “Physician,”  for  the  purposes  of  this  act 
only,  means  any  person  licensed  to  practice  med- 
icine, osteopathy  or  dentistry  in  this  state. 

Section  2.  No  person  operating  a medical  serv- 
ice plan  in  this  state  shall  demand  or  require,  as 
a condition  precedent  to  the  receipt  of  such 
medical  service  or  any  part  of  the  cost  thereof, 


that  any  beneficiary  waive  or  otherwise  surren- 
der his  right  to  select  the  physician  who  shall 
perform  a medical  service  for  him  or  any  mem- 
ber of  his  family.  Every  person  operating  a med- 
ical service  plan  in  this  state  shall  afford  to  every 
beneficiary  thereof,  the  right  to  select  the  physi- 
cian who  shall  perform  such  medical  service. 

Section  3.  Every  contract,  agreement,  or  other 
arrangement  the  effect  of  which  would  deny  any 
beneficiary  under  any  medical  service  plan  in 
this  state  his  right  to  choose  the  physician  who 
will  perform  a medical  service  for  him  or  any 
members  of  his  family,  or  impose  as  a condition 
to  the  receipt  of  said  service  or  any  part  of  the 
cost  thereof  that  said  beneficiary  waive  his  said 
right,  “is  hereby  declared  to  be  contrary  to  pub- 
lic policy  and  wholly  void.” 

Section  4.  Nothing  contained  in  this  act  shall 
prevent  any  person  operating  a medical  service 
plan  in  this  state  from  prescribing  the  fee  which 
such  plan  will  pay  for  a specific  medical  service. 
Provided,  however,  that  no  such  person  shall 
discriminate  between  qualified  physicians,  in 
payments  made  for  like  or  substantially  similar 
services. 

Section  5.  Nothing  contained  in  this  act  shall 
prevent  any  employer  from  providing  the  serv- 
ices of  a physician  for  employment  and  physical 
examination  or  first  aid  treatment  at  such  em- 
ployer’s factory  or  other  place  of  business,  or 
require  said  employe  to  pay  the  value  of  the 
services  of  such  physician  to  any  employe  who 
elects  not  to  avail  himself  of  such  services. 

Section  6.  Every  person  found  guilty  of  vio- 
lating Section  2 of  this  act  or  of  conspiring  to  do 
so,  or  of  aiding  or  abetting  another  to  do  so, 
shall  be  fined  not  less  than  $100  nor  more  than 
$1,000,  or  confined  in  the  county  jail  for  not  less 
than  30  days  nor  more  than  180  days,  or  both. 

Section  7.  Any  person  operating  a medical 
service  plan  in  violation  of  this  act  and  any  per- 
son aiding  or  abetting  any  such  person  in  the 
violation  of  this  act  may  be  enjoined  from  doing 
so  by  any  court  of  competent  jurisdiction  in  this 
state,  upon  the  complaint  of  any  beneficial)’  of 
such  plan,  or  the  commonwealth. 

Section  8.  If  any  person  convicted  of  violation 
of  this  act  is  licensed  to  practice  medicine,  oste- 
opathy or  dentistry  in  this  state,  such  conviction 
shall  constitute  sufficient  grounds  for  the  revo- 
cation of  his  license.  If  such  convicted  person  is 
an  officer  or  agent  of  a licensed  hospital  in  this 
state,  and  the  proof  shows  that  such  officer’s  or 
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agent’s  acts  were  committed  with  the  knowledge 
and  consent,  express  or  implied,  of  such  hospi- 
tal’s governing  body,  such  conviction  shall  be 
sufficient  grounds  for  the  revocation  of  said  hos- 
pital’s license. 

Section  9.  Every  beneficiary  of  a medical  serv- 
ice plan  in  this  state  shall  be  entitled,  upon  de- 
mand, to  receive  the  medical  service  or  benefit 
provided  by  such  plan,  free  of  any  unlawful  re- 
straint or  limitation  upon  his  right  to  select  the 
physician  who  shall  render  such  service.  If  any 
person  operating  or  administering  a medical 
service  plan  in  this  state  shall,  15  days  or  more 
after  proper  demand  has  been  made  upon  him, 
fail  or  refuse  to  provide  such  service  or  pay  over 
such  benefits  to  any  beneficiary,  except  upon 
some  condition  declared  unlawful  by  this  act, 
such  beneficiary  shall  have  a cause  of  action 
against  the  plan  and  the  person  operating  or  ad- 
ministering the  same  for  damages  in  a sum  equal 
to  twice  the  value  of  the  service  or  benefit  to 
which  he  was  entitled. 

Section  10.  Every  person  operating  a medical 
service  plan  in  this  state  shall,  on  or  before  June 
30  of  each  year,  file  with  the  secretary  of  state 
a designation  of  a process  agent  having  an  office 
in  this  state  and  upon  whom  service  of  process 
may  be  had  by  anyone  having  a claim  against 
said  plan.  The  secretary  of  state  shall  be  entitled 
to  a fee  of  $3  for  filing  this  designation.  Failure 
to  file  said  designation  shall  constitute  a misde- 
meanor and  shall  be  punishable  by  a fine  of  not 
less  than  $10  or  more  than  $1,000  for  each  day 
the  violation  continues,  at  the  discretion  of  the 
court. 

Section  11.  The  provisions  of  this  act  shall 
have  no  effect  on  any  medical  service  plan  cor- 
poration organized  under  the  provisions  of  KRS 
Chapter  273. 

The  fee  and  contractual  medicine  committee, 
following  review,  unanimously  adopted  a motion 
recommending  to  council  that  it  consider  the 
preparation  and  introduction  of  such  legislation 
in  Arizona. 

Mr.  Jacobson  raised  a question  as  to  whether 
or  not  this  bill  would  have  been  “constitutional” 
had  it  been  passed. 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  this  matter  be  referred  back  to  the  fee 
and  contractual  medicine  committee  for  their 
secondary  referral  to  the  legislation  committee; 
and  recently,  that  the  article  from  the  Minnesota 
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Law  Review  be  distributed  to  members  of  coun- 
cil. 

Third  Party  Contract  — Hughes  - Pima  Society 

The  president  requested  discussion  and  advice 
from  council  regarding  what  consideration  the 
fee  and  contractual  medicine  committee  has  giv- 
en the  problem.  He  continued  by  stating  that: 
“the  Hughes  Company  came  to  the  Pima  County 
Medical  Society  some  time  ago  with  a program 
wherein  — don’t  misunderstand  me,  I’m  not  ob- 
jecting to  the  amount  of  fees,  I’m  merely  object- 
ing to  the  philosophy,  this  plan  is  just  like  any 
of  our  other  plans,  whether  it  be  Medicare,  Blue 
Shield,  or  whatever  it  is  — they  want  us  to  carry 
out  treatment,  surgical  and  I think  some  medical 
is  considered,  for  set  fees.  At  no  time  will  that 
fee  be  beyond  that  which  has  been  prescribed, 
regardless  of  the  financial  status  of  the  individu- 
al. There  has  been  a great  deal  of  discussion.  We 
tried  in  the  board  of  directors  meeting  to  con- 
sider some  proposals,  and  I’m  still  not  happy 
with  the  thought  of  the  society  as  a whole,  which 
I believe  leans  towards  acceptance  of  this  thing; 
and  I merely  wanted  the  board  of  directors  to 
seek  the  advice  of  our  fee  and  contractual  medi- 
cine committee  because  once  you  establish  such 
a precedent  with  this  group  in  Tucson  which  is 
large,  it  involves  some  18,000  employes  and  de- 
pendents, I think  we  should  more  or  less  agree, 
if  we  can,  on  a state  level,  whether  we  want  to 
go  along  with  this  sort  of  thing,  or  is  this  con- 
trary to  our  present  day  thinking.  ’ 

Doctor  Jarrett  stated:  “I  think  council  should 
know  this.  By  establishing  a fee  schedule  which 
is  based  on  this  California  Relative  Value  Sched- 
ule, so  that  we  can  affix  a unit  value  and  make 
this  unit  value  vary,  when  the  time  comes,  and  it 
looks  like  it  is  inevitably  coming  that  we  are  go- 
ing to  be  forced  to  accept  some  type  of  fee 
schedule  and  enter  into  contractual  arrange- 
ments with  insurance  companies  or  private  in- 
dustry, we  could  hook  this  facet  to  the  cost  of 
living,  so  that  each  year  this  matter  could  be  re- 
negotiated by  contract,  so  that  if  the  cost  of  liv- 
ing rose  above,  we’ll  say  five  points  on  the  cost 
of  living  index  that’s  published  by  the  com- 
merce department,  then  we  would  go  up  on  our 
fees  a corresponding  amount;  if  it  came  down, 
we  would  likewise  come  down.  Now,  what  we 
are  concerned  about  mostly  is  the  conventional 
arrangements  with  unions.  They  have  always 
dearly  loved  this  cost  of  living  proposition  and 
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geared  their  contracts  to  it,  but  there  is  no  rea- 
son why  they  should  object  if  we  did  the  same 
thing.  The  important  thing  is  initially  to  estab- 
lish a good,  fair,  reasonable  schedule  for  our 
purposes  and  I think  maybe  things  will  work 
out,  but  it  is  not  going  to  be  easy.” 

Doctor  Beaton  stated:  “I  think  this  is  brought 
up  mostly  as  a matter  of  information  by  Doctor 
Manning,  and  I want  to  assure  you  that  the  fee 
and  contractual  medicine  committee's  recom- 
mendations will  be  given  great  weight  by  the 
(Pima)  County  Medical  Society.  If  all  the  soci- 
eties can  act  together  throughout  the  state  in 
these  matters,  we  are  in  a much  better  position 
than  if  one  goes  charging  off  in  one  direction 
and  another  in  another.” 

No  action  taken. 

MEDICARE  PROGRAM 
Council  Meeting  Oct.  5, 1958  — 

Conf  irming  Action 

It  was  moved,  seconded,  and  unanimously  car- 
ried that  we  ratify  the  action  of  council  in  meet- 
ting  held  Oct.  5,  1958,  accepting  the  Medicare 
committee  recommendation  to  defer  implemen- 
tation of  previous  council  action  to  allow  suffi- 
cient time  to  evaluate  the  modified  program 
prior  to  renegotiation  of  the  Medicare  contract 
on  Feb.  28,  1959. 

South  Dakota  State  Medical  Association  — 
Resolution 

For  information  of  council,  the  South  Dakota 
State  Medical  Association  on  Sept.  14,  1958,  by 
resolution  adopted,  resolved:  “That  the  South 
Dakota  State  Medical  Association  assert  its  op- 
position to  the  new  Medicare  program  as  being 
unwieldy,  unsatisfactory,  and  far  from  the  orig- 
inal intent  of  the  program  and  that  the  following 
recommendations  be  considered: 

1:  Complete  eradication  of  the  Medicare  pro- 
gram. 

2:  Creation  of  a group  insurance  program  for 
military  dependents  allowing  free  choice  of  mili- 
tary or  civilian  facilities. 

3:  Return  to  the  original  program  with  ade- 
quate appropriations  for  its  maintenance.” 
Received  and  filed. 

PROFESSIONAL  BOARD 
Cancer  Reporting  as  Communicable  Disease  — 
Legislation  Recommendation 

The  following  letter  from  the  professional 
board  of  this  association  was  read: 

“The  professional  board,  at  a meeting  held 
Sunday,  Oct.  12,  1958,  gave  consideration  to  and 


unanimously  recommended  that  council  give 
consideration  to  the  introduction  of  legislation 
proposing  an  amendment  to  the  statutes  for  and 
including  the  reporting  of  cancer,  along  with 
other  communicable  diseases,  in  the  interest  and 
protection  of  the  doctor.” 

Doctor  Hamer  stated:  “I  think  this  action  on 
the  part  of  the  professional  board  was  unneces- 
sary to  begin  with.  This  matter  has  already  been 
taken  care  of  by  the  house  of  delegates  and  they 
are  a little  bit  late  putting  in  a recommendation 
for  something  that  has  already  been  done,  and 
that  was  the  establishment  of  a cancer  registry 
in  the  state  department  of  health.  It  was  con- 
firmed by  council  and  confirmed  by  resolution 
at  our  state  meeting. 

“If  it  is  permissible,  I would  like  to  follow 
through  and  tell  council  what  has  been  done  so 
far  in  this  matter.  There  has  not  been  a meeting 
of  the  legislation  committee  and  I didn’t  receive 
this  early  enough  to  send  it  out  prior  to  this 
council  meeting.  Mr.  Ozell  Trask,  an  attorney, 
who  has  been  very  active  in  cancer  activities 
and  who  was  president  of  the  state  cancer  soci- 
ety last  year,  kindly  volunteered  to  prepare  this 
legislation  for  us  and,  under  date  of  Nov.  14, 
1958,  he  submitted  this  proposed  act,  modifying 
the  state  health  code  to  include  the  cancer  reg- 
istry, to  Doctor  Salsbury  for  his  comments  or 
suggestions;  and  since  Doctor  Salsbury  is  in  the 
hospital,  maybe  he  hasn’t  had  a chance  to  see 
this. 

However,  the  attorney  general  of  this  state 
did  give  the  opinion  that  to  form  a cancer 
registry  in  the  state  department  of  health  would 
require  enabling  legislation.  On  that  basis,  this 
bill  which  I will  read,  has  been  prepared  by 
Mr.  Trask  in  preliminary  form: 

AN  ACT 

“ Relating  to  public  health  and  safety;  Provid- 
ing for  reporting  contagious  and  neoplastic  dis- 
eases to  the  state  department  of  health,  and 
amending  Section  36-621  Arizona  Revised 
Statutes. 

Be  it  enacted  by  the  legislature  of  the  State 
of  Arizona: 

Section  1.  Sec.  36-621,  Arizona  Revised 
Statutes,  is  amended  to  read : 

Sec.  36-621.  Report  of  contagious  diseases; 
neoplastic  diseases 

A.  A person  who  learns  that  a contagious, 
epidemic  or  infectious  disease  exists  shall  im- 
mediately make  a written  report  of  the  par- 
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ticulars  to  the  appropriate  board  of  health  or 
health  department.  The  report  shall  include 
names  and  residences  of  persons  afflicted  with 
the  disease.  If  the  person  reporting  is  the  at- 
tending physician,  he  shall  report  on  the  con- 
dition of  the  person  afflicted  and  the  status  of 
the  disease  at  least  twice  each  week. 

B.  It  shall  be  the  duty  of  every  physician  and 
dentist  to  report  or  cause  to  be  reported  im- 
mediately to  the  state  department  of  health  the 
name,  address,  age  and  sex  and  race  of  every 
person  who  comes  under  his  professional  atten- 
tion, and  who,  either  by  actual  examination  or 
by  examination  of  specimens  of  tissue,  is  diag- 
nosed or  believed  to  have  cancer,  Hodgkins 
disease,  or  leukemia  or  any  other  malignant 
neoplasm.  He  shall  also  report  the  primary  site, 
grade  and  histological  type  of  tumor,  if  known. 

C.  If  a patient  with  cancer  is  not  admitted 
to  a hospital  for  treatment,  the  report  shall  be 
made  by  the  physician  or  dentist  to  the  state 
department  of  health  on  forms  provided  for 
this  purpose.  If  a patient  is  admitted  to  a 
hospital  for  diagnosis  and/or  treatment,  the  re- 
port shall  be  made  by  the  hospital  to  the  state 
department  of  health  on  forms  provided  for  this 
purpose. 

D.  The  report  of  any  case  of  cancer  made 
pursuant  to  the  provisions  of  this  regulation  shall 
be  considered  confidential  and  not  open  to 
public  inspection .” 

It  was  proposed  that  we  do  not  recommend 
the  reporting  of  the  patient’s  name  and  address; 
that  these  statistics  be  kept  for  statistical  pur- 
poses alone,  even  though  it  will  interfere  with 
the  follow-up;  and  that  such  information  be 
passed  along  to  Mr.  Trask  and  the  legislation 
committee.  It  was  also  recommended  that  all 
reports  on  cancer  include  a continuous  patho- 
logical report  number  for  identification. 

It  was  moved,  seconded,  and  unanimously 
carried  that  this  council  go  on  record  as  recom- 
mending to  its  legislation  committee  that  any 
legislation  drawn  up  on  this  subject  state  that 
names  and  addresses  of  patients  will  not  be 
included;  and  recommended  that  some  other 
means  of  statistical  verification  be  provided. 

Reporting  of  Suspected  Active  Tuberculosis  — 
Membership  Mailing 

Doctor  Smith  raised  question  whether  or  not 
the  association  should  stand  the  expense  of 
mailing  to  each  association  member,  for  report- 
ing purposes,  a copy  of  committee  resolutions, 


adopted  by  council,  or  whether  notice  in  Ari- 
zona Medicine  Journal  might  not  suffice  for  such 
distribution? 

It  was  moved,  seconded,  and  unanimously 
carried,  that  as  a matter  of  policy,  all  such 
reportings  be  distributed  through  the  medium 
of  the  Arizona  Medicine  Journal. 

Sub-Committee  on  Aging  — Permanent  Status 

The  following  letter,  dated  Nov.  17,  1958,  ad- 
dressed to  council  by  the  professional  board, 
was  read: 

“Following  the  meeting  called  by  the  AMA 
council  of  aging  held  in  Chicago,  Sept.  13  and 
14,  1958,  attended  by  Doctor  Lowell  C.  Worm- 
ley,  representing  the  association  through  the 
professional  board,  the  latter  body,  in  meeting 
held  Oct.  12,  1958,  received  the  report  of  Doc- 
tor Wormley  and  after  due  deliberation,  took 
the  following  action: 

‘That  we  (the  professional  board)  recom- 
mend first  of  all  that  the  Arizona  Medical  As- 
sociation form  a permanent  committee  on  the 
problems  of  the  aged  or  geriatrics;  secondly, 
that  we  recommend  and  further  urge  that  the 
president  of  the  Arizona  Medical  Association 
impress  on  the  governor,  the  necessity  for  gather- 
ing information  that  will  reveal  what  facilities 
we  have  for  the  care  of  the  problems  of  the 
aged  in  the  State  of  Arizona  at  the  present  time, 
asking  that  the  Arizona  Medical  Association 
have  representation  on  any  survey  group  that 
may  be  appointed;  and  thirdly,  that  once  this 
information  has  been  obtained,  that  the  com- 
mittee appointed  by  the  Arizona  Medical  As- 
sociation start  functioning  towards  improving 
the  deficiencies  in  the  needed  care,  as  brought 
out  in  this  report  for  the  aging  in  this  state’.” 

Doctor  John  R.  Schwartzmann,  chairman  of 
the  professional  board,  commented: 

‘It  may  well  be  that  this  problem  is  so  large 
that  our  general  medicine  subcommittee,  out  of 
which  this  board  appointed  or  designated  a 
subcommittee  on  geriatrics,  cannot  handle  it 
along  with  its  other  assignments  without  addi- 
tional help;  or  it  may  be  council  will  wish  to 
appoint  an  entirely  separate  committee  to  handle 
the  problem,  taking  into  account  its  magni- 
tude’.” 

Discussion  ensued. 

Doctor  Beaton  stated  that  “a  re-writing  of  the 
by-laws  is  going  to  provide,  if  approved,  for 
the  abolition  of  the  definite  specified  sub-com- 
mittee under  the  professional  committee  and 


Vol.  16,  No.  1 


Arizona  Medicine 


33 


is  going  to  allow  the  professional  committee  to 
appoint  such  sub-eommittees  as  it  needs  for  the 
solutionuof  problems  at  that  time.  So,  under 
that  re-writing  of  the  by-laws,  if  the  professional 
committee  feels  that  it  needs  a gerentology  com- 
mittee, it  will  be  allowed  to  appoint  such  a 
committee.  I wonder,  therefore,  if  the  profes- 
sional committee  should  not  be  instructed  to 
await  any  implementation  of  this  until  the  new 
committee  set-up  becomes  effective  under  the 
new  by-laws.” 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  professional  board  be  instructed 
to  await  implementation  of  the  new  setup  under 
the  re-writing  of  by-laws.  At  the  time  that  such 
a sub  committee  is  appointed,  that  such  sub- 
committee, through  the  professional  committee, 
make  a recommendation  as  to  what  kind  of 
communication  we  should  have  with  the  state 
authorities  for  the  establishment  of  a citizens’ 
committee  on  problems  of  the  aging. 

PARKVIEW  HOSPITAL,  YUMA  - 
ARBITRATION 

“Nov.  8,  1958 
Re:  Parkview  Hospital, 
Yuma 

Air.  John  C.  Smith  Jr.,  President 
Parkview  Hospital 
Yuma,  Ariz. 

Dr.  Matthew  L.  Wong,  President 
Yuma  County  Aledical  Society, 

Yuma,  Ariz. 

Gentlemen : 

In  the  last  few  days,  representatives  of  the 
Arizona  Medical  Association  have  conferred  with 
representatives  of  both  the  Parkview  Hospital 
board  and  representatives  of  the  Yuma  County 
Medical  Society.  The  association  is  pleased 
to  learn  informally  that  all  parties  to  the  Park- 
view  Hospital  problem  appear  willing  and 
anxious  that  the  problem  promptly  be  arbitrated. 

More  specifically,  it  would  appear  that  the 
parties  would  be  agreeable  to  accept  as  arbiters 
either  Judge  Henry  C.  Kelly  and  Supreme  Court 
Justice-elect  Charles  C.  Bernstein  or  a commit- 
tee of  six,  composed  of  three  doctors  chosen  by 
the  council  of  the  Arizona  Medical  Association 
and  three  members  of  the  board  of  the  Arizona 
Hospital  Association.  The  former  recommenda- 
tion appears  to  have  been  one  suggested  by  in- 
terested citizens  from  the  Yuma  area  and  we 
are  informed  that  Judge  Kelly  and  Judge  Bern- 
stein are  agreeable  to  serving  in  this  capacity. 


Either  method  of  arbitration,  to  us,  seems 
excellent.  However,  as  the  interested  citizens 
of  Yuma  have  suggested  the  two  judges,  we 
are  strongly  inclined  to  recommend  that  route 
be  adopted.  Nor  are  we,  as  doctors,  the  least 
bit  fearful  that  the  fact  that  the  problems  in- 
volved may  be  medical  in  nature  will  in  any 
wise  prevent  two  non-medical  men  from  arriving 
at  a correct  solution.  These  two  distinguished 
jurists,  by  years  of  training  and  experience,  have 
learned  to  discover  and  evaluate  the  necessary 
facts  in  a myriad  of  different  professions,  busi- 
nesses and  circumstances. 

The  state  association,  and  myself  as  its  presi- 
dent, want  to  express  our  hope  that  the  parties 
will  officially  and  promptly  elect  Judge  Henry 
C.  Kelly  and  Supreme  Court  Justice-elect 
Charles  C.  Bernstein  as  their  arbiters;  submit 
the  entire  problem  to  them  and  in  an  orderly 
fashion,  and  agree  to  abide  by  whatever  de- 
cision and  recommendations  that  are  reached. 

Finally,  we  want  to  congratulate  all  parties 
in  their  recognition  of  the  necessity  for  a prompt 
and  orderly  settlement  of  the  problem  and  are 
pleased  the  state  medical  association  has  been 
of  some  small  help  in  this  regard. 

Very  truly  yours, 

W.  R.  Manning,  M.D. 

President 

Nov.  12,  1958 

“W.  R.  Manning,  AI.D. 

President,  Arizona  Medical  Association,  Inc., 

826  Security  Building, 

Phoenix,  Ariz. 

The  governing  board  wishes  it  known  that 
this  recommendation  is  perfectly  agreeable.  The 
Parkview  governing  board  hereby,  officially  and 
promptly,  agrees  to  abide  by  your  recommenda- 
tion to  lay  the  problem  before  Judge  Henry  C. 
Kelly  and  Supreme  Court  Justice-elect  Charles 
C.  Bernstein. 

John  C.  Smith  Jr.,  President, 
Parkview  Hospital,  Yuma,  Arizona." 

Letter  from  the  Yuma  doctors  who  are  mem- 
bers of  the  present  existing  staff  of  Parkview 
Hospital: 

“Nov.  11,  1958 

Wilkins  B.  Manning,  AI.D. 

620  N.  Country  Club  Road 
Tucson,  Arizona 
Dear  Dr.  Manning: 

In  response  to  your  recent  letter  to  the  Yuma 
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County  Medical  Society,  the  undersigned  wish 
to  inform  you  that  we  voted  affirmatively  for 
arbitration.  However,  we  do  not  feel  that  many 
of  the  eight  conditions  proposed  by  the  majority 
group  were  necessarily  pertinent  nor  equitable. 

Thank  you  for  your  interest. 

Very  sincerely,  yours, 

Wm.  A.  Phillips,  M.D. 

Joseph  Waterman,  M.D. 

Charles  B.  Kaplan,  M.D. 

Martin  Cohen,  M.D. 

Harold  N.  Gordon,  M.D. 

Marvin  J.  Wall,  M.D. 
John  R.  Arnold,  M.D.” 

Following  is  a letter  from  Matthew  C.  Wong, 
M.D.,  president,  Yuma  County  Medical  Society: 

“Nov.  11,  1958 
Re:  Parkview  Hospital 
Yuma 

W.  R.  Manning,  M.D.,  President 
The  Arizona  Medical  Association,  Inc. 

826  Security  Building, 

Phoenix,  Ariz. 

Dear  Dr.  Manning: 

As  we  most  earnestly  desire  this  controversy 
to  be  solved,  we  will  accept  the  council  of  The 
Arizona  Medical  Association,  Inc.,  as  an  arbi- 
tration instrument  on  the  present  points  of  dif- 
ference between  the  Parkview  Hospital  adminis- 
tration, and  the  majority  of  the  Yuma  County 
Medical  Society. 

We  feel  that  you  should  take  up  all  points 
of  difference.  Further  we  believe  that  the  coun- 
cil and  possibly  its  legal  staff  alone  should  be 
the  mediating  body. 

We  will  be  available  anytime  and  place  you 
desire  to  conduct  this  meeting.  We  are  ready 
to  supply  any  preliminary  information  you  de- 
sire. 

We  feel  the  following  should  be  included  on 
the  agenda: 

(1)  Full  discussion  of  the  by-laws  as  pro- 
posed by  us  on  Sept.  30,  1958,  with  the  view 
that  they  supplant  the  present  by-laws  of  Park- 
view  Hospital. 

(2)  Re-organization  of  the  staff  with  all  doc- 
tors of  medicine  of  the  community  with  im- 
mediate election  and  installation  of  officers. 

(3)  Only  doctors  of  medicine  on  the  medical 
staff. 

(4)  We  reject  the  tenet  that  the  administra- 
tor should  sit  in  on  medical  staff  committee 
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meetings,  where  matters  of  purely  medical 
nature  are  discussed. 

(5)  We  request  a financial  statement  of 
Parkview  Hospital. 

(6)  There  should  be  a discussion  of  the 
radiologist  and  the  administrator. 

(7)  Discussion  of  the  possibility  of  an  im- 
mediate public  statement  by  the  board  of  di- 
rectors of  Parkview  Hospital  that  they  have  full 
confidence  in  the  doctors  of  medicine  who  are 
now  on  the  Parkview  staff,  and  they  should 
repudiate  the  inference  that  we  are  not  really 
interested  in  good  treatment  of  patients. 

(8)  Discussion  of  the  medical  staff  having 
full  executive  power  over  its  own  function. 

Respectfully  submitted, 

Matthew  W.  Wong,  M.D. 

President” 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  council  go  on  record  as  approv- 
ing the  letter  and  actions  of  Doctor  Manning 
set  forth  in  the  letter  he  wrote  to  Parkview 
Hospital  and  the  Yuma  County  Medical  Society, 
dated  Nov.  8,  1958. 

It  was  moved,  seconded,  and  unanimously 
carried  that  a letter  be  written  to  the  Yuma 
County  Medical  Society,  with  copies  to  the 
Yuma  newspaper  and  Parkview  Hospital,  stating 
that  council  in  meeting  on  Nov.  23,  1958,  has 
given  complete  official  ratification  to  the  actions 
taken  by  its  president  (W.  R.  Manning,  M.D.) 
in  the  dispute  between  members  of  the  Yuma 
County  Medical  Society  and  Parkview  Hospital, 
including  his  letter  of  Nov.  8,  1958;  further,  that 
the  council  reaffirms  the  willingness  of  The 
Arizona  Medical  Association,  Inc.,  to  assist  in 
solving  a situation  that  is  obviously  preventing 
the  people  of  Yuma  from  getting  hospital  care 
that  otherwise  would  be  available  to  them;  and 
further,  it  is  council’s  hope  that  all  parties  in- 
volved will  agree  on  some  person  or  persons 
as  arbiter,  whether  or  not  that  involves  this 
association,  but  that  this  association  will  remain 
ready  to  help  whenever  its  good  offices  may 
again  be  requested,  in  good  faith,  by  all  parties 
to  the  dispute. 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  president  and  the  vice  president 
be  empowered  to  act  in  the  Yuma  dispute  on 
a day-to-day  basis;  and  be  further  empowered 
that  they  are  acting  with  the  full  consent  of 
and  in  behalf  of  council. 
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Pro-Banthlne'with  Dartal' 


Pro-Banthihe— 

unexcelled  for  relief  of  cholinergic  spasm— 
has  been  combined  with 

Dartal — 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthme  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthme  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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MEDICAL  SCHOOL  COMMITTEE 

At  the  request  of  Doctor  Running,  the  chair- 
man read  the  Oct.  25,  1958,  AMA  report  on 
medical  education  in  collaboration  with  the 
Association  of  American  Medical  Colleges,  for 
the  information  of  council,  favoring  the  estab- 
lishment of  two-year  basic  medical  science  pro- 
grams wherever  the  environmental  situation  is 
favorable. 

Opposition  to  Establishment  of  Medical  School 

Robert  E.  Hastings,  M.D.,  alternate  delegate, 
by  letter  dated  Sept.  23,  1958,  stated: 

“Your  letter  relative  to  the  special  council 
meeting  is  at  hand.  I have  already  discussed 
the  proceedings  of  council  with  Doctor  Man- 
ning, our  president,  and  I want  to  take  this 
means  of  going  on  record  about  this  whole  situa- 
tion. 

I am  unalterably  opposed  to  the  establishing 
of  a medical  school  of  any  sort  in  Arizona,  until 
such  time  as  our  population  and  financial  ability 
as  a state  will  allow  us  to  establish  a top  flight, 
four  year  school.  I feel  that  we  are  being 
stampeded  into  something  that  none  of  us, 
really,  in  his  heart,  wants.  I agree  that  it  is 
probably  feasible  to  have  a survey  as  suggested 
by  the  board  of  regents,  and  that  if  such  a 
survey  is  going  to  be  conducted,  that  it  be- 
hooves the  medical  society  to  make  a contribu- 
tion toward  that  survey. 

I do  not  feel  that  the  fact  that  some  money 
has  been  promised  us  by  philanthropists  in 
Scottsdale,  should  alter  the  picture  in  the  least. 
If  this  man  is  generally  interested  in  establish- 
ing a medical  school  in  Arizona,  the  offer  of  a 
gift  will  stand  until  such  time  as  the  state  needs, 
and  can  afford  a top  flight  medical  school.  As 
you  know,  such  things  cost  in  the  neighborhood 
of  $20  or  $30  million  to  establish,  to  say  nothing 
of  the  exorbitant  costs  of  maintaining  such  an 
institution.  As  it  stands  now,  boys  from  Arizona 
who  really  wish  a medical  education,  can  get 
one  under  our  interstate  compact,  with  financial 
help  from  the  State  of  Arizona  that  is  far  and 
away  less  expensive  to  the  state,  than  would  be 
the  maintenance,  let  alone  the  establishment  of 
an  expensive  medical  school. 

Once  again,  I wish  to  go  firmly  on  record  as 
being  opposed  to  the  establishment  of  a second- 
rate  or  two  year  medical  school,  either  of  which, 
I feel  is  not  the  answer  to  our  problems,  opinions 
of  the  council  to  the  contrary  not  withstanding.” 


Recommendation  — Submission  of  Questions 
to  the  Board  of  Regents  — Poll  of  Council  Report 

Doctor  Melick:  As  far  as  these  questions  are 
concerned  on  a medical  school,  our  committee 
got  together  and  we  agreed  on  the  point  that 
we  should  promulgate  a number  of  questions 
which  should  be  sent  to  the  council  for  approval. 
There  are  approximately  100  questions  that 
council  was  to  review  at  this  meeting.  Our 
medical  school  committee  has  had  only  two 
actual  basic  premises  in  mind:  (1)  it’s  non- 
promotional,  which  I have  reiterated  time  and 
again;  and  (2)  that  the  Arizona  Medical  As- 
sociation should  not  go  on  record  or  at  least 
promote  and  get  behind  a medical  school,  at 
least  until  all  the  facts  are  in  hand. 

The  president  raised  the  question  as  to 
whether  or  not  the  Arizona  Medical  Association 
should  do  anything  further  in  this  regard  at 
this  time,  in  light  of  the  situation  whereby 
Russell  Poor  (Russell  H.  Poor,  Ph.D.,  University 
of  Florida)  has  been  employed  by  the  board 
of  regents  to  determine  what  should  be  ac- 
complished by  a survey.  Doctor  Poor  probably 
knows  every  question  included  in  this  list  and 
certainly  his  recommendations  to  the  board  of 
regents  will  include  answers  to  any  questions 
that  might  be  asked.  After  we  have  seen  his 
report  of  what  should  be  accomplished  in  a 
survey,  then  we  can  take  a stand,  or  ask  further 
questions. 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  medical  school  committee  be 
directed  to  suspend  any  action  with  regard  to 
formulating  a questionnaire. 

Doctor  Melick  requested  direction  of  council 
as  to  what  co-operation,  if  any,  the  medical 
school  committee  should  give  to  Doctor  Russell 
Poor  in  his  preliminary  survey  for  the  board 
of  regents. 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  committee  give  complete  and 
entire  co-operation  to  Doctor  Poor  in  any  way 
that  he  may  request. 

It  was  moved,  seconded,  and  carried,  Doctors 
Craig  and  Young  dissenting,  that 

Whereas,  there  is  almost  daily  stress  placed 
on  the  Arizona  Medical  Association  regarding 
the  subject  of  a medical  school  in  Arizona,  and 

Whereas,  the  council  of  the  Arizona  Medical 
Association  passed  a resolution  on  this  subject 
to  support  the  approach  prepared  by  the  board 
of  regents  (the  regents  have  committed  them- 
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selves  to  hire  qualified  experts  to  study  the 
questions  and  supply  the  answers  necessary  to 
proceed),  and 

Whereas,  the  association  emphasized  that  it 
will  take  no  stand  on  the  location  of  a school, 
now,  therefore  be  it 

Resolved,  that  the  association  or  its  commit- 
tees do  nothing  further  in  this  matter  of  location 
of  a medical  school  beyond  notifying  the  board 
of  regents  that  the  medical  school  committee 
will  be  available  to  aid  in  any  way,  if  requested. 

COMMUNICATIONS 
Board  of  Medical  Examiners  — 

Governor’s  Appointments 

Gov.  Ernest  W.  McFarland  announced  he  had 
re-appointed  Zenas  B.  Noon,  M.D.,  of  Nogales 
for  the  term  July  1,  1958  to  July  1,  1961,  and 
appointed  Francis  M.  Findlay,  M.D.,  of  San 
Manuel  for  the  term  Sept.  18,  1958  to  July  1, 
1961.  These  appointments  were  in  accordance 
with  the  recommendations  of  council. 

AM  A Acknowledgments  — Arizona  House 
of  Delegates  Resolutions 

AM  A acknowledged  receipt  of  resolutions: 
No.  4 Compulsory  Assessment  of  Medical  Staff 
by  Hospitals,  and  No.  5 Arizona  Central  Cancer 
Registry,  as  adopted  by  the  Arizona  House  of 
Delegates,  May  3,  1958.  Received  and  filed. 
Maryland  Medical  and  Chirurgical  Faculty  — 
Veterans’  Medical  Care 

The  committee  on  veterans'  medical  care  of 
the  Maryland  Medical  and  Chirurgical  Faculty 
recommended: 

“1.  Limit  federal  medical  care  of  all  veterans 
to  service-connected  disabilities. 

2.  Have  veterans  with  service-connected  dis- 
abilities cared  for  by  the  armed  forces  hospitals 
or  by  local  civil  hospitals  on  a home-town  care 
basis.  U.  S.  Public  Health  hospitals  might  also 
be  used  to  a limited  extent. 

3.  If,  and  when.  No.  1 and  No.  2 are  ac- 
complished, a study  should  be  made  from  the 
state  level  as  to  the  disposition  of  the  VA  hos- 
pital facilities.  Consideration  should  be  given 
to  turning  them  over  to  the  states,  possibly  as 
hospitals  for  tuberculosis  and  neuropsychiatric 
patients. 

4.  That  the  Medical  and  Chirurgical  Faculty 
of  the  State  of  Maryland  appoint  a properly 
financed  committee  to  investigate  the  cost  of 
patient  care  in  VA  hospitals  in  the  State  of 
Maryland,  as  compared  with  the  cost  of  patient 
care  in  civil  hospitals.  There  is  reason  to  believe 


that  not  only  is  the  per  diem  cost  higher  (if  all 
costs  are  included)  but  that  the  longer  average 
stay  of  the  patient  in  VA  hospitals  boosts  the 
costs  appreciably  higher. 

5.  That  the  Medical  and  Chirurgical  Facility 
ascertain  the  number  of  additional  hospital  beds 
needed  in  Maryland  if  VA  hospitals  are  dis- 
banded, and  that  they  encourage  measures  to 
provide  such  beds. 

6.  That  the  action  of  the  facility  be  communi- 
cated to  the  American  Medical  Association,  and 
to  all  state  medical  societies. 

7.  That  the  faculty  make  an  organized  effort 
to  get  congressional  action  in  order  to  consum- 
mate such  of  these  aims  as  come  within  their 
province.” 

Maryland  Medical  and  Chirurgical  Faculty  — 
Accreditation  of  Hospitals  and  Intern 
Resident  Training  Programs 

The  Maryland  Medical  and  Chirurgical  Fac- 
ulty, at  its  meeting  held  Sept.  12,  1958,  resolved: 

“1.  The  Medical  and  Chirurgical  Faculty  of 
the  State  of  Maryland  based  on  its  collective 
experience  and  study,  hereby  makes  a finding 
of  fact  that  the  presently  existing  methods  of 
approving  and  disapproving  hospitals  for  ac- 
creditation adversely  affect  the  potentialities 
and  effectiveness  of  such  institutions  generally 
and  the  resident,  intern  and  visiting  physicians 
associated  with  such  hospitals  specifically; 

2.  The  commission  on  accreditation  of  hos- 
pitals and  the  council  on  medical  education  and 
hospitals  review  and  reconsider  their  objectives 
and  their  procedures  and  evaluation  methods 
in  achieving  such  objectives; 

3.  The  opinions  and  findings  of  local  medical 
societies  be  given  more  weight  in  appraising 
hospital  facilities  and  services  for  accreditation. 
AMEF  — Arizona  Action  re  Christmas  Gifts 

by  Pharmacists,  Etc. 

George  F.  Lull,  M.D.,  president.  AMEF.  b\ 
letter  dated  Oct.  10,  1958,  advised. 

“On  behalf  of  the  board  of  directors  of  th- 
American  Medical  Education  Foundation  as  v < 
as  the  medical  schools  who  so  surgently  need 
our  support,  I am  asking  you  to  thank  the 
council  of  the  Arizona  Medical  Association  for 
their  recent  action  in  support  of  the  foundation. 

1 am  sure  that  this  is  the  genesis  of  a new 
source  of  income  for  the  schools,  and  1 am 
impressed  with  the  imagination  and  foresight 
of  your  council's  action. 
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Arizona  Pharmaceutical  Assn.,  Inc. 

The  Arizona  Pharmaceutical  Association,  Inc., 
through  its  executive  committee,  endorsed  a 
plan  for  pharmacists  to  donate  to  the  American 
Medical  Education  Foundation. 

Received  and  filed. 

WMA  Central  Repository  for 
Medical  Credentials 

Frank  W.  Barton,  secretary,  AM  A Council  on 
National  Defense,  announced  that  on  July  1, 
1958,  the  services  of  a central  repository  for 
medical  credentials  became  available  to  doctors 
of  the  world. 

PUBLIC  RELATIONS  BOARD 
Arizona  Press  Club  Awards 

Doctor  Poison  referred  to  the  newly  proposed 
Arizona  Press  Club  awards  program  and  its 
request  that  our  association  continue  participa- 
tion, stating:  “it  was  pointed  out  very  forcibly 
that  they  expected  us  to  do  it  but  we  didn’t  have 
to  do  it.  I polled  the  public  relations  board  and 
by  a vote  of  eight  for  to  three  against,  we  de- 
cided to  go  along  with  it  for  value  received  in 


press  relations.  It  will  cost  instead  of  $100,  as 
we  donated  in  prior  years,  $300.  If  there  is  no 
objection,  we  will  go  ahead  with  it.”  Action 
ratified. 

NATIONAL  CASUALTY  COMPANY  - 
GROUP  INSURANCE  PROGRAM 

The  National  Casualty  Company  of  Detroit, 
underwriters  of  the  association  group  accident 
and  sickness  insurance  program,  reported  on  its 
claims  experience  for  the  period  July  15,  1956 
1958,  totalling  $68,764.35,  reflecting  an  increase 
over  the  initial  three  year  period  (July  15,  1953 
to  July  15,  1956)  which  totalled  $80,332.67.  Par- 
ticipation has  dropped  to  52  per  cent.  Council  is 
requested  to  recommend  a physician  for  each  of 
the  Tucson  and  Phoenix  areas  who  will  repre- 
sent the  insurance  carrier  on  referrals  for  inde- 
pendent evaluation  of  cases.  It  was  determined 
that  the  grievance  committee  would  be  avail- 
able for  such  services. 

Leslie  B.  Smith,  M.  D., 
Secretary 


> weir*  sisttr 

MID  TOWN  MEDICAL  BUILDING 


1 North  12th  Street  Phoenix,  Arizona 

Centrally  located  with  adequate  parking  on  premises. 

Two  M.D.  suites  available  — 600  Sq.  Ft. 

Two  examining  rooms  — One  consultation  room 
Two  lavoratories  — Waiting  room  — Receptionist  booth 
Individual  refrigeration  (3  tons)  and  automatic  heating 

Pharmacy,  Dentist,  X-ray  and  Clinical  Laboratory  in  the  building 
FOR  INFORMATION: 

CALL  AL  3-2273 
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PSYCHIATRY  AND  GENERAL 
MEDICINE 

Daniel  Blain,  M.D.  will  address  the  breakfast 
meeting  at  Camelback  Hospital  at  8 a.m.,  Tues- 
day, Jan.  27,  1959.  His  subject  will  be,  “Psy- 
chiatry and  General  Medicine.” 

Dr.  Blain  was  long-time  medical  director  of 
the  American  Psychiatric  Association.  Toward 
the  end  of  1958,  he  accepted  a position  as  di- 
rector of  the  Mental  Health  Training  and  Re- 
search Project  of  the  Western  Interstate  Com- 
mission on  Higher  Education  on  a half-time 
basis.  He  is  also  directing  an  APA  sponsored 
“manpower  project”  concerned  with  the  recruit- 
ment, distribution,  and  utilization  of  psychia- 
trists throughout  the  country.  He  accepted  an 
appointment  as  professor  of  clinical  psychiatry 
at  the  University  of  Pennsylvania  and,  in  con- 
nection with  the  WICHE  position,  will  work 
with  departments  of  psychiatry  at  the  Universi- 
ties of  Colorado  and  Utah. 

The  1958  APA  Biographical  Directory  credits 
him  with  over  45  publications.  He  has  taught 
at  Georgetown  University  since  1947,  his  last 
title  there  being  that  of  Clinical  Professor  of 
Psychiatry.  He  is  a member  of  AMA,  ACP, 
APsAnA,  A Psy-path  A,  ARNMD,  A Soc  S.  His 
military  record:  Captain,  USPHS  1942-1946. 


HEAR! 

WE  BELIEVE 

MAICO  of  PHOENIX  HEARING  SERVICE  now 
has  the  most  modern,  up-to-date  hearing  of- 
fices in  Arizona.****** 

MAICO'S  nine  models  of  "temperature  com- 
pensated" all-transistor  hearing  aids  can  not 
be  bettered  by  any  other  hearing  aid  in  the 
world  — at  any  price.****** 

MAICO  of  PHOENIX  has  the  best  and  latest 
in  testing  equipment  to  give  your  patients  the 
utmost  in  fitting.****** 

Our  technical  knowledge  of  testing  and  fit- 
ting, plus  MAICO'S  experience  and  knowledge 
in  the  manufacture  of  hearinq  testing  equip- 
ment, as  well  as  the  very  finest  of  hearing 
aids,  allows  us  to  give  your  patients  the  very 
best  in  hearing  it  is  possible  for  them  to  have. 

MAICO  of  PHOENIX 

HEARING  SERVICE 

40  E.  MONROE  ST.  PHONE  AL  8-0270 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDASE* 

STREPTOKINASE-STREPTOOORNASE  UCE8U  1 


*Reo.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 


TABLETS 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
REPORT  OF  THE  DELEGATE 

Jesse  D.  Hamer,  M.D.,  Delegate. 


ACTIONS  OF  THE  HOUSE  OF  DELE- 
GATES, 

AMERICAN  MEDICAL  ASSOCIATION, 
12th  CLINICAL  SESSION 
DEC.  2-5,  1958,  MINNEAPOLIS,  MINN. 

\ OUR  delegate,  as  well  as  the  executive  secre- 
tary of  the  Arizona  Medical  Association,  Mr. 
Robert  Carpenter,  attended  all  meetings  of  the 
house  of  delegates,  as  well  as  an  all  day  session 
on  Dec.  1,  sponsored  by  the  committee  on  fed- 
eral medical  services,  of  the  council  on  medical 
service,  dealing  with  various  aspects  of  veterans 
medical  care  and  the  Medicare  program. 

This  summery  covers  only  a few  of  the  many 
important  subjects  dealt  with  by  the  house  of 
delegates,  and  is  not  intended  as  a detailed  re- 
port on  all  actions  taken. 

Health  care  of  the  aged,  the  report  of  the 
AMA  commission  on  medical  care  plans,  oste- 
opathy, expansion  of  medical  education  facili- 
ties, the  association’s  administrative  changes,  the 
report  of  the  committee  to  study  AMA  objectives 
and  basic  programs,  and  voluntary  health  or- 
ganization fund  raising  were  among  the  wide 
variety  of  issues  considered  by  the  house  of  del- 
egates at  the  American  Medical  Association’s 
12th  clinical  meeting  held  Dec.  2-5  in  Minne- 
apolis. 

Dr.  Lonnie  A.  Coffin  of  Farmington,  Iowa, 
was  named  the  1958  general  practitioner  of  the 
year  for  his  outstanding  contributions  to  the 
health  and  civic  affairs  of  his  home  community. 
Dr.  Coffin,  who  is  the  first  Iowan  to  receive  the 
annual  GP  award,  accepted  his  gold  medal  on 
behalf  of  “all  the  men  who  have  dedicated  their 
lives  to  the  general  practice  of  medicine.’ 

Speaking  at  the  Tuesday  opening  session  of 
the  house,  Dr.  Gunnar  Gundersen  of  La  Crosse, 
Wis.,  AMA  president,  called  upon  the  medical 
profession  to  exert  leadership  and  imagination 
in  meeting  the  problems  of  these  changing  times. 
Urging  practical  actions  to  solve  medico-eco- 
nomic challenges,  Dr.  Gundersen  declared  that 
"the  time  has  passed  for  policies  based  on  gen- 
eralities, platitudes  and  flag-waving.”  He  also 
suggested  that  the  association  offer  support  and 
co-operation  to  proposals  for  an  International 
Medical  Year. 

Gov.  Orville  L.  Freeman  of  Minnesota,  who 


also  addressed  the  opening  session,  asked  for 
“the  help  of  the  leaders  of  the  medical  profes- 
sion in  working  out  a program  that  will  most 
adequately  meet  the  needs  of  our  older  citizens 
for  health  care  and  services  of  the  highest  qual- 
ity.” 

With  half  a day  still  to  go,  total  registration 
Thursday  evening  had  reached  4,880,  including 
2,870  physicians. 

Health  Care  of  the  Aged 
Responding  to  Dr.  Gundersen’s  call  for  action 
and  Governor  Freeman’s  plea  for  help  in  meet- 
ing the  health  care  needs  of  the  aged,  the  house 
of  delegates  adopted  the  following  proposal  sub- 
mitted by  the  council  on  medical  service  and 
endorsed  by  the  board  of  trustees: 

“For  persons  over  65  years  of  age  with  re- 
duced incomes  and  very  modest  resources,  it  is 
necessary  immediately  to  develop  further  the 
voluntary  health  insurance  or  prepayment  plans 
in  a way  that  would  be  acceptable  both  to  the 
recipients  and  the  medical  profession.  The  med- 
ical profession  must  continue  to  assert  its  lead- 
ership and  responsibility  for  assuring  adequate 
medical  care  for  this  group  of  our  citizens. 

“Therefore,  the  council  on  medical  service 
recommends  to  the  house  of  delegates  the  adop- 
tion of  the  following  proposal:  That  the  Ameri- 
can Medical  Association,  the  constituent  and 
component  medical  societies,  as  well  as  physi- 
cians everywhere,  expedite  the  development  of 
an  effective  voluntary  health  insurance  or  pre- 
payment program  for  the  group  over  65  with 
modest  resources  or  low  family  income;  that 
physicians  agree  to  accept  a level  of  compensa- 
tion for  medical  services  rendered  to  this  group 
which  will  permit  the  development  of  such  in- 
surance and  prepayment  plans  at  a reduced  pre- 
mium rate.” 

In  order  to  effect  the  immediate  implementa- 
tion of  such  a program,  the  house  directed  that 
copies  of  the  proposal  be  distributed  to  medical 
society  approved  plans,  including  Blue  Shield 
and  private  insurance  programs,  requesting  their 
co-operation. 

Commission  on  Medical  Care  Plans 
The  long-awaited  report  of  the  commission  on 
medical  care  plans,  appointed  at  the  1954  clin- 
ical meeting  in  Miami,  was  discussed  for  two 
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hours  at  a reference  committee  hearing,  but  the 
house  decided  to  defer  action  until  the  June 
1959,  meeting.  In  so  doing,  the  delegates  adop- 
ted this  statement : 

“We  respectfully  suggest  to  the  constituent 
associations  reviewing  the  report  in  the  interim, 
that  their  attitude  regarding  the  report  will  be 
clarified  if  they  arrive  at  some  decisions  in  re- 
gard to  the  following  basic  points: 

“1.  Free  Choice  of  Physician  — Acknowledg- 
ing the  importance  of  free  choice  of  physician, 
is  this  concept  to  be  considered  a fundamental 
principle,  incontrovertible,  unalterable,  and  es- 
sential to  good  medical  care  without  qualifica- 
tion? 

“2.  Closed  Panel  Systems  — What  is  or  will  be 
your  attitude  regarding  physician  participation 
in  those  systems  of  medical  care  which  restrict 
free  choice  of  physician? 

“These  suggestions  acknowledge  that  the  pol- 
icy of  the  American  Medical  Association  to  en- 
courage and  support  the  highest  quality  of  med- 
ical care  for  all  patients  remains  unchanged. 
They  question,  however,  whether  attitudes  to- 
ward the  free  choice  of  physician  and  the  closed 
panel  system  may  be  undergoing  evolutionary 
change.” 

The  house  recommended  that  the  board  of 
trustees  invite  the  constituent  associations  to  for- 
ward their  replies  to  these  questions  to  the  exec- 
utive vice  president  60  days  in  advance  of  the 
June  1959,  meeting. 

Osteopathy 

Considerable  discussion  centered  on  a resolu- 
tion which  would  have  recognized  that  consti- 
tuent medical  associations  have  the  right  to  es- 
tablish the  relationship  of  the  medical  profession 
to  the  osteopathic  profession  within  their  re- 
spective states.  The  house  decided,  however, 
that  the  resolution  in  question  did  not  offer  the 
appropriate  solution  to  the  osteopathic  problem. 
Instead,  the  delegates  requested  the  judicial 
council  to  review  past  pronouncements  of  the 
house  on  osteopathy  and  the  status  of  the  laws 
of  the  various  states  in  this  regard.  The  council 
was  asked  to  present  its  report  and  recommenda- 
tions at  the  June  1959,  meeting.  The  house  “no- 
ted with  favor  that  the  American  Osteopathic 
Association  has  amended  its  objectives  as  stated 
in  its  constitution  by  deleting  reference  to  the 
eultism  of  Andrew  J.  Still." 


Medical  Education 

The  house  approved  a statement  by  the  coun- 
cil on  medical  education  and  hospitals  support- 
ing the  development  of  additional  facilities  for 
basic  medical  education,  and  it  urged  the  entire 
profession  to  give  that  policy  strong  support  in 
order  to  correct  misinterpretations  of  the  associ- 
ation’s viewpoint  regarding  the  supply  of  phy- 
sicians. 

“American  medicine,”  the  statement  points 
out,  “fully  recognizes  the  needs  being  brought 
about  by  the  increasing  population,  social  and 
economic  trends,  and  the  changing  dimensions 
of  medical  knowledge  and  its  application.”  Urg- 
ing careful  analysis  of  those  needs,  the  statement 
says  that  existing  medical  schools  should  con- 
sider the  possibility  of  increasing  their  enroll- 
ments and  developing  new  facilities.  It  also  de- 
clares that  American  medicine  has  the  responsi- 
bility to  encourage  the  creation  of  new  four-year 
medical  schools  and  two-year  basic  science  pro- 
grams by  institutions  of  higher  education  which 
can  provide  the  desirable  setting. 

AMA  Administrative  Structure 

A board  of  trustees  report  on  the  administra- 
tive structure  of  the  association  was  approved 
by  the  house,  which  termed  the  reorganization 
of  the  headquarters  staff  as  a long  and  impor- 
tant step  in  the  right  direction.  The  report  in- 
formed the  house  that  the  Chicago  staff  has  been 
divided  into  the  following  seven  divisions:  busi- 
ness division,  law  division,  communications  di- 
vision, field  division,  division  of  scientific  pub- 
lications, division  of  socio-economic  activities, 
and  division  of  scientific  activities.  The  latter 
two  are  still  in  the  process  of  development  and 
are  temporarily  under  the  direction  of  the  as- 
sistant executive  vice  president.  The  board  also 
reported  that  the  committee  on  legislation  has 
been  renamed  the  council  on  legislative  activi- 
ties, with  the  director  of  the  law  division  as 
council  secretary.  This  new  council  will  under- 
take an  enlarged,  strengthened  legislative  pro- 
gram, closely  co-ordinated  with  the  activities  oi 
the  new  field  staff  and  the  Washington  off  m 
The  latter  also  has  been  reorganized,  with  own- 
all  direction  coming  from  Chicago. 

AMA  Objectives  and  Basic  Programs 

The  house  received  and  commended  the  re- 
port of  the  committee  to  study  VMA  objectives 
and  basic  programs,  which  it  said  may  be  a sig- 
nificant milepost  in  the  associations  history.  In 
approving  one  of  the  committee’s  recommenda- 
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tions,  the  house  referred  to  the  council  on  con- 
stitution and  by-laws  the  following  amendment 
of  Article  II  of  the  constitution: 

“The  objectives  of  the  association  are  to  pro- 
mote the  science  and  art  of  medicine  and  the 
betterment  of  public  health  and  an  understand- 
ing of  the  socio-economic  conditions  which  will 
facilitate  the  attainment  of  these  objectives.” 

The  house  also  recommended  that  the  board 
of  trustees  establish  a mechanism  which  will  as- 
sume the  responsibility  for  promoting  active  liai- 
son with  each  national  medical  society.  “In  the 
scientific  fields,”  the  house  declared,  “the  role 
of  the  AMA  should  be  primarily  that  of  leader- 
ship, but  every  endeavor  should  be  made  to 
bring  about  co-ordination  of  the  special  fields  of 
scientific  interest  of  the  other  national  medical 
organizations.”  The  delegates  also  approved  a 
recommendation  that  the  board  of  trustees  give 
serious  consideration  to  opening  the  publica- 
tions of  the  association  to  a free  and  open  dis- 
cussion of  socio-economic  problems  applicable 
to  medicine. 

F unci  Raising 

Once  again  considering  fund  raising  problems 
which  have  arisen  since  development  of  the  con- 
cept of  united  community  effort,  the  house 
passed  a resolution  which  pointed  out  that  the 
action  taken  last  June  in  San  Francisco  has  been 
interpreted  by  some  as  disapproving  the  inclu- 
sion of  voluntary  health  agencies  in  United  Fund 
drives.  It  then  stated  that  “the  American  Medi- 
cal Association  neither  approves  nor  disapproves 
of  the  inclusion  of  voluntary  health  agencies  in 
United  Fund  drives.”  The  resolution  also  re- 
quested the  board  of  trustees  to  arrange  a top- 
level  conference  with  the  voluntary  health  agen- 
cies, the  United  Funds  and  other  parties  inter- 
ested in  the  raising  of  funds  for  health  causes, 
with  a view  toward  resolving  misinterpretations 
and  other  difficulties  in  this  area. 

Miscellaneous  Actions 

In  dealing  with  a wide  variety  of  other  sub- 
jects, the  house  also: 

Took  notice  of  the  recent  restrictive  changes 
in  the  Medicare  program;  expressed  regret  at 
the  substitution  of  federal  facilities  for  private 
care  in  the  areas  mentioned,  and  urged  the  as- 
sociation to  encourage  the  re-establishment  of 
services  under  the  free  choice  principle  to  ac- 
complish the  original  intent  of  the  act; 

Recommended  that  the  Social  Security  Act 


be  amended  by  congress  to  permit  states  to 
combine  the  present  four  public  assistance  medi- 
cal programs  into  a single  medical  program, 
administered  by  a single  agency  and  making 
available  unifority  of  services  to  all  eligible 
public  assistance  recipients  in  the  state; 

Authorized  the  council  on  medical  service  to 
sponsor  at  the  earliest  practicable  date  a con- 
gress on  prepaid  health  insurance; 

Approved  a plan  to  develop  buyers’  guides 
which  will  be  sent  to  physicians  to  help  then- 
patients  analyze  the  merits  of  available  health 
insurance  programs; 

Approved  a by-law  amendment  which  will 
allow  dues  exemptions  for  interns  and  residents 
serving  in  training  programs  approved  by  the 
council  on  medical  education  and  hospitals; 

Called  to  the  attention  of  all  individuals  or 
institutions  responsible  for  intern  and  resident 
training  that  medical  services  provided  to  pa- 
tients in  hospitals  are  the  responsibility  of  duly 
licensed  physicians; 

Encouraged  the  voluntary  registration  of  the 
paramedical  personnel  who  assist  physicians, 
but  opposed  the  extension  of  governmental  li- 
censure and  governmental  registration  at  this 
time; 

Heartily  approved  and  lauded  the  purpose, 
content  and  format  of  the  AMA  News  and  rec- 
ommended continuance  of  the  publication  under 
its  present  and  established  policies; 

Agreed  with  the  committee  on  medical  prac- 
tices that  relative  values  studies  should  be  con- 
ducted by  each  constituent  medical  association 
but  not  on  a national  or  regional  basis  by  the 
AMA; 

Urged  each  constituent  society  to  establish 
a committee  on  rehabilitation  to  carry  out  ac- 
tivities recommended  by  the  board  of  trustees; 

Called  for  continued  activity  at  all  levels  to 
stimulate  the  development  of  effective  polio- 
myelitis inoculation  programs; 

Suggested  that  the  association  take  immedi- 
ate steps  toward  developing  a plan  whereby 
reserve  medical  units  and  individuals  not  im- 
mediately involved  in  military  operations  could 
be  used  to  supplement  civil  defense  operations, 
and 

Expressed  gratitude  and  appreciation  for  the 
long  years  of  devoted  service  by  Dr.  Austin 
Smith,  who  has  resigned  as  editor  of  The  Journal 
of  the  American  Medical  Association. 

At  the  opening  session,  six  state  medical  so- 
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cieties  contributed  a total  of  almost  $250,000  to 
the  American  Medical  Education  Foundation. 
The  gifts  were:  California,  $150,305.75;  Indiana, 
$35,110;  New  Jersey,  $25,000;  New  York, 
$19,608;  Utah,  $9,977.50  and  Arizona,  $8,657.50. 
In  addition,  the  American  Medical  Association 
announced  a contribution  of  $100,000  to  the 
foundation. 


It  also  was  announced  on  the  opening  day 
of  the  meeting  that  Dr.  W.  Linwood  Ball  of 
Richmond,  Va.,  AMA  vice  president,  had  been 
appointed  to  the  board  of  trustees  to  fill  the 
vacancy  caused  by  the  recent  death  of  Dr. 
Warren  Furey  of  Chicago.  Dr.  Ball,  who  will 
serve  on  the  board  until  next  June,  said  he  will 
not  be  a candidate  to  succeed  himself. 


THE  PHYSICIAN'S  ROLE  IN  THE  SOCIAL  SECURITY 
DISABILITY  PROGRAM 

By  Palmer  Dysart,  M.D. 

Medical  Consultant, 

Disability  Determination  Section 
Division  of  Vocational  Rehabilitation 


W HAT  is  wanted  when  a doctor  receives  a 
medical  report  form  from  Social  Security?  Fet 
me  explain  — 

Doctors,  hospitals,  institutions,  and  agencies 
who  have  contact  with  disabled  people  are 
frequently  asked  these  days  to  fill  out  medical 
reports  in  connection  with  claims  under  the 
disability  provisions  of  the  social  security  law. 
These  provisions  protect  severely  disabled  peo- 
ple in  three  ways: 

1.  Benefits  are  provided  for  insured  workers 
age  50-65  who  are  no  longer  able  to  work  be- 
cause of  an  extended  total  disability.  Beginning 
September  1958,  benefits  may  also  be  paid  to 
certain  of  the  disabled  workers’  dependents  — 
namely,  wives  and  dependent  husbands  who 
have  reached  retirement  age,  unmarried  de- 
pendent children  (including  sons  or  daughters 
disabled  in  childhood),  and  wives,  regardless 
of  age,  who  have  in  their  care  children  entitled 
to  benefits. 

2.  Benefits  can  be  paid  to  adult  disabled  sons 
and  daughters  of  retired  workers  and  of  workers 
who  have  died.  To  be  eligible  for  these  bene- 
fits, the  disabled  son  or  daughter  must  have  a 
disability  which  began  before  age  18  and  has 
continued  uninterruptedly. 

3.  Disabled  workers,  regardless  of  age,  can 
“freeze”  their  social  security  records  to  protect 
their  own  and  their  families’  future  benefit 
rights. 

To  qualify  under  these  disability  provisions, 
a person  must  be  unable  to  engage  in  any  sub- 
stantial gainful  activity  by  reason  of  a medically 
determinable  physical  or  mental  impairment 
which  can  be  expected  to  result  in  death  or  to 


be  of  long-continued  and  indefinite  duration. 
A disabled  worker  must,  in  addition,  have  social 
security  credits  for  work  in  at  least  five  out  of 
the  10  years  before  he  became  disabled  and 
must  be  fully  insured.  The  social  security  credits 
needed  for  a fully  insured  status  vary  from  per- 
son to  person  depending  on  age.  Five  years  of 
work  under  social  security  will  be  enough  to 
meet  the  “fully  insured”  requirement  through 
1960.  Anyone  with  10  years  of  social  security 
credits  is  fully  insured  for  life. 

Benefits  are  not  payable  for  the  first  six 
months  that  a person  is  disabled.  However,  as 
in  the  case  of  the  old-age  insurance  benefits, 
the  law  protects  a person  who  delays  filing  his 
application  for  some  time  after  he  meets  the 
requirements  for  payment  (including  the  six- 
month  waiting  period),  in  that  it  permits  back 
payments  for  as  much  as  12  months. 

Workers  with  long-standing  disabilities  have 
until  June  30,  1961,  to  apply  to  have  their  social 
security  records  frozen  as  of  the  time  they 
actually  become  disabled.  In  some  cases  this 
may  be  as  far  back  as  October  1941,  the  first 
date  when  the  work  requirements  could  have 
been  met. 

Under  the  social  security  law,  the  benefits 
payable  to  a child  ordinarily  stop  at  age  18. 
Where  a disabled  child  was  entitled  to  benefits 
before  age  18,  his  benefits  will  be  continued 
so  long  as  he  is  disabled.  Otherwise,  his  benefits 
begin  when  the  parent  on  whom  he  is  dependent 
becomes  entitled  to  disability  benefits  (age  50- 
65)  or  to  old-age  insurance  benefits,  or  dies, 
regardless  of  the  child’s  age  at  that  time.  In 
contrast  to  the  applicant  for  disability  insurance 
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benefits  or  for  a “freeze,’’  the  disabled  child  does 
not  need  a record  of  work  under  social  security. 
The  disabled  child  must,  however,  meet  the 
same  definition  of  disability  as  disabled  workers. 
The  mother  of  the  person  receiving  this  type 
of  benefit  may  qualify  for  mother’s  benefits  if 
she  has  the  disabled  son  or  daughter  in  her  care. 

Role  of  State  Office 

All  applicants,  whether  for  benefits  or  for 
the  freeze,  are  referred  to  their  state  vocational 
rehabilitation  services.  Payments  to  the  disabled 
worker  and  his  eligible  dependents  are  sus- 
pended, if  the  disabled  worker  refuses,  without 
good  cause,  to  accept  available  rehabilitation 
services.  However,  all  referrals  to  vocational  re- 
habilitation services  may  not  be  accepted  for 
such  services  because  of  factors  involving  feas- 
ibility such  as  advanced  age,  marked  severity 
of  impairments,  attitude,  etc.,  which  might  ad- 
versely affect  efforts  to  return  the  individual  to 
employment.  On  the  other  hand,  if  the  disabled 
worker  accepts  the  rehabilitation  services  and 
performs  work  pursuant  to  an  approved  state 
vocational  rehabilitation  program,  benefits  may 
continue  for  as  much  as  12  months  after  he 
starts  that  work. 

Applications  under  the  social  security  dis- 
ability provisions  are  taken  by  the  584  social 
security  district  offices,  located  in  communities 
all  over  the  nation.  The  social  security  district 
office  gives  the  disabled  applicant  information 
about  his  rights,  helps  him  to  fill  out  his  appli- 
cation, and  advises  as  to  the  proofs  and  docu- 
ments he  may  need  to  support  that  application. 
Under  the  law,  the  disabled  person  is  responsible 
for  furnishing,  at  his  own  expense,  the  evidence 
to  show  that  he  is  “disabled”  within  the  meaning 
of  the  social  security  law. 

His  social  security  district  office  gives  him 
one  or  more  copies  of  a medical  report  form  on 
which  this  evidence  can  be  supplied.  He  is 
asked  to  take  or  mail  this  form  to  his  attending 
physician  or  to  a hospital,  institution,  public 
or  private  agency  where  he  has  been  treated 
for  his  disabling  condition.  This  report  form, 
designed  as  a guide  for  the  reporting  physician 
lists  the  kind  of  medical  facts  essential  for  the 
determination  of  “disability.”  However,  the  re- 
porting doctor  is  not  required  to  use  it;  if  he 
prefers,  he  may  make  his  report  in  the  form 
of  a narrative  summary  or  he  may  submit  photo- 
copies of  the  pertinent  medical  records.  The 
completed  reports  are  to  be  returned  by  mail 
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to  the  social  security  district  office  (or  to  a 
state  agency,  if  indicated). 

By  providing  a full  and  objective  clinical  pic- 
ture of  his  patient,  the  reporting  doctor  fulfills 
Iris  responsibility  to  his  patient,  and  incidentally, 
expedites  the  decision.  To  be  of  maximum  use 
for  the  evaluation  of  a patient’s  capacity  for 
work,  the  report  should  include  a history  of  the 
impairment,  the  symptomatology,  clinical  find- 
ings, diagnosis,  and  course  of  the  disease  with 
objective  findings  during  acute  phase  and  after 
maximum  improvement  has  occurred.  It  should 
be  noted  that  the  attending  physician  is  asked 
only  to  provide  this  type  of  objective  medical 
data.  He  is  not  put  in  the  position  of  having  to 
decide  the  issue  of  “disability.”  The  determina- 
tion as  to  whether  a patient  is  “disabled”  must 
be  made  within  the  scope  of  the  social  security 
law;  often  it  is  based  on  evidence  from  more 
than  one  medical  source.  Also  the  determination 
must  take  into  account  factors  which  are  not 
purely  medical  — factors  such  as  education, 
training,  and  work  experience. 

After  the  applicant  has  filed  his  claim  under 
the  disability  provisions,  and  furnished  the  sup- 
porting evidence,  his  case  is  forwarded  by  his 
social  security  office  to  an  agency  of  his  state 
— usually  the  state  vocational  rehabilitation 
agency.  Under  agreements  between  the  indi- 
vidual states  and  the  federal  government,  these 
state  agencies  make  the  disability  determinations 
for  their  own  residents. 

In  the  State  of  Arizona,  the  agreement  with 
the  federal  government  provides  for  the  division 
of  vocational  rehabilitation  to  make  these  dis- 
ability7 determinations,  and  for  this  purpose  a 
disability  determination  section  was  set  up. 

Evaluation  Requirements 

The  evaluation  of  disability  is  made  by  a 
“review  team”  in  the  state  agency.  There  are 
at  least  two  professional  people  on  each  team. 
One  of  the  two  is  a doctor  of  medicine  (often 
a practicing  physician  who  serves  with  the  state 
agency  on  a part-time  basis ) ; the  other  is  trained 
in  evaluating  the  personal  and  vocational  as- 
pects of  disability.  The  team  must  decide 
whether  the  applicant  is  sufficiently  disabled  to 
prevent  him  from  engaging  in  any  substantial 
gainful  activity  within  the  foreseeable  future. 
Such  activity  is  not  limited  to  former  types  of 
employment. 

In  many  cases  it  is  necessary  to  write  back 
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to  the  reporting  physician  because  the  medical 
report  does  not  contain  enough  clinical  facts. 
As  a rule,  the  kinds  of  medical  facts  that  the 
attending  physician  needs  in  making  his  diag- 
nosis and  in  treating  his  patient  are  the  same 
as  those  required  to  evaluate  the  severity  of 
impairments  in  disability  programs.  However, 
certain  medical  facts  are  more  highly  significant 
in  disability  evaluation  than  to  medical  manage- 
ment of  the  case.  To  evaluate  the  effect  of  the 
impairment  on  the  individual’s  ability  to  work 
requires  the  kind  of  medical  evidence  that  con- 
firms the  diagnosis  and  measures  remaining 
functional  capacities  of  mind  and  body.  By  fur- 
nishing complete  and  objective  evidence,  the 
reporting  physician  makes  it  unnecessary  for  the 
reviewing  physician  to  request  additional  clinical 
or  laboratory  data. 

Where  the  medical  evidence  initially  sub- 
mitted indicates  a reasonable  likelihood  that  the 
applicant  is  disabled,  but  more  precise  clinical 
or  laboratory  findings  are  needed  to  arrive  at 
a sound  decision,  or  to  resolve  conflicts  in  the 
evidence,  a consultative  examination  ( usually 
at  the  specialist  level)  may  be  requested  to 
obtain  additional  information.  Selection  of  con- 
sulting physicians  and  payment  of  fees  are  gov- 
erned by  state  practices. 

Some  doctors  feel  that  they  should  be  reim- 
bursed by  the  government  for  the  cost  of  pre- 
paring the  intial  medical  reports  on  their  pa- 
tients, and  it  is  of  course,  quite  within  their 
prerogative  to  charge  the  patient  a fee  for  that 
service.  However,  under  the  law,  the  social 
security  administration  cannot  pay  that  fee;  that 
is  the  individual’s  responsibility. 

Other  doctors  are  perturbed  when  asked  to 
complete  medical  reports  for  individuals  whom 
they  may  not  have  seen  for  years.  In  these  cases, 
however,  the  physician  is  not  expected  to  de- 
scribe the  present  condition  of  the  patient,  but 
the  course  of  the  disease  and  his  medical  condi- 
tion as  of  the  time  he  made  his  last  examination, 
for  the  early  history  and  clinical  findings  are 
needed  to  arrive  at  an  equitable  date  of  onset 
of  a disability  and  provide  evidence  of  chronic- 
ity. 

Evaluation  of  Disability 

The  central  purpose  of  disability  evaluation 
is  to  determine  remaining  mental  and  physical 
capacities.  To  determine:  (1)  what  the  claimant 


has  left,  and  ( 2 ) what  he  can  do  with  what 
he  has  left. 

A realistic  evaluation  of  disability  must  be 
based  on  clinical  and  laboratory  tests  of  the 
individual’s  ability  to  meet  the  physical  and 
mental  demands  of  activity,  to  reason,  to  per- 
ceive, co-ordinate,  and  to  perform  certain  basic 
activities  such  as  sitting,  standing,  bending, 
walking,  and  manual  function.  When  incapacity 
results  from  severe  impairment  of  one  or  more 
such  functions,  it  is  essential  to  establish  not 
only  the  fact  that  functional  impairment  exists, 
but  also  its  extent. 

A brief  discussion  of  disability  from  heart 
disease  may  serve  to  illustrate  the  kind  of  evi- 
dence needed  to  measure  the  patient’s  remaining 
functional  capacity,  after  appropriate  therapy. 
Most  frequently,  impairments  of  the  circulatory 
system  produce  loss  of  bodily  function  by  re- 
duction of  cardiac  reserve,  or  interference  with 
peripheral  vascular  circulation.  As  a result  the 
circulatory  apparatus  cannot  meet  effectively 
the  metabolic  demands  placed  upon  it.  The  diag- 
nosis of  the  condition  usually  reflects  whether 
the  impairment  is  caused  by  valvular  disease, 
myocardial  damage,  or  vascular  pathology. 

Cardiac  size  by  x-ray  or  percussion,  ausculta- 
tory findings  and  EKG  findings  furnish  objec- 
tive proof  of  cardiac  pathology.  The  amount 
of  dyspnea  or  angina  described  in  terms  of  the 
number  of  steps  that  can  be  mounted  or  dis- 
tance in  feet  or  blocks  that  the  patient  can  walk 
is  highly  significant  to  evaluation  of  the  degree 
of  loss  of  function.  The  presence  or  absence  of 
cardiac  edema  and  response  to  therapy  are  also 
indicative  of  severity  of  cardiovascular  impair- 
ments. The  status  of  the  pulse  in  the  peripheral 
vessels  may  provide  gross  clinical  evidence  of 
impaired  circulation  of  the  extremities. 

Impairments  of  the  cardiovascular  system  may 
manifest  themselves  with  dramatic  suddenness, 
e..g,  myocardial  infarction,  obstruction  of  ves- 
sels in  peripheral  or  central  nervous  system, 
circulation,  lungs,  and  other  visceral  organs. 
The  initial  clinical  manifestations  are  severe  and 
the  prognosis  dubious.  With  survival  from  the 
acute  stage,  and  appropriate  therapy,  substan- 
tital  improvement  can  be  expected  over  a period 
of  time.  A realistic  evaluation  of  remaining 
function  should  be  made  after  the  convalescent 
period.  Hence,  the  clinical  and  laboratory  find- 
ings after  maximum  improvement  from  treat- 
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ment  are  particularly  valuable  in  making  a de- 
termination of  remaining  cardiac,  brain  or  other 
function.  (Note  that  a “waiting  period”  is  pre- 
scribed by  law,  i.e.,  the  first  monthly  disability 
insurance  benefit  cannot  be  paid  until  the 
seventh  month  after  the  onset  of  the  disability.) 
A description  of  the  acute  attack  helps  confirm 
the  diagnosis  and  should,  therefore,  be  included 
in  the  report. 

Loss  of  function  is  evaluated  on  the  basis  of 
clinical  and  laboratory  findings  after  maximum 
benefit  from  treatment.  Clinical  information  con- 
cerning nature  and  response  to  treatment  fur- 
nishes information  on  stability  of  functional 
capacity,  i.e.,  a history  of  periodic  decompen- 
sated heart  disease,  in  spite  of  treatment,  would 
indicate  a comparatively  severe  condition. 

More  complicated  tests  of  vascular  function 
may  be  required  in  certain  cases,  e.g.,  arterio- 
graphy. The  reporting  physician  should  not  be 
concerned  because  he  may  not  have  equipment 
to  perform  these  tests.  A carefully  performed 
exercise  tolerance  test  (if  not  medically  con- 
traindicated ) will  almost  always  provide  the 
clinical  evidence  needed  to  evaluate  the  degree 
of  remaining  function. 

Conclusion 

In  developing  evaluation  guides  for  the  use 
of  state  agencies  and  its  own  technical  and 
professional  personnel,  the  social  security  ad- 
ministration has  had  the  continuing  co-operation 
of  a medical  advisory  committee  composed  of 
recognized  specialists  associated  with  medical 
and  allied  professions  in  various  fields  outside 
government,  such  as  general  practice,  research, 
medical  education,  industry  and  labor.  Local 
medical  policies  in  Arizona,  such  as  fees  paid 
for  various  examinations,  are  controlled  by  ad- 
vice of  the  professional  advisory  committee  of 
the  division  of  vocational  rehabilitation.  This 
committee  has  been  recognized  and  approved 
by  the  Arizona  Medical  Association. 

The  American  Medical  Association  has  taken 
steps  to  inform  its  members  about  the  medical 
aspects  of  the  disability  program,  especially  the 
preparation  of  medical  reports.  On  June  1,  1957, 
the  Journal  of  the  American  Medical  Association 
carried  a comprehensive  report  on  the  adminis- 
tration and  organization  of  the  disability  pro- 
visions. Regulations  on  the  meaning  of  disability 
appeared  in  the  Sept.  28,  1957,  issue. 


PROGRESS  REPORT  FROM  THE 
ARIZONA  POISONING  CONTROL 
INFORMATION  CENTER  AT  THE 
UNIVERSITY  OF  ARIZONA 
COLLEGE  OF  PHARMACY 
SALICYLATE  POISONING 

il  RECENT  report  from  the  Boston  Poison 
Information  Center  and  the  Boston  Children’s 
Medical  Center  presents  a life  saving  method 
for  the  treatment  of  severe  salicylate  poisoning. 
The  following  case  history  was  extracted  from 
this  report  and  is  presented  here  to  illustrate 
the  treatment: 

R.  D.,  a two-year-old  boy,  accidentally  drank 
an  unidentified  amount  of  oil  of  wintergreen 
on  a Sunday  afternoon.  That  night  he  was 
admitted  to  a hospital  near  New  York  City, 
where  gastric  lavage  was  performed,  and  he 
was  then  taken  to  his  home  near  Pittsfield,  Mass. 
On  the  following  morning,  fever,  hyperventila- 
tion and  unconsciousness  developed.  On  admis- 
sion, the  temperature  was  107°  F.,  and  the 
carbon  dioxide  combining  power  of  the  blood 
was  13  vol.  per  cent.  After  an  initial  intravenous 
infusion  of  one-sixth  molar  sodium  lactate  pro- 
duced no  improvement,  an  exchange  transfusion 
of  1,000  ml.  of  whole  blood  was  performed, 
through  a cutdown  on  the  right  femoral  vein. 
After  the  procedure  he  improved  markedly  and 
over  the  next  two  days,  with  continued  intra- 
venous administration  of  molar  lactate,  made  a 
complete  recovery. 

MEPROBAMATE  TOXICITY 
Severe  side  effects  of  the  allergic  or  hyper- 
sensitivity type  occasionally  follow  ingestion  of 
meprobamate.  The  most  commonly  reported  re- 
action is  the  appearance  of  a rash,  often  within 
a few  hours  of  a single  400  mg.  tablet.  The  rash 
is  usually  erythematous  and  pruritic,  but  may 
be  purpuric,  urticarial,  or  maculopapular.  The 
groin,  axillae,  inframammary  areas,  trunk,  thigh, 
and  arms  are  most  commonly  affected.  Tempera- 
tures of  101-104°  F.,  nausea  and  vomiting,  pain 
or  swelling  of  the  joints  and  hypotension  often 
accompany  the  rash.  A white  blood  cell  count 
of  11,000  to  12,000  has  been  noted  with  an 
increase  in  the  proportion  of  polymorphonuclear 
cells  and  an  eosinophilia  of  4 per  cent  to  6 per 
cent.  In  several  of  the  reported  cases  in  which 
purpura  has  been  a common  feature,  there  have 
been  positive  capillary  fragility  tests,  with  nor- 
mal platelet  counts,  bleeding  times,  and  coagu- 
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lation  times.  In  all  reported  cases  the  symptoms 
have  cleared  in  one  to  seven  days  either  spon- 
taneously or  following  treatment  with  antihista- 
mines or  adrenocortical  steroids. 

Several  clinical  cases  of  massive  overdosage 
in  amounts  ranging  up  to  40  Gm.  have  been 
reported.  Poisoning  is  characterized  by  coma, 
occasional  muscle  twitching,  and  vasomotor  and 
respiratory  collapse.  Symptomatic  and  suppor- 
tive treatment,  including  respiratory  and  vaso- 
motor stimulants,  is  recommended.  In  one  case 
of  overdosage  from  this  drug,  intravenous 
levarterenol  (Levophed)  and  cerebral  electro- 
stimulation proved  effective  in  overcoming  the 
existing  respiratory  and  vasomotor  collapse. 

STATISTICS  OF  92  POISON  CASES 
REPORTED  SINCE  THE  OCT.  1,  1958 
PROGRESS  REPORT: 


Age:  Per  Cent  Number 


Under  5 years  

81 

(74) 

6 to  15  years 

1 

( 1) 

16  to  30  years  

10 

( 9) 

31  to  45  years 

5 

( 5) 

Over  45  years  . 

1 

( 1) 

Not  reported  

2 

( 2) 

Nature  of  incident: 

Accidental  

86 

(79) 

Intentional  

14 

(13) 

Outcome: 

Fatal  

0 

( 0) 

Recovery  

100 

(92) 

Time  of  day: 

Between  6 a.m.  and  noon  . . 

37 

(34) 

Between  noon  and  6 p.m.  . . 

36 

(33) 

Between  6 p.m.  and  midnight  19 

(17) 

Between  midnight  and  6 a.m 

. 3 

( 3) 

Not  reported  

5 

( 5) 

Causative  agents: 

Aspirin  preparations  

41.3 

(38) 

Sedatives  ( barbiturates, 
Doriden,  Carbital, 
Compazine ) 

11.9 

(11) 

Other  medication  ( Diuril, 
Chlortrimeton,  nose  drops, 
cough  syrup,  Ex-lax, 
Butazolidin,  etc 

10.9 

(10) 

Solvents  (kerosene,  gasoline, 
paint  thinner)  

11.9 

(11) 

Insecticides  ( Gator  Roach 
Hive,  chlordane, 
p-Dichlorobenzene ) 

5.5 

( 5) 

Miscellaneous  (Pride  furniture 


polish,  Arrid  deodorant, 
food  poisoning,  castor 
beans,  oleanders,  etc 

. 10.9 

(10) 

Household  bleaches  and 

disinfectants  ( Chlorox, 
Pine-Sol,  Lysol,  Drano)  . 

. 7.6 

( 7) 

# # # 


DECEMBER  1,  1958,  PROGRESS  REPORT 
FROM  THE  ARIZONA  POISONING 
CONTROL  INFORMATION  CENTER 
AT  THE  UNIVERSITY  OF  ARIZONA 
COLLEGE  OF  PHARMACY 

Imported  Voodoo  Dolls  Potential  Hazard 
to  Public  Health 

HE  National  Clearinghouse  for  Poison  Con- 
trol Centers  has  received  word  that  Haitian 
voodoo  Dolls  carved  from  cashew  nut  shells 
imported  and  sold  in  this  country  as  novelties 
and  beverage  “swizzle  sticks”  can  have  harmful 
effects  on  persons  handling  them.  Analysis  of 
the  dolls  revealed  that  the  cashew  nut  shells 
contain  an  oily  liquid  and  that  its  phenol-like 
quality  can  cause  a severe  contact  dermatitis. 
The  eyes  of  these  dolls  are  believed  to  be 
Jequirity  beans.  These  beans,  which  contain  a 
toxic  albumin,  are  as  toxic  as  castor  beans.* 

The  voodoo  doll  consists  only  of  the  cashew 
nut  head  and  straw  hat  mounted  on  a 6-inch 
wooden  stirring  rod.  A substantial  number  of  the 
dolls  have  been  used  in  this  country.  It  is  known 
that  they  are  available  in  stores  in  certain  Ari- 
zona cities.  As  these  dolls  continue  to  be  pur- 
chased, it  is  hoped  that  adults  will  be  urged 
to  exercise  extreme  caution  in  the  manner  in 
which  they  use  them,  and  furthermore  that 
these  dolls  will  be  kept  out  of  the  reach  of 
children. 

TOXICITY  OF  CERTAIN  CHRISTMAS 
DECORATIONS 

A timely  consideration  at  this  time  of  the  year 
was  the  potential  toxicity  of  certain  Christmas 
decorations  which  could  become  involved  in 
accidental  poisoning  in  children  when  list'd 
around  the  home  during  the  Christmas  holiday 
season.  The  National  Clearinghouse  for  Poison 
Control  Centers  has  recently  issued  the  follow  - 
ing information: 

(a)  Christmas  Tree  Bubbling  Fluid: 

A few  cases  of  ingestion  of  Christmas  tree 
bubbling  fluid  by  children  have  been  reported 

0 Further  information  on  the  degree  ot  toxicity  and  treatment 
of  poisoning  from  fccjuiritv  bcuns  can  lie  found  in  the  l oisan 
Control  card  file  provided"  for  each  of  the  18  Vri/.ona  Hospital 
Poisoning  Control  Treatment  Centers. 
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in  the  past.  The  bubbling  fluid  is  usually  methyl- 
ene chloride,  each  decoration  containing  3 to  4 
ml.  of  this  liquid.  Methylene  chloride  can  cause 
central  nervous  system  depression  preceded  or 
followed  by  CNS  excitation.  The  estimated 
lethal  dose  of  this  substance  is  0. 5-5.0  ml/Kg. 
Toxicity  can  occur  from  inhalation  or  ingestion. 

In  the  event  that  Christmas  tree  bubbling 
fluid  is  ingested,  it  is  recommended  that  the 
stomach  be  emptied  as  soon  as  possible  follow- 
ing ingestion.  Further  treatment  is  then  sympto- 
matic and  supportive  and  will  probably  be  di- 
rected toward  central  nervous  system  manifesta- 
tions. 

(b)  Fireplace  colors: 

A group  of  potentially  toxic  substances  some- 
times used  in  homes  at  Christmas  time  are  fire- 
place colors.  These  substances  are  metallic  salts 
which,  when  thrown  into  a blazing  fire,  will 
bring  forth  variously  colored  flames,  their  di- 
versity resulting  from  the  burning  of  different 
metallic  compounds.  The  toxicity  of  most  of 
these  substances  ranges  from  moderate  to  ex- 
treme. A list  of  the  metallic  salts  and  the  colors 
produced  when  they  are  burned  may  be  found 
in  Gleason,  Gosselin  and  Hodge,  “Clinical  Toxi- 
cology of  Commercial  Products,’  page  1101. 

It  is  recommended  that,  in  the  event  of  in- 
gestion of  any  of  these  fireplace  colors,  the 
stomach  be  emptied  as  soon  as  possible  follow- 
ing ingestion.  Further  treatment,  if  necessary, 
should  then  be  directed  toward  the  specific 
compound  ingested. 

(c)  Christmas  Tree  Snow: 

In  addition  to  the  above  information  on 
Christmas  decorations  supplied  by  the  National 
Clearinghouse  for  Poison  Control  Centers,  the 
textbook,  “Clinical  Toxicology  of  Commercial 
Products”  reports  the  constituents  and  toxicity 
of  artificial  snow  aerosol  sprays  used  on  Christ- 
mas trees,  windows,  etc.  The  ingredients  con- 
sist of  Freon,  Lucite,  and  methylene  chloride, 
the  latter  of  which  is  the  toxic  ingredient.  The 
toxicity  and  treatment  of  poisoning  from  this 
chemical  agent  is  discussed  above. 

The  Arizona  Poisoning  Control  Information 
Center  received  a report  of  accidental  ingestion 
by  a child  of  an  unknown  quantity  of  the  decora- 
tion, “Christmas  Glitter,”  in  December  1957. 
No  ill  effects  apparently  resulted.  The  manu- 
facturer of  this  product  was  contacted  for  in- 
formation concerning  the  active  ingredients  and 


toxicity,  if  any.  The  manufacturer’s  reply  was 
simply,  “Glitter  is  metallic,  not  chemical!” 

STATISTICS  OF  41  POISON  CASES 
REPORTED  SINCE  THE  NOV.  1,  1958 
PROGRESS  REPORT: 

Age:  Per  Cent  Number 


Under  5 years 

53.7 

(22) 

6 to  15  years  

9.7 

( 4) 

16  to  30  years  

9.7 

( 4) 

31  to  45  years 

7.3 

( 3) 

Over  45  years  . . 

14.7 

( 6) 

Not  reported  

4.9 

( 2) 

Nature  of  incident: 

Accidental  

78.0 

(32) 

Intentional  

22.0 

( 9) 

Outcome: 

Recovery  

100 

(41) 

Fatal  

0 

( 0) 

Time  of  day: 

Between  6 a.m.  and  noon  . . . 

17.0 

( 7) 

Between  noon  and  6 p.m.  . . . 

46.4 

(19) 

Between  6 p.m.  and  midnight 

22.0 

( 9) 

Between  midnight  and  6 a.m. 

2.4 

( 1) 

Not  reported 

12.2 

( 5) 

Causative  agents: 

Poisonous  gasses  ( carbon 
monoxide ) 

19.4 

( 8) 

Sedatives  (barbiturates, 
Equanil,  Sleep,  Doriden) 

17.0 

( 7) 

Aspirin  preparations  

14.7 

( 6) 

Other  medication  ( thyroid, 
aminophyllin,  camphorated 
oil,  Mol  Iron)  

14.7 

( 6) 

Solvents  ( turpentine, 
kerosene,  lighter  fluid, 
nail  polish  remover)  

14.7 

( 6) 

Household  cleaners,  oxydol, 
ammonia,  air  deodorizer  . . 

7.3 

( 3) 

Botanicals  ( gourds ) 

4.9 

( 2) 

Food  poisoning 

4.9 

( 2) 

Insecticides  ( moth  balls ) . . . 

2.4 

( 1) 

MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 
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GOVERNMENTAL  ACTION  RELATED  TO  MEDICINE 


A.  Plan  Drawn  Up  for  Action 
on  Keogh  Legislation. 

A PLAN  of  action  to  obtain  passage  next  year 
of  the  Keogh  bill  has  been  approved  by  the 
executive  committee  of  the  American  Thrift  As- 
sembly and  presented  to  the  assembly’s  board. 
AT  A already  is  at  work  contacting  candidates 
for  senate  and  house. 

ATA  was  formed  by  a number  of  professional 
groups  interested  in  the  legislation,  including 
the  AMA.  The  bill  would  allow  the  self-em- 
ployed to  defer  income  taxes  on  a certain  per- 
centage of  their  earnings  if  placed  in  retire- 
ment plans. 

The  blueprint  for  operations  next  year  was 
drawn  up  by  a special  committee  appointed  by 
AT  As  executive  committee.  Active  in  the  work 
were  Dr.  William  J.  Kennard,  representing  the 
AMA;  Milton  F.  Lunch,  National  Society  of 
Professional  Engineers;  Donald  E.  Channell, 
American  Bar  Association;  Lyman  Bryan,  Ameri- 
can Institute  of  Certified  Public  Accountants; 
and  A1  Payne,  National  Association  of  Real 
Estate  Boards.  Sending  the  proposed  plan  to 
members  of  ATA’s  board,  ATA  Chairman  F. 
Joseph  Donohue  wrote: 

“The  favorable  action  on  the  bill  in  the  last 
session  raises  our  hopes  for  complete  success 
in  the  coming  session  of  the  congress.  The 
discussion  of  this  measure  on  the  floor  of  the 
house  prior  to  its  passage,  as  well  as  the  later 
debate  on  the  floor  of  the  senate  before  it  was 
ruled  ‘out  of  order’  as  not  ‘germane’  to  the  bill 
to  which  it  was  sought  to  be  attached  by  way 
of  amendment  by  Senator  Potter,  has  pointed 
to  our  areas  of  strength  and  to  our  areas  of 
weakness.  It  is  on  the  latter  we  hope  to  con- 
centrate.” 

B.  138  Papers  Read  in  Three-Day 
Symposium  on  Antibiotics. 

Almost  1,000  physicians  and  others  interested 
in  antibiotics  gathered  in  Washington  for  a 
three-day  symposium  and  heard  more  than  138 
papers  presented.  In  addition,  titles  of  43  others 
(which  will  be  published  in  the  1958-59  Anti- 
biotics Annual)  were  read. 

The  previous  five  meetings  were  jointly  spon- 
sored by  the  U.  S.  Food  and  Drug  Adminis- 
tration and  the  publications  Antibiotics  & Chem- 
otherapy and  Antibiotic  Medicine  & Clinical 


Therapy,  but  this  year  the  publications  spon- 
sored the  symposium  alone.  Chairman  was 
Henry  Welch  (Ph.D.),  director  of  FDA’s  di- 
vision of  antibiotics.  In  the  opening  talk.  Dr. 
Welch  pointed  out  that  tremendous  quantities 
of  antibiotics  now  are  being  produced  (more 
than  2.5  million  pounds  a year). 

Heavy  emphasis  was  placed  on  what  Dr. 
Welch  described  as  the  “pressing  problem”  of 
the  antibiotic  resistant  staphylococci  and  the 
consequent  prevaling  world-wide  incidence  of 
staphylococcal  disease.  Four  sessions  of  the 
symposium,  including  two  panel  discussions, 
were  devoted  almost  exclusively  to  this  problem. 

Speakers  included  Sir  Howard  Florey,  who 
brought  penicillin  from  England  to  the  U.  S.; 
Dr.  Selman  Waksman,  in  whose  laboratory 
streptomycin  was  discovered;  Dr.  Chester 
Keefer,  who  organized  and  administered  the  first 
clinical  programs  for  both  penicillin  and  strep- 
tomycin; and  Dr.  Harry  Dowling,  prominent 
internationally  in  chemotherapy  and  particularly 
broad-spectrum  therapy. 

A feature  of  the  symposium  was  presentation 
to  the  Smithsonian  Institute  of  the  original  soil 
sample  from  which  aureomycin  was  derived. 
Present  was  one  of  the  first  patients  on  whom 
the  drug  was  used,  Mrs.  Louise  M.  Ellis  of 
Suffolk,  Va. 

C.  Survey  Shows  Radiation  in  Most  Foods 
Not  ‘Significantly  High’. 

A two-year  survey  of  a variety  of  samples  of 
foods  produced  since  1945,  when  atomic  and 
hydrogen  bombing  and  testing  began,  shows 
“most  of  them  do  not  carry  significant  burdens 
of  radioactivity.”  Certain  seafoods,  dairy  prod- 
ucts and  tea  were  exceptions,  but  even  with 
them  there  is  no  danger  as  commonly  consumed. 
Ratings  were  made  by  comparing  the  foods 
with  similar  samples  produced  prior  to  1945. 
The  assumption  was  that  the  level  of  “natural” 
radiation  would  be  the  same  before  and  after 
1945,  when  “man-made”  radiation  started  ap- 
pearing in  the  form  of  fallout. 

The  study  was  carried  out  by  the  food  and 
drug  administration  and  described  to  the  Wash- 
ington meeting  of  the  Association  of  Official 
Agricultural  Chemists  by  Edwin  P.  Laug  and 
Wendell  C.  Wallace.  The  findings: 

Vegetables  — No  significant  increase  in  radio- 
activity since  1945  for  all  samples  studied,  po- 
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tatoes,  corn,  beans,  peas,  beets  and  turnips, 
carrots,  spinach  and  miscellaneous. 

Fruits  — No  significant  increase  in  any 
samples,  pears,  cherries,  peaches,  apricots, 
plums,  tomatoes  and  tomato  products,  berries, 
fruit  juices  and  miscellaneous. 

Seafood  — No  increase  trend  whatever  for 
shrimp,  lobster  and  crabs.  Fish  varieties  and 
oysters  and  clams  “exhibited  a trend  toward 
higher  radioactivity.”  Individual  shellfish  values 
showed  “a  significant  rate  of  increase  when 
plotted  by  years  since  1944.” 

Dairy  Products  — (Chiefly  fresh  fluid  milk, 
evaporated  milk,  milk  powder  and  cheese ) 
“Statistically  significant  increase  in  total  radio- 
activity shown.” 

Tea  — The  largest  increase  noted  in  these 
products.  Samples,  chiefly  from  1956  and  1957 
harvests,  “showed  radioactivity  that  averaged 
about  30  times  greater.  It  could  therefore  be 
possible  that  many  of  the  tea  samples  examined 
contained  strontium  90  in  excess  of  the  present 
tolerance  of  80  micro  curies  per  kg.,  but  analysis 
of  strong  tea  brews  revealed  that  only  about 
17  per  cent  of  the  radioactivity  was  extracted 
(from  the  leaves).  It  can  be  concluded  there- 
fore that  the  beverage  as  commonly  consumed 
would  not  contain  over-tolerance  amounts  of 
strontium  90.” 

Miscellaneous  — No  increase  in  radioactivity 
for  meats,  wheat,  sugar  and  jams,  bread.  Cocoa 
and  cocoa  beans  had  relatively  high  count,  but 
there  were  no  pre-1945  samples  for  comparison, 
so  this  could  not  be  attributed  to  man-made 
fallout. 

D.  Only  $4  Million  Remains  of  Research 
Facilities  Grant  Fund. 

With  award  by  Public  Health  Service  of  98 
grants  worth  $13  million,  only  about  $4  million 
now  remains  of  this  fiscal  year’s  $30  million 
fund.  The  first  $13  million  was  awarded  in 
August.  Awards  are  made  on  recommendation 
of  the  National  Advisory  Council  on  Health 
Research  Facilities,  which  in  September  ap- 
proved the  grants  just  awarded. 

Since  the  inception  of  the  program,  it  has 
awarded  a total  of  441  grants  totaling  almost 
$90  million.  Money  goes  to  both  public  and 
non-profit  hospitals,  medical  schools  and  other 
research  institutions.  Recipients  must  put  up 
at  least  as  much  for  the  projects  as  the  U.  S. 
grants. 

Largest  in  the  latest  list  of  awards  is  $2,040,935 


to  Tulane  University  for  construction  of  a medi- 
cal research  addition.  Other  large  grants  were 
$1  million  to  Chicago  Medical  School  for  a 
research  building,  and  $750,000  to  the  Uni- 
versity of  Chicago  for  a biological  science  re- 
search building. 

E.  Personnel:  Appointments  for  General 
Niess,  Drs.  Dearing  and  Flyde. 

On  Dec.  1 Maj.  Gen.  Oliver  Niess  took  over 
as  air  force  surgeon  general,  succeeding  Maj. 
Gen.  Dan  C.  Ogle,  who  is  retiring  after  almost 
30  years  of  service.  General  Niess,  now  com- 
mand surgeon  of  the  Pacific  air  forces  in  Hawaii, 
was  instrumental  in  setting  up  a medical  care 
program  for  U.  S.  nationals  throughout  South- 
east Asia.  General  Ogle  was  instrumental  in 
establishing  the  Aeromedical  Research  Center 
at  Brooks  Air  Force  Base  and  constructing  170 
new  medical  facilities  in  many  parts  of  the 
world. 

Dr.  W.  Palmer  Dearing,  on  loan  from  public 
health  service,  has  been  made  director  of  health 
services  for  the  new  Office  of  Civil  and  Defense 
Mobilization,  formed  by  the  merger  of  the 
office  of  defense  mobilization  and  the  federal 
civil  defense  administration.  Dr.  Dearing  was 
assistant  administrator  for  health  affairs  in  the 
former. 

Dr.  H.  Van  Zile  Hyde  has  been  made  assistant 
to  the  surgeon  general  of  public  health  service 
for  international  health  and  will  be  the  surgeon 
general’s  chief  advisor  on  all  international  health 
affairs.  His  responsibility  will  include  liaison 
with  the  state  department  and  other  agencies 
concerned  with  international  health.  Dr.  Hyde, 
who  has  been  chief  of  the  division  of  interna- 
tional health  for  the  last  five  years,  will  continue 
to  represent  the  U.  S.  on  the  executive  board 
of  World  Health  Organization. 

Dr.  C.  J.  Van  Slyke,  since  1952  an  associate 
director  of  the  National  Institutes  of  Health,  will 
become  deputy  director  of  NIH. 

Dr.  Kenneth  M.  Endicott,  now  chief  of  the 
Cancer  Chemotherapy  National  Service  Center 
at  NIH,  has  been  named  an  associate  director, 
responsible  for  training  and  activities  of  the 
institutes’  eight  operating  programs. 

Richard  L.  Seggel,  now  head  of  the  office  of 
management  policy  in  the  department  of  health, 
education,  and  welfare,  will  shift  to  the  Nlll 
as  executive  officer. 

Drs.  Van  Slyke  and  Endicott  and  Mr.  Seggel 
will  be  on  the  immediate  staff  of  Dr.  James 
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A.  Shannon,  director  of  the  institutes.  They  will 
take  their  new  posts  in  the  next  several  weeks. 

The  new  director  of  the  army’s  office  for 
dependent’s  medical  care  (Medicare),  Col. 
Floyd  L.  Wergeland,  has  been  promoted  to 
brigadier  general. 

Dr.  Philip  Handler,  professor  and  chairman 
of  the  department  of  biochemistry  and  nutrition 
at  Duke  School  of  Medicine,  has  been  appointed 
to  the  National  Advisory  Health  Council,  one 
of  nine  that  advises  public  health  service  on 
its  medical  and  research  programs. 

F.  N1H  Awards  $20.7  Million  in  Grants 
in  Month. 

In  September,  the  National  Institutes  of 
Health  awarded  $20.7  million  in  grants  and  fel- 
lowships, with  all  but  $581,369  going  for  grants. 
Grants  went  to  1,398  scientists  and  institutions, 
fellowships  to  150  individuals.  Forty-seven  per 
cent  of  the  grant  money  was  for  research  in 
arthritis  and  metabolic  diseases. 

G.  State  Health  Officers  Told  of  Long-Range 
Health  Planning  in  HEW. 

In  an  address  to  the  Association  of  State  and 
Territorial  Health  officers,  Secretary  Flemming 
disclosed  he  was  considering  some  long-range 
studies  on  national  health  objectives.  While  still 
in  discussion  stage,  it  is  understood  the  planning 
may  take  the  form  of  another  Bayne- Jones  type 
of  report.  This  study,  released  last  summer  by 
a group  of  consultants  to  the  secretary  of  HEW, 
proposed  major  advances  in  spending  for  medi- 
cal research  and  education. 

Asked  about  the  level  of  Hill-Burton  hospital 
construction  spending  for  the  next  fiscal  year, 
Mr.  Flemming  recalled  that  the  record  high 
total  of  this  year  ($187  million)  was  voted  as 
an  anti-recession  move,  and  that  economic  con- 
ditions have  improved. 

Dr.  Leroy  Burney,  PHS  surgeon  general,  re- 
ported : ( 1 ) Asian  influenza  outbreaks  can  be 
expected  again  this  winter  but  probably  with 
fewer  cases;  a new  polyvalent  vaccine  has  been 
developed  for  the  disease,  (2)  PHS  hopes  to 
have  bids  out  and  ground  broken  by  spring 
on  the  $6.9  million  National  Library  of  Medicine 
building  at  Bethesda,  Md. 

H.  Public  Campaign  for  Polio  Vaccinations 
Resumed  this  Winter. 

The  public  health  service  has  decided  to 
resume  the  public  educational  program  aimed 
at  getting  more  people  inoculated  with  the  Salk 
poliomyelitis  vaccine.  The  reason  is  that  the 


drive  of  last  winter  and  spring  has  fallen  short 
of  expectations.  In  the  words  of  Secretary 
Flemming,  “.  . . we  have  not  made  nearly  the 
progress  we  could  and  should  have  made  during 
the  year  — a year  in  which  for  the  first  time 
there  was  no  shortage  of  vaccine  at  any  time 
in  any  area.’’ 

Upshot  is  that  the  advertising  council  will 
again  carry  out  a promotion  campaign,  with 
the  co-operation  of  the  American  Medical  As- 
sociation, the  national  foundation,  state  and 
local  health  departments  and  private  groups. 

Surgeon  General  Burney  of  public  health 
service  made  a report  on  the  1958  polio  season 
with  these  highlights: 

Of  the  population  under  age  40,  about  53 
per  cent  has  not  had  the  basic  three  injections, 
and  over  a third  has  had  no  vaccine  at  all. 
There  were  1,815  cases  of  paralytic  polio  during 
the  first  nine  months  of  the  year,  258  more 
than  in  the  same  period  in  1957. 

Cited  as  a disturbing  factor  was  that  in  six 
states  (Michigan,  New  Jersey,  Virginia,  Texas, 
West  Virginia  and  California)  the  majority  of 
paralytic  cases,  416  out  of  781,  were  among 
children  under  five.  Of  these  416,  four  out  of 
five  had  had  no  vaccine. 

There  is  mounting  evidence  that  incidence  of 
polio  is  increasing  in  lower  socio-economic 
groups.  Mr.  Flemming  blames  this  on  apathy, 
not  any  “insurmountable  financial  obstacles.”  He 
pointed  out  funds  were  available  from  a num- 
ber of  sources  and  that  the  AMA  has  encouraged 
state  and  local  societies  to  organize  community 
clinics  and  provide  vaccinations  at  minimal  cost. 

The  increase  in  the  number  of  paralytic  cases 
is  no  reflection  on  the  efficacy  of  the  vaccine. 
During  the  three  and  a half  years  of  use,  ef- 
fectiveness rate  has  held  at  between  60  and 
90  per  cent.  Nor  is  there  any  evidence  that 
properly  vaccinated  persons  are  losing  their 
immunity. 

Both  Mr.  Flemming  and  Dr.  Burney  ex- 
pressed doubts  over  the  need  for  any  compul- 
sory program  of  vaccinations  for  polio. 

I.  IRS  Rules  on  Nursing  Home  Care 
for  Mentally  Retarded. 

The  internal  revenue  service  has  ruled  that 
expenses  incurred  by  a taxpayer  for  maintaining 
his  mentally  retarded  son  in  a home  that  cares 
for  such  cases  and  was  recommended  by  a 
physician  constitute  medical  expenses,  and  are 
deductible.  The  patient  suffered  from  brain 
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damage  in  childhood  and  at  age  13  was  so 
severely  disturbed  that  his  doctor  concluded  it 
was  neither  safe  nor  practical  for  him  to  remain 
with  his  parents. 

IRS  regulations  provide  that  the  cost  of  in- 
patient hospital  care  including  costs  of  meals 
and  lodgings  is  an  expenditure  for  medical  care. 
The  agency  holds  now  that  a private  institution 
which  is  regularly  engaged  in  providing  medical 
care  is  considered  an  institution  for  purposes 
of  regulations.  “For  example,”  IRS  said,  “medical 
care  includes  the  entire  cost  of  institutional  care 
for  a person  who  is  mentally  ill  and  unsafe  when 
left  alone.”  The  child,  in  this  case,  has  a chance 
to  make  a marginal  adjustment,  IRS  said. 

J.  Doctors,  Medical  Societies  Urged  to  Aid 
State  Motor  Officials. 

The  physician  in  charge  of  special  health 
services  for  the  public  health  service  wants  state 
medical  societies  and  private  physicians  to  lend 
a hand  to  motor  vehicle  directors  in  finding  out 
why  40,000  Americans  are  killed  by  autos  each 
year.  Dr.  A.  L.  Chapman  told  the  annual  meet- 
ing of  the  Association  of  State  and  Territorial 
Health  Officers  that  while  medical  scientists 
have  been  successfully  confining  malaria  and 
polio,  relatively  little  has  been  spent  in  de- 
termining the  basic  reasons  for  the  high  annual 
highway  toll. 

“To  me  this  is  a challenge  which  has  been 
inexcusably  evaded  by  the  rank  and  file  of  the 
public  health  and  medical  professions  for  several 
decades.  The  question  now  is,  what  are  we 
going  to  do  about  it?” 

Dr.  Chapman  suggested : ( 1 ) Responsibility 
for  advising  state  motor  vehicle  administrators 
on  criteria  that  can  be  used  to  limit  driving 
privileges  of  those  suffering  from  diseases  mak- 
ing them  high  risk  drivers  is  clearly  a medical 
responsibility.  The  state  health  department 
should  bring  the  medical  society  and  private 
doctors  into  the  picture. 

(2)  There  is  a vast  field  of  study  and  investi- 
gation by  medical  and  paramedical  personnel, 
such  as  effect  of  emotions  on  driving  ability, 
personality  pattern  of  chronic  traffic  violators 
and  motivations  of  those  who  drive  in  an  ir- 
responsible fashion. 

(3)  Educational  programs  to  get  over  to 
the  driving  public  the  effects  of  drugs  such  as 
antihistamines  on  driving  ability;  the  effects  of 
alcohol  on  reflexes  and  judgment,  and  the  effect 
of  fatigue  on  reaction  time. 


53 

K.  Six  Drug  Firms  Deny  Charges  of 
Antibiotics  Monopoly,  Ask  Dismissal 

The  six  pharmaceutical  firms  cited  last  July 
by  the  Federal  Trade  Commission  on  monopoly 
and  price  charges  in  producing  tetracycline  an- 
tibiotics have  denied  the  charges  and  formally 
asked  FTC  to  dismiss  the  complaint.  FTC 
claimed  that  Charles  Pfizer  & Co.  made  mislead- 
ing statements  in  applying  for  a government 
patent  on  tetracycline;  the  company,  in  turn,  is- 
sued licenses  to  five  other  firms  for  production. 
They  are  American  Cyanamid,  Bristol-Myers 
Co.,  Bristol  Laboratories  Inc.,  Olin  Matliieson 
Chemical  Corp.  and  Upjohn  Co. 

American  Cyanamid,  in  its  formal  reply  to 
FTC,  argued  that  a patent  issued  by  the  patent 
office  is  presumed  to  be  valid.  They  said  that  li- 
censing arrangements  between  Pfizer  and  the 
others  made  it  possible  for  the  firms  to  compete 
vigorously  in  the  sale  of  tetracycline.  Pfizer 
maintained  that  the  complaint  covers  alleged  of- 
fenses outside  FTC  jurisdiction. 

L.  One  New  Physician  In  Congress; 

Dr.  Morgan  Heads  Foreign  Affairs 

Physician  members  of  the  86tli  congress  num- 
ber four,  one  less  than  the  last  congress.  Back 
are  Drs.  Walter  Judd  of  Minnesota,  Thomas 
Morgan  and  Ivor  Fenton,  both  of  Pennsylvania, 
and  one  newcomer,  Dr.  Thomas  Alford  of  Ar- 
kansas. Defeated  were  Drs.  Will  Neal  of  West 
Virginia  and  A.  L.  Miller  of  Nebraska.  Dr.  Neal 
had  been  active  on  the  health  subcommittee  of 
the  house  interstate  committee  and  Dr.  Miller  on 
District  of  Columbia  and  interior  and  insular  af- 
fairs committees. 

Dr.  Alford,  a board  ophthalmologist  of  Little 
Rock,  ran  for  public  office  for  the  first  time.  He 
is  42  and  has  had  an  active  practice.  Son  of  a 
public  school  administrator,  Dr.  Alford  was  edu- 
cated in  Arkansas  schools  and  received  his  med- 
ical degree  from  the  University  of  Arkansas  He 
interned  at  Oklahoma  City,  spent  his  residency 
in  Chicago  and  was  assistant  professor  of  oph- 
thalmology at  Arkansas  before  serving  clurim 
World  War  II  in  the  army  medical  corps.  He 
has  ben  practicing  in  Little  Rock  since  BUS. 

Dr.  Morgan  is  scheduled  to  take  over  the 
chairmanship  of  the  house  foreign  affairs  com- 
mittee on  which  Dr.  Judd  also  serves.  Dr.  Mor- 
gan would  become  the  first  physician  to  head 
that  important  committee  in  its  136  years. 

M.  Congressional  Elections  And  Probable 
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Effect  On  Medical  Legislation 

An  analysis  of  the  probable  fate  of  medical 
legislation  during  the  86th  congress  is  in  order. 
Top-heavy  Democratic  majorities  in  both  the 
house  and  senate  make  policy  decisions  of  the 
Democratic  leadership  of  key  importance  in 
medical  as  well  as  all  types  of  legislation.  Equal- 
ly important,  the  make-up  of  all  committees  is 
markedly  altered. 

In  the  senate,  for  instance,  when  the  margin 
was  49  Democrats  to  47  Republicans,  senate 
committees  were  closely  divided.  With  the  Dem- 
ocrats picking  up  a record  gain  of  13  seats  in 
the  senate,  committee  composition  has  changed. 

( Under  the  Reorganization  Act  of  1946,  each 
senator  is  assured  of  two  committee  assign- 
ments ) . 

Legislation  rarely  gets  to  the  floor  for  a vote 
unless  some  committee  sends  it  there.  Majority 
policy  some  times  becomes  stalled  when  a com- 
mittee, for  various  reasons,  finds  itself  in  dis- 
agreement with  that  policy. 

Selections  to  committee  are  made  differently 
in  each  house  and  by  the  parties.  In  the  senate, 
the  Democrats  make  appointments  through  the 
15-man  steering  committee  headed  by  Majority 
Leader  Lyndon  Johnson;  other  members  are, 
Mansfield,  Hennings,  Chavez,  Ellender,  Frear, 
Russell,  Hayden,  Holland,  Humphrey,  Pastore, 
McClellan,  Robertson  and  Johnston  (S.C.).  The 
Republicans  in  the  senate  use  a five-man  com- 
mittee on  committees  that  was  made  up  in  the 
85th  congress  of  Senators  Knowland,  Rricker, 
Saltonstall,  Rridges  and  Dirksen.  In  the  house, 
the  Democratic  committee  on  committees  is 
made  up  of  all  Democratic  members  of  the  ways 
and  means  committee.  The  Republicans’  com- 
mittee on  committees  is  made  up  of  one  mem- 
ber for  each  Republican  state  delegation  and 
with  House  Minority  Leader  Martin  as  chair- 
man. With  this  background,  let’s  examine  the 
composition  of  committees  in  both  houses  which 
are  most  concerned  with  medical  legislation. 

House  Ways  and  Means 

A committee  of  major  importance  to  physi- 
cians is  the  house  ways  and  means  committee 
under  Chairman  Wilbur  Mills  (D.,  Ark. ).  Its 
membership  for  several  years  has  been  divided 
15  Democrats  to  10  Republicans.  In  the  86th 
congress,  the  committee  will  be  considering  leg- 
islation that  would  impose,  on  a compulsory 
basis,  hospitalization  and  medical  care  benefits 
for  retired  social  security  recipients  and  their 


dependents.  The  committee  also  is  expected  to 
consider  amendments  to  public  assistance  laws 
which  in  large  measure  are  evolving  into  medi- 
cal programs  for  the  indigent.  Keogh  legislation 
to  permit  self-employed  persons  to  establish  an- 
nuities with  deferred  taxes  will  again  be  consid- 
ered by  ways  and  means. 

At  least  seven  members  of  the  former  com- 
mittee are  not  serving  in  the  new  congress.  Their 
loss  to  the  committee  can  be  attributed  to  one 
death,  a decision  by  four  not  to  seek  re-election 
to  the  house,  and  defeat  of  two.  The  men  who 
succeed  these  seven  could  shape  the  entire  phi- 
losophy of  the  committee. 

Senate  Finance  Committee 

In  the  senate,  the  finance  committee  is  of  im- 
portance to  the  medical  profession.  It  is  the 
counterpart  to  the  ways  and  means  committee 
in  the  house.  Its  chairman  is  Sen.  Harry  Ryrd 
(D.,Va.). 

This  committee  has  been  considered  in  the 
past  to  be  a middle-of-the-road  group.  With  the 
appointment  of  new  members,  both  Republican 
and  Democratic,  this  group’s  attitude  on  health 
legislation  could  be  altered. 

House  Interstate  and  Foreign  Commerce 
Committee 

Another  committee  of  importance  is  the  house 
interstate  and  foreign  commerce  committee,  un- 
der chairmanship  of  Rep.  Oren  Harris  (D.,Ark. ). 
For  several  years,  it  has  been  made  up  of  18 
Democrats  and  15  Republicans.  In  the  new  con- 
gress, the  committee  will  be  considering  such 
matters  as  amendments  to  the  Hill-Rurton  Hos- 
pital Construction  Act,  federal  aid  to  medical 
schools,  expanded  medical  research  programs 
and  food  and  drug  legislation. 

Senate  Labor  and  Public  Welfare  Committee 

A fourth  important  committee  to  physicians  is 
the  senate  labor  and  public  welfare  committee 
whose  chairman  is  Sen.  Lister  Hill  (D.,  Ala.). 
This  committee  handles  major  health  legislation, 
and  in  addition  has  jurisdiction  over  some  vet- 
erans’ matters  where  medical  interest  is  involved. 
N.  HEW  Secretary  Explains  Long-Range 
Health  Goals  Study 

Secretary  Flemming  has  outlined  more  spe- 
cifically his  ideas  on  a long-range  study  of  the 
country’s  health,  welfare  and  education  goals 
and  a spelling  out  of  what  should  be  the  fair 
share  of  the  government.  The  HEW  secretary 
told  a press  conference:  “I  am  tired  of  people 
pulling  figures  out  of  the  air  on  what  the  fed- 
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eral  government  ought  to  do.  There  is  no  recog- 
nition of  state,  local  and  private  responsibilities. 
All  have  to  share.” 

His  plans  for  a health  survey  contemplates  a 
group  of  consultants  along  the  lines  of  the 
Bayne- Jones  committee  which  reported  last 
summer  on  needs  and  goals  in  medical  research 
and  medical  education.  He  promised  full  con- 
sultation with  interested  organizations  in  seek- 
ing answers  to  the  following:  (1)  The  time  span 
for  achieving  goals,  (2)  How  much  to  be  spent 
each  year  and,  (3)  Extent  of  spending  through 
grants-in-aid. 

O.  Two  Meetings  With  National  Groups 
On  Rehabilitation  And  Education 

The  first  two  in  a long  series  of  discussion  ses- 
sions with  heads  of  an  eventual  400  national  or- 
ganizations concerned  with  health,  education, 
and  welfare  were  held  the  week  of  Nov.  3.  Sec- 
retary Flemming  has  described  them  as  “listen- 
ing” sessions,  to  gather  impressions  on  national 
and  regional  problems.  The  first  was  on  voca- 
tional rehabilitation,  the  second  on  higher  edu- 
cation exclusive  of  medical  education. 

Among  proposals  aired  at  the  vocational  rehab 
meeting  were:  (1)  Creation  of  a new  federal 
agency  for  training  the  severely  handicapped  for 
independent  living  when  they  cannot  return  to 
employment,  (2)  Establishment  by  the  federal 
government  of  a program  for  rehabilitating  be- 
tween 500,000  and  750,000  who  are  jobless  be- 
cause of  alcoholism,  (3)  A suggestion  that  work- 
men’s compensation  boards  in  each  state  reha- 
bilitate the  disabled  and  not  just  pay  them  com- 
pensation. 

P.  New  Plans  For  National  Library  of  Medicine 

Public  health  service  has  submitted  prelim- 
inary plans  for  construction  of  the  $7  million 
National  Library  of  Medicine  to  the  General 
Services  Administration’s  public  buildings  serv- 
ice. The  latter  must  okay  all  plans  for  federal 
construction.  PHS  says  the  buildings  will  be  of 
five  stories  and  of  232,000  square  feet,  with  three 
floors  below  ground  level.  Ground  will  be  bro- 
ken at  Bethesda,  Md.,  in  the  spring,  and  com- 
pletion due  in  1961,  the  125th  anniversary  of  the 
library’s  founding. 

Q.  Miscellany: 

The  three  physicians  who  won  the  Nobel  prize 
for  medicine  and  physiology,  according  to  HEW, 
have  been  closely  associated  for  many  years 
with  research  supported  by  the  National  Insti- 


tutes of  Health.  They  are  Drs.  Edward  Tatum 
of  the  Bockefeller  Institute  of  Medical  Besearch, 
George  Beadle  of  the  California  Institute  of 
Technology  and  Dr.  Joshua  Lederberg  of  the 
University  of  Wisconsin.  The  office  of  vocational 
rehabilitation  has  made  a grant  of  $5,300  to  the 
National  Behabilitation  Association  to  survey 
spending  by  private  agencies  for  rehabilitation 
of  the  disabled.  Secretary  Flemming  says  the 
data  is  needed  to  determine  what  the  govern- 
ment effort  should  be  in  this  field. 

R.  Forancl  Proposal  Now  Third  On  Labors 
Legislative  Goals 

The  AFL-CIO  has  given  high  priority  to  pas- 
sage of  the  Forand  proposal  for  hospitalization 
and  surgical  services  of  OASI  beneficiaries.  It  is 
now  third  on  a 10-point  legislative  program. 
Ahead  of  it,  according  to  President  George 
Meany,  are  only  aid  to  depressed  areas  and  fed- 
eral aid  to  general  education.  On  the  Forand 
bill,  Mr.  Meany  states:  “It  is  still  either  impos- 
sible or  too  costly  for  our  senior  citizens  to  ob- 
tain such  insurance  through  non-profit  or  com- 
mercial channels.” 

Legislative  goals  were  outlined  at  a press  con- 
ference. Mr.  Meany  observed  in  a statement: 
“The  American  people  on  Nov.  4 very  emphat- 
ically indicated  that  they  do  not  agree  with 
those  political  leaders  who  have  little  faith  in 
the  dynamic  character  of  our  national  economy. 
By  an  overwhelming  vote,  they  elected  to  con- 
gress new  senators  and  representatives  who  want 
to  forge  ahead  and  properly  utilize  our  nation’s 
human  and  natural  resources  to  build  a better 
world  for  all.  By  the  same  vote,  they  retired 
many  members  of  congress  who  have  followed 
a stand-still  policy.” 

The  labor  chief  added  that  this  was  not  the 
time  to  “raise  false  issues,”  but  “the  time  to  give 
the  American  people  the  program  for  which  they 
have  voted.  ...” 

S.  Medical  Determinations  For  Disability 
Freeze  Now  500,000 

The  social  security  administration’s  medical 
advisory  committee  has  learned  that  slightly 
more  than  half  of  the  initial  determinations  thus 
far  considered  under  the  three-year-old  disabil- 
ity freeze  have  been  allowed.  At  a meeting  of 
the  committee  in  Baltimore,  it  was  shown  that 
1,081,600  applying  for  the  freeze  had  gone 
through  their  medical  evaluation  since  the  law 
was  passed.  Of  these,  572,800  or  53  per  cent 
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have  been  allowed.  The  agency  gave  no  figures 
on  total  applications  received. 

Secretary  Flemming  of  HEW  told  the  com- 
mittee that  it  had  successfully  worked  out  a 
sound  method  of  determining  disability  “in  a 
way  which  does  not  interfere  with  doctor-pa- 
tient relationships.”  Under  the  system  worked 
out  for  determining  whether  the  disability  re- 
quirement is  met,  a person  who  applies  for  disa- 
bility insurance  benefits  or  seeks  to  have  his  so- 
cial security  record  frozen  is  first  asked  to  get  a 
statement  from  his  physician.  The  latter  is  asked 
to  report  clinical  findings  — the  results  of  medi- 
cal tests  and  lab  exams.  The  decision  whether  a 
person  is  disabled  is  made  by  a team  of  trained 
people,  including  a doctor,  in  a state  agency. 

Members  of  the  advisory  committee  include: 
Drs.  J.  Duffy  Hancock,  Universtiy  of  Illinois 
School  of  Medicine;  Herman  Hilleboe,  New 
York  state  health  commissioner;  Leo  Price,  med- 
ical center,  International  Ladies’  Garment  Work- 
ers’ Union,  and  member  of  the  AMA  committee 
on  medical  care  for  industrial  workers;  and 
Charles  L.  Farrell,  president.  Conference  of 
Presidents  and  Other  Officers  of  State  Medical 
Associations. 

T.  Two  Physicians  On  National  Group  For 
White  House  Youth  Conference 

Two  of  the  12  members  named  by  President 
Eisenhower  to  the  national  committee  for  the 
White  House  conference  on  children  and  youth 
are  physicians.  The  meeting,  set  for  March  1960, 
has  been  held  every  10  years  since  inaugurated 
in  1909  by  President  Theodore  Roosevelt.  The 
doctors  are  Edward  D.  Greenwood,  co-ordinator 
of  training  in  child  psychiatry,  Menninger  Foun- 
dation, and  Daryl  P.  Harvey,  staff  physician  on 
the  Howard  Clinic,  Glasgow,  Kv.  Other  mem- 
bers include  a newspaper  editor,  a college  presi- 
dent, religious  leaders  and  social  welfare  execu- 
tives. 

President  Eisenhower  will  serve  as  honorary 
chairman,  HEW  Secretary  Flemming  as  honor- 
ary vice  chairman;  Mrs.  Rollin  Brown,  past  pres- 
ident of  the  National  Congress  of  Parents  and 
Teachers,  conference  chairman,  and  Mrs.  Kath- 
erine Oettinger,  chief  of  the  children’s  bureau, 
secretary.  A White  House  announcement  said 
the  conference  is  designed  to  take  stock  of  pros- 
pects of  children  and  to  bring  attention  and  em- 
phasis on  policies  and  programs  most  effective 
in  advancing  their  welfare. 


U.  Antibiotics  Can  Now  Go  Beyond 
Iron  Curtain 

Antibiotics  and  related  drugs,  long  banned 
from  shipment  to  Russia  and  satellite  countries, 
can  now  be  shipped  there  provided  that  indi- 
vidual export  licenses  are  issued.  Without  giving 
any  reason  for  the  lifting  of  the  ban,  the  depart- 
ment of  commerce  simply  said  that  previously, 
except  for  research  purposes  and  certain  emer- 
gency situations,  applications  to  export  these 
commodities  to  the  European  Soviet  bloc  gener- 
ally were  denied.  Relaxation  does  not  apply  to 
Communist  China,  North  Korea  and  North  Viet- 
nam which  are  under  total  embargo  from  U.S. 
goods.  Commodities  include  penicillin,  strepto- 
mycin, dihydrostreptomvcin,  aureomvcin,  terra- 
mycin  and  all  other  similar  antibiotics,  including 
sulfonamides.  Commerce  decided  that  ship- 
ments to  Poland  can  be  made  under  a general 
export  license. 

V.  Mental  Health  Needs  Meeting  Hears 
Pleas  For  More  Federal  Aid 

Representatives  of  national  organizations  in 
the  mental  health  field  met  in  the  third  of  Sec- 
retary Flemming’s  “listening”  conferences.  Again 
through  the  remarks  ran  the  theme  of  need  for 
more  federal  assistance.  One  conferee,  Kenneth 
Williamson  of  the  American  Hospital  Associa- 
tion’s Washington  office,  commented  that  when 
there  is  talk  of  “federal  leadership”  it  simply 
means  “federal  financing.”  Dr.  Leo  Rartemeier 
representing  the  American  Medical  Association, 
said  that  mental  illness  in  this  country  was  really 
an  epidemic  disease  and  must  therefore  have  the 
assistance  of  the  community,  not  just  doctors. 
The  federal  government  must  also  lend  a hand, 
he  said. 

Dr.  Julian  Price,  speaking  for  the  joint  com- 
mission on  accreditation  of  hospitals,  told  the 
conference  that  mental  hospitals  are  being 
judged  the  same  as  general  hospitals  on  whether 
they  are  able  to  give  good,  complete  care.  He 
said  he  would  like  to  see  a psychiatrist  named 
to  the  joint  commission. 

Dr.  Robert  Felix,  chief  of  the  National  Insti- 
tute of  Mental  Health,  told  of  an  average  120 
per  cent  turnover  annually  in  psychiatric  and 
ancillary  personnel  in  mental  institutions.  He 
advocated  more  training  programs  for  ancillary 
groups.  Dr.  Francis  Gertv,  president  of  the 
American  Psychiatric  Association,  strongly  ad- 
vocated an  integration  of  mental  hospitals  with 
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communities,  which  would  encourage  volunteers 
to  lend  assistance  and  also  aid  discharged  pa- 
tients to  reutrn  to  their  former  environment. 

\V.  Senate  Unit  On  International  Health 
Asks  Aid  Of  Private  Medicine 

The  senate  government  operations  subcom- 
mittee studying  international  health  operations 
is  advocating  in  its  first  report  increased  team- 
work of  private  medicine,  allied  groups  and  the 
pharmaceutical  and  chemical  industries.  Com- 
ments the  report:  “It  is  the  hope  of  men  of  good 
will  everywhere  that  more  and  more  the  ener- 
gies of  all  nations  may  be  channelled  to  the  con- 
structive purpose  of  furthering  the  well  being 
of  man.  In  this  effort,  increased  teamwork  is  es- 
sential.” It  did  not  spell  out  details  other  than 
declaring : 

“Medical  research  itself  has  always  had  an  in- 
ternational character.  Medicine  has  been  the 
beneficiary  of  discoveries  which  have  transcend- 
ed national  boundaries.  Today  the  complexity 
and  volume  of  medical  research  render  especial- 
ly important  the  promptest  possible  exchange  of 
scientific  information  and  strengthened  co-oper- 
ation. In  this  way,  precious  time  and  effort  may 
be  saved  and  used  to  best  advantage.” 

X.  Three  New  Regents  Named  To 
National  Library  Of  Medicine 

The  President  has  named  two  doctors  to  the 
National  Library  of  Medicine  board  of  regents. 
They  are  Dr.  William  B.  Bean,  professor  of  med- 
icine and  head  of  the  department  of  internal 
medicine,  State  University  of  Iowa  College  of 
Medicine,  and  Dr.  William  Stadel,  a former  hos- 
pital administrator  and  now  director  of  the  San 
Diego,  Calif.,  Department  of  Medical  Institu- 
tions. A third  regent  is  Mrs.  Eugenie  Mary 
Davie  of  New  York,  chairman  of  the  women’s 
auxiliary  of  the  New  York  Republican  county 
committee.  The  regents  elected  as  their  chair- 
man Dr.  Champ  Lyons,  professor  of  surgery  and 
head  of  the  department  of  surgery,  Medical  Col- 
lege of  Alabama.  Dr.  Lyons  has  been  a regent 
since  1956;  1958  was  his  last  year.  He  succeeds 
Dr.  I.  S.  Ravdin  whose  term  has  expired.  The  re- 
gents at  their  first  fall  meeting  also  discussed 
plans  for  next  spring’s  ground  breaking  for  the 
$7  million  new  building  which  is  set  for  com- 
pletion in  1961. 

Y.  PHS  Sees  Air  Pollution  As  Disease  Factor 

Public  health  service  states  that  it  appears 

likely  that  the  medical  effects  of  air  pollution 


are  not  confined  to  the  respiratory  and  circula- 
tory systems.  Epidemiological  and  statistical 
studies  show  parallels  between  air  pollution  and 
mortality  rates  from  cancer  of  the  stomach  and 
esophagus,  similar  to  those  from  lung  cancer. 
PHS  also  made  the  point  in  its  report  that  mor- 
tality’ rates  for  lung  cancer  among  urban  dwell- 
ers are  significantly  higher  than  among  strictly' 
comparable  rural  groups,  smoking  habits  not- 
withstanding. 

On  the  economic  effects  of  air  pollution,  PHS 
said  that  it  is  quite  apparent  that  the  estimated 
third  of  a billion  dollars  now  spent  for  preven- 
tion is  out  of  line  with  the  estimated  $4  billion 
spent  for  neglect.  “More  money  put  into  the  as- 
set side  would  remove  several  times  as  many 
dollars  from  the  debit  side." 

HEW  listed  some  of  the  speakers  for  the  con- 
ference which  will  review  recent  knowledge 
about  air  pollution  and  recommend  future  plans 
for  dealing  with  the  problems.  PHS  Surgeon 
General  Burney  and  HEW  Secretary  Flemming 
head  the  list.  Others  are  Senator  Kuchel  (R.. 
Calif.),  who  sponsored  legislation  on  federal  pol- 
lution control;  Dr.  Herman  Hilleboe,  New  York 
state  commissioner  of  health;  Dr.  Malcolm  H. 
Merrill,  director,  California  Department  of  Pub- 
lic Health,  and  Gen.  John  E.  Hull,  president. 
Manufacturing  Chemists  Association. 

Z.  Substantial  Drop  In  10  Diseases 
Reported  By  PHS 

Final  figures  of  the  National  Office  of  Vital 
Statistics  show  substantial  reductions  in  the  in- 
cidence of  10  diseases  during  1957  compared 
with  the  previous  year.  They  are  brucellosis, 
diphtheria,  encephalitis,  hepatitis,  malaria,  po- 
liomyelitis, psittacosis,  trichinosis,  tuberculosis 
and  typhoid  fever.  Polio  cases  in  1957  amounted 
to  5,485,  the  lowest  since  1942  when  the  total 
was  4,167.  Of  the  1957  total,  2,499  were  para- 
lytic. 

NO  VS  said  there  was  little  change  in  reported 
incidence  of  dysentery,  rheumatic  fever,  tetanic 
meningococcal  infections  and  venereal  diseases. 
A rise  in  the  number  of  syphillis  cases  v as  no- 
ted, from  131,763  in  1956  to  136,039  in  1957. 
Previous lv  there  had  been  a steady’  decline. 

A. A.  Lost  Or  Strayed:  400,000  Social  Security 
Eligibles 

Social  security  administration  is  looking  for 
about  400,000  persons  who  may  be  eligible  for 
pavments  under  the  195S  amendments  to  the  so- 
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cial  security  law.  The  amendments  extend  bene- 
fits to  many  who  were  formerly  denied  and  to 
others  who  are  newly  eligible.  In  many  cases, 
SSA  can  neither  identify  nor  locate  the  eligibles. 
Comments  the  agency:  “To  locate  others  would 
require  a search  through  mountains  of  records.” 
B.B.  FEDERAL  MEDICAL-HEALTH 
SPENDING  FOR  FISCAL  YEAR  1959 
(July  1, 1958  to  June  30, 1959) 

The  federal  government’s  medical  activities 
are  on  a massive  scale  and  they  continue  to 
grow.  This  year  for  all  health  programs  (re- 
search, medical  care,  public  health)  Uncle  Sam 
is  spending  about  62.6  per  cent  more  than  he 
did  five  years  ago,  13.5  per  cent  more  than  last 
year.  Programs  in  22  separate  agencies  and  de- 
partments of  government  range  from  cancer  re- 
search to  federal  employe  clinics.  The  total  cost 
is  $2.8  billion,  or  $344.7  million  more  than  last 
year. 

For  six  years  now  the  Washington  office  of 
the  American  Medical  Association,  through  this 
annual  budget  report,  has  charted  this  expand- 
ing course  of  federal  medical  activity,  a service 
not  performed  by  any  other  organization.  We 
identify  all  programs,  describe  their  purpose, 


give  their  present  appropriations,  and  note  the 
amount  of  increase.  We  do  not  attempt  to  evalu- 
ate them  — to  rate  them  as  good,  bad,  or  indif- 
ferent; as  wasteful  or  invaluable.  This  is  a factu- 
al study,  based  on  scrutiny  of  appropriation  acts 
passed  by  the  last  congress  and  information  sup- 
plied us  by  program  and  fiscal  officers  in  the 
various  departments  and  agencies,  all  of  whom 
gave  us  their  wholehearted  co-operation.  It  cov- 
ers the  current  fiscal  year  which  ends  next  June 
30. 

While  nearly  38  million  people  are  eligible  to 
receive  all  or  part  of  their  medical  care  from 
or  through  the  federal  government,  medical  care 
represents  only  a part  of  the  total  spent  by  the 
U.  S.  in  medical  fields.  Many  millions  of  dollars 
go  for  research,  drug  control,  personnel  training 
and  other  efforts  not  directly  related  to  the  ren- 
dition of  medical  care. 

As  in  last  year’s  report,  we  have  listed  in  table 
form  payments  to  disabled  persons  through  pro- 
grams which  the  federal  government  finances 
entirely  or  in  part.  Such  beneficiaries  now  total 
nearly  6 million,  a 15  per  cent  increase  over  last 
year.  Money  paid  them  has  increased  to  $4.75 
billion,  over  40  per  cent  more  than  last  year. 


MEDICAL-HEALTH  BUDGETS  OF 

FEDERAL  DEPARTMENTS 

AGENCIES  AND  COMMISSIONS 

FOR  THE  FISCAL  YEAR 

Agency 

Fiscal  1959 

Fiscal  1958 

Department  of  health,  education,  and  welfare 

$1,116,207,806 

$ 849,395,800 

Veterans’  Administration 

843,524,000 

849,374,000 

Department  of  defense 

751,115,000 

702,305,000 

Atomic  Energy  Commission 

45,462,000 

40,085,000 

International  co-operation  admin. 

39,600,000 

37,300,000 

Department  of  state 

21,638,380 

15,718,110 

National  Science  Foundation 

19,575,000 

7,500,000 

Office  of  Civil  and  Defense  Mobilization 

13,617,000 

3,177,000* 

Federal  employes  health  programs 

11,000,000 

10,000,000 

Department  of  labor 

8,827,000 

8,069,476 

Panama  Canal  Co.  and  Panama  Canal 

Zone  government 

3,959,900 

5,988,300 

Department  of  treasury 

3,854,500 

3,837,850 

Department  of  justice 

2,105,000 

1,796,000 

District  of  Columbia 

2,000,000 

3,700,000 

Federal  Trade  Commission 

1,600,000 

1,500,000 

Department  of  commerce 

1,212,400 

911,300 

Civil  service  commission 

426,000 

387,000 

President’s  comm,  for  employment  of  the 

214,700 

182,575 

“The  figure  for  fiscal  1958  is  the  appropriations  of  the  federal  civil  defense  administration  and  the  office 
now  combined  in  the  Office  of  Civil  and  Defense  Mobilization. 

of  defense  mobilization; 
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physically  handicapped 
Small  business  administration 
Department  of  the  interior 

National  advisory  committee  to  selective  service 
Office  of  the  attending  physician  of  congress 


TOTALS 


150.000 

140.000 

19,000 
13,145 


$2,886,260,831 


70.000 
154,950 

19.000 
12,145 


$2,541,483,506 


DEPARTMENT  OF  HEALTH,  EDUCATION, 
AND  WELFARE 
(This  Year:  $1,116,207,806  - 

Last  Year:  $849,395,800) 
Division  of  Hospital  Facilities $187,800,000 


last  year:  $122,650,000 
This  division  administers  the  federal  aspects 
of  both  the  original  and  expanded  Hill-Burton 
programs.  In  1958,  congress  enacted  legislation 
which  authorized  loans  in  lieu  of  grants  for  any 
of  the  eligible  projects  under  the  entire  program. 
Since  1946  the  federal  contribution  through  June 
30,  1958,  amounts  to  $1,024,000,000;  when  the 
sponsors’  share  is  included,  the  total  is  $3,- 
323,000,000  ( these  figures  are  for  both  the  origi- 
nal and  the  expanded  program).  This  is  the 
first  time  since  fiscal  1950  that  the  appropria- 
tion has  reached  $150  million  for  the  original 
program  plus  the  categorical  programs.  Total 
appropriations  are  divided  into  the  following 
four  categories: 

Hill-Burton  Original  Program $150  million 


last  year:  $ 99  million 
This  appropriation,  allotted  to  the  states  on 
the  basis  of  population  and  per  capita  income, 
assists  in  the  financing  of  new  hospitals  and  re- 
lated health  facilities  construction  under  the 
original  Hill-Burton  program.  To  June  30,  1958, 
federal  funds  have  partially  financed  approxi- 
mately 3,476  projects,  including  159,745  hospital 
beds,  768  public  health  centers,  23  state  health 
laboratories  and  something  in  excess  of  100 
nurses’  homes  and  training  facilities. 

Medical  Facilities— Category 
Program  $35  million 


last  year:  $21  million 
The  total  allotted  to  the  states  this  year  on  a 
population-per  capita-income  formula  will  assist 
in  the  financing  of  new  construction  under  the 
1954  amendments  in  four  categories  as  follows: 
$7.5  million  for  hospitals  for  the  chronically  ill 
and  impaired;  $7.5  million  for  diagnostic  centers, 
or  diagnostic  and  treatment  centers;  $10  million 


for  nursing  homes;  and  $10  million  for  rehabili- 
tation facilities.  As  under  the  original  program, 
the  federal  share  may  range  from  one-third  to 
two-thirds  of  the  total  project  cost.  As  of  June 
30,  1958,  a total  of  496  projects  had  been  ap- 
proved, divided  among  the  four  categories  as 
follows:  Facilities  for  chronically  ill  (93),  diag- 
nostic-treatment centers  (196),  nursing  homes 
(125),  and  rehabilitation  facilities  (82). 
Hill-Burton  Administrative  Expenses  $1  million 


last  year:  $1,450,000 
This  appropriation  is  used  for  administration, 
including  salaries  and  expenses  for  the  hospital 
survey  and  construction  program  for  the  federal 
headquarters  and  for  eight  regional  federal 
offices. 

Research $1.2  million 


last  year:  $1.2  million 
Authorized  in  1949  but  not  appropriated  until 
1955  is  this  item  for  research,  experiments  and 
demonstrations  on  utilization  of  hospital  serv- 
ices, facilities  and  resources.  The  bulk  of  the 
money  is  assigned  as  grants  to  states,  universi- 
ties, hospitals,  hospital  associations,  professional 
associations,  and  community  organizations  and 
a small  amount  for  direct  research  by  U.S.  Pub- 


lic Health  Service. 

National  Institutes  of  Health $324,383,000 

last  year:  $241,183,000 
National  Cancer  Institute $75,268,000 

last  year:  $56,402,000 


About  50  per  cent  of  this  appropriation  is  ear- 
marked for  grants  to  non-federal  individual  in- 
vestigators and  private  institutions  for  research 
and  training.  Almost  25  per  cent  w ill  be  used  to 
support  contracts  with  the  pharmaceutical  and 
chemical  industries  in  research  on  chemothera- 
peutic agents  for  the  treatment  of  cancer.  The 
states  receive  $2,250,000  for  cancer  control  work. 
$4,212,000  will  provide  professional  and  techni- 
cal assistance  to  public  and  private  institutions 
engaged  in  prevention,  diagnosis,  and  treatment 
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among  individuals  and  large  population  groups 
(cytology  activities)  and  environmental  cancer 
activities.  The  balance  is  for  direct  research  op- 
erations, including  salaries,  supplies,  and  this  in- 
stitute’s share  in  the  cost  of  operating  the  Be- 
thesda  (Md.)  clinical  center  and  related  auxil- 
iary services. 

National  Heart  Institute §45,613,000 


last  year:  $35,936,000 
Grants  to  non-federal  individual  investigators 
and  public  and  private  institutions  for  research 
and  training  take  about  75  per  cent  of  the  ap- 
propriation. $2,125,000  is  allocated  to  states  for 
heart  disease  control.  The  balance  is  for  direct 
research  operations,  including  salaries,  supplies, 
and  this  institute’s  share  in  the  cost  of  operating 
the  Bethesda  (Md.)  clinical  center  and  related 
auxiliary  services. 

Mental  Health  Institute  $52,419,000 


last  year:  $39,217,000 

Approximately  75  per  cent  of  this  appropria- 
tion is  apportioned  for  research  and  training 
through  grants  to  individual  investigators  and 
public  and  private  institutions.  The  sum  of  $4 
million  is  allocated  to  the  states  for  community 
mental  health  services.  The  remainder  is  for  di- 
rect research  operations,  including  salaries,  sup- 
plies, and  this  institute’s  share  in  the  cost  of  op- 
erating the  Bethesda  clinical  center  and  related 
auxiliary  services. 

Arthritis  & Metabolic  Diseases 

Institute  $31,215,000 


last  year:  $20,385,000 

Grants  to  public  and  private  investigators  for 
research  and  training  total  75  per  cent  of  this 
appropriation.  The  balance  is  for  direct  research 
operations,  including  salaries,  supplies  and  this 
institute’s  share  in  the  cost  of  operating  the 
Bethesda  clinical  center  and  related  auxiliary 
services. 

Neurological  Disease  Blindness 
Institute  $29,403,000 


last  year:  $21,387,000 

Grants  to  public  and  private  investigators  and 
institutions  for  research  and  training  total  80  per 
cent  of  this  appropriation.  The  remainder  is  for 
direct  research  operations,  including  salaries, 
supplies,  and  this  institute’s  share  in  the  cost  of 
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operating  the  Bethesda  clinical  center  and  re- 
lated auxiliary  services. 

Allergy  Infectious  Diseases 
Institute  $24,071,000 


last  year:  $17,400,000 
Research  grants  to  public  and  private  investi- 
gators for  research  and  training  amount  to  70 
per  cent  of  this  appropriation.  The  remainder  is 
for  direct  research  operations,  including  salaries, 
supplies  and  this  institute’s  share  in  the  cost  of 
operating  the  Bethesda  clinical  center  and  rela- 
ted auxiliary  services. 

Dental  Health  Institute  $7,420,000 


last  year:  $6,430,000 

Grants  to  public  and  private  investigators  for 
research  and  training  total  about  60  per  cent  of 
this  appropriation.  Of  this,  $983,000  will  be  used 
for  technical  assistance  to  states  and  $320,000 
for  co-ordination  and  development  of  dental  re- 
sources. The  remainder  is  for  direct  research  at 
Bethesda,  review  and  approval  of  grants,  admin- 
istrative expenses,  and  for  support  of  the  clinical 
center. 

National  Institutes  of  Health  — 

General  Funds  $28,974,000 


last  year:  $14,026,000 

These  funds  are  administered  by  the  division 
of  general  medical  sciences  of  the  National  In- 
stitutes of  Health,  with  practically  all  funds  be- 
ing expended  for  research  and  training  grants, 
with  the  exception  of  $2,236,000  for  control  of 
biologies  (including  polio  and  flu  vaccine), 
which  activity  is  under  the  division  of  biologies 
standards.  The  balance  goes  toward  supporting 
fellowships  and  administrative  expenses  relating 
to  grants. 

Laboratory  Research  Construction 
(NIH)  $30  million 


last  year:  $30  million 

There  is  available  for  planning  and  construc- 
tion of  research  facilities  $30  million  the  au- 
thority for  which  is  Public  Law  835  (84th  con- 
gress). To  be  eligible  for  grants,  the  applicant 
must  be  a public  or  nonprofit  institution  deter- 
mined by  the  surgeon  general,  after  consultation 
with  the  National  Advisory  Council  on  health 
research  facilities,  to  be  competent  to  engage  in 
the  type  of  research  for  which  the  facility  is  to 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 

therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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be  constructed.  This  is  the  third  year  of  this 
program’s  operation. 

Water  Pollution  Control  $45  million 


last  year:  $47  million 

Under  Public  Law  660,  enacted  in  1956,  the 
federal  government  makes  grants  for  the  con- 
struction of  waste  treatment  plants.  Although 
$45  million  was  appropriated  for  fiscal  1959,  the 
funds  allocated  to  the  states  will  be  based  on 
the  $50  million  authorized  in  the  basic  legisla- 
tion. 

Hospitals  and  Medical  Care $48,454,000 

last  year:  $44,399,000 

These  funds  are  used  for  operational  costs 
and  maintenance  of  PHS  hospitals  and  health 
services  in  caring  for  American  seamen,  coast 
guard  and  public  health  service  personnel  and 
their  dependents,  federal  employes  injured  at 
work,  leprosy  patients  and  narcotic  addicts,  and 
includes  studies  in  the  development  and  co-ordi- 
nation of  nursing  resources.  It  also  includes  $1 
million  for  payments  to  Hawaii  for  care  of  pa- 
tients suffering  from  leprosy  and  $5.8  million  for 
nurse  training  grants.  Not  shown  in  the  appro- 
priation is  approximately  $4.5  million  additional 
income,  principally  from  other  federal  agencies 
for  reimbursable  services. 

Indian  Health  Activities $44,597,000 


last  year:  $43,230,300 

Under  Public  Law  568  (83rd  congress),  PHS 
assumed  responsibility  for  the  health  of  Ameri- 
can Indians  and  natives  of  Alaska  which  former- 
ly was  a function  of  the  interior  department.  The 
total  is  broken  down  as  follows:  Hospital  care 
in  Indian  hospitals,  $23,756,000;  contract  patient 
care,  $8  million;  field  health  services,  $6,620,000; 
program  direction  and  management  services, 
$2,097,000;  and  modernization  of  hospitals  and 
construction  of  facilities  $4,124,000.  In  addition, 
the  Indian  health  activities  of  PHS  will  receive 
approximately  $740,000  as  reimbursements  from 
other  governmental  agencies  for  services  ren- 
dered in  PHS  facilities. 

Assistance  to  States— General  $22,889,000 


last  year:  $22,592,000 
Grants  totaling  $15  million  will  be  available 
for  allocation  to  the  states  in  support  of  state 
and  local  general  public  health  activities.  These 


grants  must  be  matched  one  state  dollar  for 
every  two  federal  dollars.  U.  S.  Public  Health 
Service  will  spend  $5,889,000  to  provide  techni- 
cal assistance,  consulting  services  to  states,  ex- 
penses of  the  National  Office  of  Vital  Statistics, 
international  health  activities,  demonstrations, 
training  activities,  and  operational  expenses.  A 
total  of  $2  million  will  be  available  for  grants  to 
schools  or  direct  traineeship  awards  to  individu- 
als for  the  training  of  professional  public  health 
personnel. 

Sanitary  Engineering  Activities  ....$12,815,000 

last  year:  $12,640,000 

This  program  is  made  up  of  seven  activities 
as  follows:  Air  pollution  control,  $3,860,000;  wa- 
ter supply  and  water  pollution  control,  $6.6  mil- 
lion; radiological  health  activities,  $608,000; 
milk  and  food  sanitation  activities,  $492,000;  in- 
terstate carrier  and  general  sanitation  activities, 
$510,000;  sanitary  engineering  center  research 
activities,  $440,000;  and  administration,  $305,000. 
Tuberculosis  Control  $6,386,000 

last  year:  $7  million 

Grants  to  states  for  diagnostic  and  treatment 
clinics,  mass  case-finding  and  follow-up  services 
account  for  $4  million,  all  of  which  has  to  be 
matched  equally  by  the  states.  The  remainder  is 
for  direct  operations  of  PHS. 

Communicable  Disease  Activities  ..$8.3  million 


last  year:  $6,250,000 

The  entire  appropriation  is  used  for  direct 
activities  of  the  PHS  communicable  disease  cen- 
ter at  Atlanta,  Ga.,  and  its  affiliated  operations. 
The  center  carries  on  studies  in  epidemiology, 
furnishes  laboratory  diagnostic  services  and 
sponsors  special  projects  to  assist  states.  This 
amount  includes  $1.7  million  for  equipment  for 
the  new  communicable  disease  center  which  is 
now  under  construction  in  Atlanta. 

Office  of  the  Surgeon  General $5,260,000 


last  year:  $5.1  million 

For  administrative  expenses  of  this  office,  in- 
cluding all  housekeeping  services,  evaluation  of 
public  health  needs,  and  personnel  training.  In- 
cluded also  is  approximately  $1,389,400  for  ad- 
ministration of  the  National  Health  Survey  Act 
authorized  by  Public  Law  652  (84th  congress). 
Venereal  Disease  Control $5.4  million 
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last  year:  $4,415,000 
Of  the  total,  $2.4  million  goes  for  direct  grants 
to  states  for  venereal  disease  detection,  treat- 
ment and  control  on  a special-need  basis.  Most 
of  the  remainder  is  spent  for  technical  assistance 
to  the  states,  including  funds  to  pay  258  federal 
employes,  the  majority  of  whom  are  assigned  to 
state  health  departments. 

Foreign  Quarantine  Service  $4,108,000 

last  year:  $3,876,000 
This  service  operates  310  medical  quarantine 
stations  on  borders  of  the  United  States.  It  also 
operates  28  medical  examination  stations  on  for- 
eign soil  for  the  examination  of  aliens  seeking 
visas  to  enter  the  U.  S.  Inspections  are  made  of 
all  seagoing  vessels  and  aircraft  entering  the  U.S. 
It  is  estimated  that  the  service  will  examine  more 
than  3.1  million  aliens  in  this  country  and 
210,000  abroad. 

Alaska  Health  and  Sanitation 

Programs $8,665,000 


last  year:  $2,165,000 

This  appropriation  will  be  divided  as  follows: 
$638,00  for  grants  to  Alaska  for  public  health 
services;  $527,000  for  research  activities  of  the 
Arctic  Health  Research  Center  at  Anchorage;  $1 
million  to  enable  Alaska  to  pay  for  hospitaliza- 
tion for  Alaska’s  mentally  ill  at  Morningside 
Hospital  in  Portland,  Ore.;  and  $6.5  million  for 
construction  of  mental  health  facilities  in  Alaska 
as  authorized  by  the  Alaska  Mental  Health  Act. 
National  Library  of  Medicine $8,365,000 

last  year:  $1,450,000 

As  a result  of  Public  Law  941  enacted  in  1956, 
the  Armed  Forces  Medical  Library  was  renamed 
the  National  Library  of  Medicine  and  trans- 
ferred to  the  department  of  health,  education, 
and  welfare.  A new  structure  has  been  author- 
ized to  house  the  library  and  $6,950,000  in  con- 
struction funds  was  appropriated  for  1959.  The 
new  library  will  be  built  on  the  southeast  corner 
of  the  NIH  reservation  at  Bethesda. 
Reimbursable  Health  Programs  for 

Other  Governmental  Agencies $487,000 

last  year:  $475,000 

This  represents  the  cost  of  services  expected 
to  be  advanced  to  public  health  service  by  other 


governmental  agencies  for  establishing  and  op- 
erating on-the-job  clinics.  PHS  deals  largely  with 
Washington  personnel,  whereas  90  per  cent  of 
the  total  number  of  government’s  employes  are 
located  outside  the  greater  Washington  area. 
Freedmens  Hospital $2,975,000 


last  year:  $3  million 

This  institution  with  an  average  patient  load 
of  328,  plus  32  new-borns,  is  a medical  teaching 
facility  and  general  hospital.  Its  patients  are 
chiefly  medical  indigents  from  the  District  of 
Columbia  and  the  adjoining  area.  The  hospital 
is  utilized  for  training  of  interns  and  residents, 
chiefly  from  Howard  University,  and  it  has  a 
nurses’  training  school.  A total  of  $4,267,000  is 
authorized  for  operating  cost.  All  in  excess  of 
$2,975,000  (appropriated  for  fiscal  1959)  are  ex- 
pected reimbursements  from  charges  made  to 
patients  and  payments  made  by  the  District  of 
Columbia  and  other  federal  agencies  and  from 
the  counties  surrounding  Washington  who  uti- 
lize these  facilities  for  welfare  patients.  Some 
supervisory  functions  over  this  program  is  vest- 
ed in  PHS. 

Howard  University  $1,022,000 


last  year:  $1,136,000 

This  university  came  into  being  shortly  after 
the  close  of  the  Civil  War  because  of  the  lack  of 
higher  educational  facilities  for  Negroes.  It  is 
jointly  supported  by  congressional  appropria- 
tions and  private  funds  and  offers  instruction  in 
10  schools  and  colleges,  including  colleges  of 
medicine,  dentistry,  and  pharmacy.  This  year 
the  university’s  total  operational  budget  is  in  ex- 
cess of  $8  million.  Of  this  amount  the  federal 
government  will  contribute  $4,350,300  toward 
operational  expenses,  $123,000  for  plans  for  con- 
struction, and  $163,000  for  completion  of  a men’s 
dormitory.  The  combined  budgets  for  the  col- 
leges of  medicine,  dentistry  and  pharmacy  will 
require  approximately  24  per  cent  of  the  uni- 
versity’s total  budget.  The  entire  student  body 
of  the  university  for  1958-59  will  be  approxi- 
mately 5,500.  There  are  350  students  enrolled  in 
the  college  of  medicine,  289  in  the  college  ol 
dentistry  and  133  in  the  college  of  pharmacy. 
The  federal  contribution  for  direct  current  op- 
erations in  the  colleges  of  medicine,  dentistry 
and  pharmacy  totals  approximately  $1,022,000. 
according  to  the  university’s  treasurer. 
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St.  Elizabeth’s  Hospital  $17,082,000 

last  year:  $15,904,500 
St.  Elizabeth’s  provides  treatment  for  several 
classes  of  mentally  ill  persons,  including  those 
residing  in  the  District  of  Columbia,  benefici- 
aries of  the  veterans’  administration,  beneficiar- 
ies of  public  health  service,  insane  persons 
charged  with  or  convicted  of  crimes  in  U.  S. 
courts  (including  the  court  of  the  District  of 
Columbia),  certain  American  citizens  found  in- 
sane in  Canada,  the  Panama  Canal  Zone  and 
the  Virgin  Islands,  certain  foreign  service  per- 
sonnel, and  members  of  the  military  services  ad- 
mitted to  the  hospital  prior  to  July  16,  1946. 
Congress  appropriated  $3,186,000  to  this  institu- 
tion for  operational  expenses,  $87,000  for  major 
repairs,  and  $125,000  for  construction  planning. 
Reimbursements  from  other  agencies  will  ap- 
proximate $13,684,000.  This  hospital  has  an  av- 
erage daily  patient  load  of  7,000. 

Bureau  of  Public  Assistance 
(Medical  Payments)  $240  million 

last  year:  $150  million 
Out  of  a total  budget  of  approximately  $3.2 
billion  (federal  and  state)  for  categorical  pub- 
lic assistance  programs,  officials  of  the  social  se- 
curity administration  estimate  that  approximate- 
ly 12.8  per  cent  is  now  being  devoted  to  health 
care  of  recipients.  For  all  facets  of  living  ex- 
penses and  medical  care,  the  total  federal  con- 
tribution this  year  will  be  about  $1.9  billion.  An 
estimated  $410  million  of  federal,  state,  and  lo- 
cal funds  are  expected  to  be  paid  for  medical 
and  health  needs  of  categorical  assistance  recip- 
ients this  fiscal  year.  About  $330  million  will  be 
paid  to  vendors  of  medical  care,  such  as  physi- 
cians, hospitals,  pharmacists,  nursing  homes, 
etc.,  and  about  $80  million  directly  to  recipients 
to  enable  them  to  meet  their  medical  care  needs. 
The  federal  share  of  combined  medical  pay- 
ments to  vendors  and  to  recipients  will  be  about 
$240  million. 

Office  of  Vocational  Rehabilitation . $57.8  million 


last  year:  $50,830,000 
Under  the  expanded  Vocational  Rehabilitation 
Act  (Public  Law  565,  83rd  congress),  congress 
this  year  appropriated  $56.4  million  for  grants 
to  states  and  other  agencies.  This  is  divided  as 
follows : ( a ) Support  of  basic  rehabilitation  serv- 
ices, including  medical  examinations,  surgical 


and  therapeutic  treatment,  hospitalization,  pros- 
theses,  occupational  tools  and  aids,  vending 
stands,  rehabilitation  facilities,  vocational  train- 
ing and  funds  for  maintenance  (based  on  per 
capita  income  and  population  as  in  Hill-Burton), 
$45.5  million;  (b)  Extension  and  improvement 
of  state  programs,  $1.5  million;  (c)  Special 
grants  to  states  or  nonprofit  organizations  for 
projects  designed  to  expand  the  rehabilitation 
program  (2-1  federal-state  matching),  $4.6  mil- 
lion; (d)  $4.8  million  for  training  of  rehabilita- 
tion personnel,  including  physicians,  therapists, 
psychologists,  counselors,  medical  and  psychi- 
atric social  workers.  In  addition  $1.4  million  is 
available  for  federal  administrative  costs. 
Childrens  Bureau $32.3  million 

last  year:  $32.3  million 
Operating  under  the  social  security  adminis- 
tration, the  children’s  bureau  administers  grants 
to  states  for  maternal  and  child  health,  and 
child  health,  and  crippled  children’s  and  child 
welfare  services.  This  year  grant  money  totals 
$43.5  million  divided  as  follows:  $16.5  million 
for  maternal  and  child  health  work;  $15  million 
for  crippled  children’s  services;  and  $12  million 
for  child  welfare  services.  However,  this  last 
item  has  no  medical  significance  and,  therefore, 
it  is  not  reflected  in  the  total  of  $32.3  million. 
One-half  of  the  federal  funds  for  maternal  and 
child  health  and  crippled  children’s  services  is 
required  to  be  matched  dollar  for  dollar  by  the 
states.  In  addition,  the  children’s  bureau  has  $2 
million  to  finance  investigating  and  reporting 
activities  and  to  administer  all  the  grants.  About 
40  per  cent  of  this  amount  is  chargeable  to  the 
health  and  related  activities  of  the  children’s  bu- 
reau which  include  administration  of  grants  for 
maternal  and  child  health  and  crippled  chil- 
dren’s services  and  consultative  services  to  state 
agencies  and  other  public  and  voluntary  agen- 
cies and  organizations  engaged  in  the  provision 
of  maternal  and  child  health  services. 

Federal  Surplus  Property 

Donation  Program  Approx.  $18,319,806 

last  year:  $15.2  million 
The  department  of  HEW  has  authority  to 
make  donations  of  personal  property  and  trans- 
fer of  real  estate  declared  surplus  by  federal 
agencies  for  health  needs.  In  the  case  of  real  es- 
tate, conditional  title  is  vested  in  the  transferee 
and  then  after  a number  of  years  of  utilization 
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of  the  property  in  accordance  with  imposed  con- 
ditions the  property  can  become  absolutely  vest- 
ed. Recipients  of  personal  property  may  be  med- 
ical institutions,  health  centers,  hospitals  and 
clinics.  Eligible  donees  of  real  property  may  be 
any  institutions  organized  for  health  purposes, 
including  those  engaging  in  medical  research.  It 
is  difficult  to  determine  the  exact  value  of  prop- 
erty donated  and  transferred  since  accounting  is 
on  the  basis  of  acquisition  cost.  Last  year  ap- 
proximately $60,910,000  of  personal  property 
( acquisition  value ) was  allocated  for  health  pur- 
poses which  probably  had  a fair  market  value  of 
roughly  $18  million.  During  the  same  period, 
approximately  $1,229,582  of  real  estate  (acquisi- 
tion value)  was  transferred  with  a fair  market 
value  of  $319,806.  It  is  expected  that  the  level  of 
donations  and  transfers  for  the  current  fiscal 
year  will  be  in  line  or  slightly  in  excess  of  last 
year’s  totals. 

Contract  Hospitalization * $13,557,000 


last  year:  $13,389,000 
This  appropriation  finances  an  average  daily 
patient  load  of  3,117  veterans  in  federal  hospi- 
tals other  than  VA  and  in  state  and  municipal 
hospitals.  Patients  in  federal  non-VA  hospitals 
are  estimated  at  1,324  and  in  non-federal  hospi- 
tals, 1,676.  Mental  cases  make  up  the  largest 
single  category  of  contract  cases. 

Medical  Administration * $7,175,000 


last  year:  $7,862,000 
To  operate  the  VA  department  of  medicine 
and  surgery  in  the  central  office  and  the  seven 
area  medical  offices;  included  are  salaries,  travel 
and  like  expenses. 

Medical  Research  $16,344,000 


last  year:  $11,344,000 
For  research,  mostly  in  VA  hospitals.  The 
breakdown:  general  medical  and  surgical  re- 
search, $9,600,700;  atomic  medical  research,  $2,- 
803,300;  prosthetics  testing,  $1  million;  neuropsy- 
chiatric, $1,659,100;  tuberculosis,  $1,130,900; 
other,  $150,000. 

Alterations,  Improvements  and 

Repairs * $2.7  million 


last  year:  $2,028,000 
For  alterations,  improvements  and  repairs  to 
VA  clinics  and  domiciliaries  (costing  less  than 
$300,000  per  project ) . 

Supply  Depot  Operations * $2,055,000 

last  year:  $1,790,000 
For  maintaining  and  operating  supply  depots 
handling  the  purchase,  shipping  and  storage  of 
medical  supplies  and  equipment  used  by  the  de- 
partment of  medicine  and  surgery. 

Medical  Education  and  Training*  ...$1,339,000 


last  year:  $1.4  million 
For  VA  training  programs  for  physicians  and 
other  VA  personnel  in  medical  specialties  and 
auxiliary  services. 

Medical  Care— Philippine  Veterans  ..$1,250,000 

last  year:  $1.5  million 
Until  1960  the  U.  S.  will  contribute  for  the 
medical  care  of  Philippine  veterans. 


“In  appropriating  for  VA,  congress  stipulated  that  the  funds 
were  predicated  on  furnishing  care  and  treatment  for  140,490 
beneficiaries  during  this  year.  This  total  of  beneficiaries  was 
arrived  at  by  adding  the  estimated  number  of  veterans  to  be 
cared  for  in  VA  hospitals,  domiciliary  facilities,  contract  hos- 
pitals, and  state  veterans  homes.  There  is  no  way  of  estimating 
whether  more  or  fewer  patients  than  this  total  will  be  cared  for 
during  the  year  If  VA  doesn’t  furnish  care  at  this  level,  its 
funds  will  be  reduced  proportionately. 


DEPARTMENT  OF  DEFENSE 
(This  Year:  Approx.  $751,115,000  — 

Last  Year:  Approx.  $702,305,000) 

Army  Medical  Services*.. Approx.  $295  million 

last  year:  $270.7  million 
The  estimated  cost  includes  expenses  normally 
associated  with  the  operation  of  military  hospi- 
tals and  dispensaries,  military  and  civilian  sal- 
aries, medical  supplies  and  equipment,  utilities, 
communications,  transportation  travel  subsist- 
ence, maintenance  and  repair  of  buildings  and 
grounds,  expenses  for  construction,  dependent 


medical  care,  medical  education  and  training, 
medical  research  and  preventive  medicine. 
Naval  Medical  Services* . .Approx  $235  million 

°A  defense  department  source  gives  this  explanation:  All  dollar 
amounts  are  estimates  and  have  been  rounded  because  military 
appropriations  are  not  broken  down  into  categories  Oi  m< 
expenditures.  The  estimated  increase  during  fiscal  year  1959 
in  the  total  military  medical  programs  (about  $49  million  higher 
than  was  estimated  in  October  of  1957  lor  the  fiscal  year  (195S> 
is  primarily  attributable  to  an  increase  in  the  cost  of  goods  and 
services  and  because  of  an  increase  in  salaries  for  militar>  and 
civilian  personnel,  approved  in  the  latter  part  ol  fiscal  year  195N. 
It  is  estimated  that  the  average  daily  patient  load  will  approxi- 
mate the  same  as  for  fiscal  1958  and  that  in  the  combined  mili- 
tary services  in-patient  hospital  care  this  year  will  cost  about 
$319  million.  Out-patient  care,  which  will  cost  about  8 IT  1 
million  because  of  an  estimated  34  million  out-patient  visits, 
excluding  dental  visits,  reflects  a small  reduction  in  workload 
due  to  reduction  in  military  population. 

The  85th  congress  placed  restrictions  on  the  dependents  medi- 
cal care  program  (Medicare).  Because  of  these  changes,  reliable 
program  cost  estimates  cannot  be  made  at  this  time. 
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last  year:  $220.1  million 
The  estimated  cost  includes  expenses  normally 
associated  with  the  operation  of  military  hospi- 
tals and  dispensaries,  military  and  civilian  sal- 
aries, medical  supplies  and  equipment,  utilities, 
communications,  transportation  travel  subsist- 
ence, maintenance  and  repair  of  buildings  and 
grounds,  expenses  for  construction,  dependent 
medical  care,  medical  education  and  training, 
medical  research  and  preventive  medicine. 
Office,  Asst.  Secretary  of  Defense 
(Health  6-  Medical) Approx.  $115,000 

last  year:  $105,000 
For  salaries,  travel  and  administration  of  this 
office,  and  for  travel  expenses  and  consultant 
fees  for  the  defense  department  civilian  health 
and  medical  advisory  council. 

ATOMIC  ENERGY  COMMISSION 
(This  Year:  $45,462,000  - 
Last  Year:  $40,085,000) 

The  Atomic  Energy  Commission’s  division  of 
biology  and  medicine  has  about  $5.4  million 
more  than  last  year  for  research  projects.  This 
year’s  total  includes  the  following  spending 
plans:  Cancer,  $4,172,000;  other  medical,  $12,- 
268,000;  biological,  $14,104,000;  biophysical,  $1,- 
784,000;  development  of  new  laboratory  equip- 
ment, $2,498,000;  vocational  and  special  train- 
ing, $2,220,000;  radioisotope  distribution, 
$310,000;  environmental  science,  $5,394,000;  and 
miscellaneous  items,  $2,712,000. 

INTERNATIONAL  CO-OPERATION 
ADMINISTRATION 
(This  Year:  $39,600  - 
Last  Year:  $37,300,000) 

Technical  Co-operation  Health 

Programs  $14  million 


last  year:  $14  million 
The  international  co-operation  administration 
through  co-operatively  financed  programs  is 
helping  44  countries,  at  their  request,  to  im- 
prove their  health  and  living  conditions.  The 
broad  range  of  health  projects  falls  into  the 
fields  of:  (1)  Epidemic  and  infectious  diseases 
(malaria,  trachoma,  small  pox,  typhoid);  (2) 
Environmental  sanitation  (safe  water  systems 
and  sewage  disposal);  (3)  Development  of  rural 
health  services  and  facilities  (health  centers, 
hospitals,  clinics,  laboratories;  (4)  Training  of 
personnel  both  locally  and  in  the  United  States; 


( 5 ) The  establishment  and  development  of 
basic  health  training  institutions  (schools  of 
nursing,  schools  of  public  health). 

Malaria  Eradication  Program $25  million 


last  year:  $23  million 
In  the  Mutual  Security  Act,  the  85th  congress 
authorized  U.  S.  participation  in  a world-wide 
malaria  eradication  program  not  to  exceed  the 
amount  indicated  above. 

DEPARTMENT  OF  STATE 
(This  Year:  $21,638,380  - 
Last  Year:  $15,718,110) 

United  Nations  Childrens  Fund  . . . .$11  million 


last  year:  $10  million 
The  United  State’s  share  of  the  children’s 
fund  is  up  about  $1  million  over  last  year  for 
a total  of  $11  million.  The  percentage  of  U.  S. 
contribution  to  the  total  fund  has  dropped 
slightly  from  55  per  cent  to  52.5  per  cent.  Other 
governments  increased  contributions  from  $8.2 
million  last  year  to  $9.9  million  this  year.  There 
are  81  contributing  governments  and  territories. 
The  fund  is  aiding  324  health  and  medical 
projects  in  104  territories  and  benefiting  50 
million  children  and  others.  More  than  45  mil- 
lion children  and  pregnant  and  nursing  mothers 
benefited  directly  from  the  fund  last  year.  More 
than  14  million  children  were  vaccinated  against 
tuberculosis,  some  28  million  were  protected 
with  DDT  against  malaria,  some  2.8  million 
children  and  mothers  were  treated  for  yaws, 
bejel,  or  syphilis,  900,000  children  were  treated 
for  trachoma. 

World  Health  Organization $7,424,380 


last  year:  $4,200,110 
This  country’s  share  of  the  WHO  budget  re- 
mains at  about  one-third  of  the  total  assessments 
of  the  85  member  governments.  Last  year  WHO 
was  sponsoring  about  600  projects  in  117  coun- 
tries and  territories.  WHO’s  overall  budget  is 
broken  down  this  way:  Approximately  88  per 
cent  for  operating  programs,  9 per  cent  for 
administration,  and  the  rest  for  organizational 
meetings.  WHO  actually  had  three  appropria- 
tions from  the  U.  S.  The  first  is  for  $4,666,480 
for  its  general  activities;  the  second  for  $300,000 
for  research;  and  the  third  for  $5  million  for 
malaria  eradication  which  will  come  from  ICA’s 
$25.6  million.  This  organization  also  administers 
$5,462,000  obtained  from  the  U.  N.  technical 


Vol.  16,  No.  1 


Arizona  Medicine 


67 


assistance  program.  Approximately  $2,457,900 
of  this  total  comes  from  the  U.  S. 

Pan  American  Sanitary  Bureau $1,914,000 


last  year:  $1,518,000 
The  United  States  is  contributing  approxi- 
mately two-thirds  of  the  bureau’s  regular  budget 
which  this  calendar  year  totals  $3  million.  In 
addition,  this  country  hopes  to  allocate  $3  mil- 
lion for  1959  malaria  eradication  programs  which 
will  come  from  ICA’s  $25.6  million.  The  bureau, 
in  existence  many  years  before  WHO  was  or- 
ganized, is  the  regional  office  of  WHO  for  the 
Americas.  The  bureau  is  sponsoring  health  pro- 
grams in  20  Latin  American  countries,  depend- 
ent territories  of  European  powers  in  this  hemis- 
phere, and  the  United  States. 

Health  Program  for  Overseas 
Employes  $1.3  million 


( new  program ) 

The  department  of  state  furnishes  health  care 
to  10,000  overseas  employes  and  approximately 
15,000  of  their  dependents.  In  the  case  of  de- 
pendents, the  government  pays  for  medical  care 
after  the  first  $35  of  expense  incurred  for  a 
single  illness.  In  most  cases,  military  medical 
facilities  of  our  government  overseas  and  fa- 
cilities operated  by  the  United  States  Public 
Health  Service  are  utilized.  However,  in  some 
cases  private  physicians  and  private  hospitals 
are  used. 

NATIONAL  SCIENCE  FOUNDATION 
(This  Year:  $19,575,000 
Last  Year:  $7.5  million) 

The  foundation’s  overall  budget  of  $130  mil- 
lion is  $90  million  above  last  year’s  appropria- 
tion. The  sum  of  $19,575,000  is  earmarked  for 
research  grants  in  the  biological  and  medical 
sciences.  The  foundation  provides  support  for 
basic  scientific  research,  for  training  and  educa- 
tion in  the  sciences  through  fellowships  and 
programs  to  improve  science  teaching,  and  pro- 
grams to  improve  exchange  of  scientific  infor- 
mation. 

OFFICE  OF  CIVIL  AND  DEFENSE 
MOBILIZATION 
(This  Year:  $13,617,000 
Last  Year:  $3,177,000) 

Under  Reorganization  Plan  No.  1 of  1958,  the 
federal  civil  defense  administration  and  the  of- 
fice of  defense  mobilization  were  consolidated 
into  what  is  now  the  Office  of  Civil  and  Defense 


Mobilization.  The  total  budget  for  this  new 
agency  is  $45,285,000.  The  health  and  medical 
activities  will  expend  $13,617,000  broken  down 
as  follows:  Salaries  and  expenses  $403,000;  re- 
search $179,000;  education  (medical  education 
for  national  defense),  $135,000;  federal  medical 
stockpiling  $12.4  million;  federal  matching  con- 
tributions re  medical  equipment  for  state  agen- 
cies, $500,000. 

FEDERAL  EMPLOYES’  HEALTH 
PROGRAMS 
(This  Year:  $11  million  — 

Last  Year:  $10  million) 

Another  health  program,  this  one  available 
to  all  federal  civilian  workers,  provides  limited 
services  through  health  clinics.  They  are  oper- 
ated by  federal  agencies  which  employ  300  or 
more  persons  in  any  one  area.  By  regulation, 
maximum  cost  of  a health  service  cannot  exceed 
$13  a year  per  employe,  although  special  in- 
dustrial conditions  or  minimal  size  units  may 
warrant  a higher  ceiling.  Services  include  treat- 
ment for  on-the-job  illness  and  physical  examina- 
tions for  employment. 

DEPARTMENT  OF  LABOR 
(This  Year:  $8,827,000  - 
Last  Year:  $8,069,476) 

Bureau  of  Employes’  Compensation  .$8.2  million 

last  year:  $7.5  million 
An  estimated  3,447,000  federal  workers  are 
eligible  under  the  Federal  Employes’  Compen- 
sation Act  for  medical  and  hospital  care,  re- 
habilitation services,  disability  and  death  pay- 
ments, funeral  and  burial  expenses.  For  treat- 
ment of  employes  by  private  doctors  and  hos- 
pitalization in  private  facilities,  the  labor  de- 
partment has  set  aside  $6.2  million  this  fiscal 
year,  and  for  similar  services  in  federal  hospitals 
and  clinics,  $2  million.  Expenditures  for  care  by 
non-governmental  physicians  and  in  private  hos- 
pitals has  been  increased  by  $545,000  over  last 
year’s  spending  level. 

Bureau  of  Labor  Standards $627,000 

last  year:  $569,476 
For  promotion  of  industrial  safety,  the  bureau 
plans  to  spend  $412,300,  and  for  re-employment 
programs  of  the  physically  handicapped, 
$214,700.  The  agency  develops  standards  for 
hazardous  occupations,  assists  the  states  in  ac- 
cident prevention  programs  and  assists  states 
and  unions  in  training  safety  personnel. 
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PANAMA  CANAL  COMPANY  AND 
PANAMA  CANAL  ZONE  GOVERNMENT 
(This  Year:  $3,959,900 
Last  Year:  $ 5,988,300 ) 

Expenditures  for  fiscal  1959  for  operation  of 
Canal  Zone  hospitals  and  clinics  is  estimated 
at  $6,343,800.  Medical  services  are  available 
to  Zone  employes  and  their  dependents,  certain 
military  and  other  persons.  Some  of  these  pa- 
tients make  payments  toward  the  cost  of  their 
medical  care,  which  payments  are  returned  to 
the  United  States  Treasury.  In  1959  such  revenue 
is  estimated  at  $3,266,200.  When  last  year’s 
report  was  compiled,  the  revenue  figure  was  not 
obtainable.  Expenditures  for  operating  public 
health  activities,  including  sanitation,  health  di- 
rector’s office,  division  of  veterinary  medicine, 
preventive  medicine  and  quarantine  and  gen- 
eral government  expense  applicable  to  the  health 
bureau,  should  total  $882,300.  The  four  hospitals 
operated  by  the  health  bureau  of  the  Canal 
Zone  government  contain  1,008  beds  as  follows: 
Gorgas  Hospital  (440),  Coco  Solo  Hospital 
(148),  Corozal  (300),  Palo  Seco  Leprosarium 
(120).  In  addition  there  are  two  dental  clinics, 
one  medical  clinic  and  five  first-aid  stations. 

DEPARTMENT  OF  TREASURY 
(This  Year:  $3,854,500 
Last  Year:  $3,837,850) 

The  bureau  of  narcotics,  operating  within  the 
treasury  department,  is  primarily  engaged  in  in- 
vestigation, detection  and  prevention  of  viola- 
tions of  the  federal  narcotic  and  marihuana 
laws.  Subsidiary  functions  are  : (1)  Exercising 
control  over  the  legitimate  manufacture  and  dis- 
tribution of  narcotics  within  the  United  States 
through  a quota-system  and  supervision  over 
approximately  302,000  qualified  registrants 
(physicians,  pharmacists,  dentists,  wholesalers, 
etc.);  and  (2)  Training  of  narcotics  law  en- 
forcement officers  sponsored  by  local  and  state 
law  enforcement  agencies.  Increased  emphasis 
is  being  placed  on  drying  up  interstate  and  in- 
ternational sources  of  illicit  supplies. 

DEPARTMENT  OF  JUSTICE 
(This  Year:  $2,105,000 
Last  Year:  $,796,000) 

The  figure  represents  the  bureau  of  prisons’ 
estimate  of  the  cost  of  medical  and  dental  serv- 
ices for  approximately  22,000  prisoners  in  30 
federal  penal  institutions.  The  bulk  (about  $2 
million)  goes  to  commissioned  officers  of  the 
public  health  service  assigned  to  the  prisons 


and  to  related  civil  service  personnel  for  services 
that  include  psychiatric,  medical,  surgical,  nurs- 
ing and  dental  treatment.  Another  approximately 
$105,000  is  earmarked  for  fees  to  220  consultants 
in  various  medical  specialties. 

DISTRICT  OF  COLUMBIA 
( This  Year:  $2  million 
Last  Year:  $3.7  million) 

Only  a rough  estimation  can  be  made  of  the 
federal  contribution  for  health  and  medical 
programs  of  the  District  of  Columbia.  The  total 
District  budget  for  all  governmental  functions 
is  in  the  neighborhood  of  $204  million.  Congress 
has  appropriated  $20  million  for  this  year 
toward  the  cost  of  the  District  government  or 
about  one-tenth  of  the  total.  The  District  health 
department  will  expend  $32,605,000.  In  this 
amount  is  included  approximately  $122,498,000 
for  care  of  the  District’s  insane  in  St.  Elizabeth’s 
Hospital.  Since  such  sum  is  shown  in  this  report 
under  St.  Elizabeth’s  Hospital,  it  may  be  de- 
ducted from  the  District’s  appropriation  for  pub- 
lic health,  leaving  a net  balance  of  $20,107,000  in 
that  category.  Since  the  federal  contribution  to 
the  District  budget  represents  only  one-tenth, 
then  the  federal  contribution  attributable  to 
health  and  medical  activities  can  be  approxi- 
mated at  $2  million. 

FEDERAL  TRADE  COMMISSION 
(This  Year:  $1.6  million 
Last  Year:  $1  million) 

The  commission  plans  to  spend  about  the 
same  as  last  year  for  research,  testing  and  com- 
pliance operations  in  the  field  of  food,  drugs, 
cosmetics  and  devices.  This  is  nearly  20  per 
cent  of  the  agency’s  total  budget  of  $5,975,000. 
FTC  is  charged  by  congress  with  the  safeguard- 
ing of  life  and  health  of  the  public  through  the 
prevention  of  the  dissemination  of  false  adver- 
tisements of  various  products. 

DEPARTMENT  OF  COMMERCE 
(This  Year:  $1,212,400 
Last  Year:  911,300) 

Civil  Aeronautics  Administration $600,000 


last  year:  $385,000 
Spending  for  the  Civil  Aeronautics  Adminis- 
tration flight  safety  program  is  divided  as  fol- 
lows: $375,000  for  salaries  and  administrative 
expenses  at  headquarters;  $170,000  for  similar 
expenses  in  regional  offices;  $55,000  for  the  CAA 
Medical  Research  Laboratory  at  Oaklahoma 
City.  Five  full-time  and  four  part-time  medical 
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officers  in  the  field  supervise  the  periodic  phy- 
sical examinations  required  of  commercial  and 
private  pilots.  CAA  has  1,826  designated  medical 
examiners  in  the  United  States  and  overseas.  A 
total  of  225,614  examinations  were  made  last 
year  and  a similar  number  are  expected  to  be 
made  this  year.  For  this  service,  pilots  pay  ex- 
amining physicians  directly. 

National  Bureau  of  Standards  $612,400 


last  year:  $526,300 

The  bureau  of  standards  performs  tests  and 
engages  in  developmental  research  on  its  own 
initiative  and  at  the  request  of  others.  The 
bureau  will  expand  $176,800  of  its  own  money 
this  year  as  follows:  $117,200  for  radiation  re- 
search; $43,000  for  audiometric  calibrations  re- 
search; $16,600  for  dental  materials  research. 
In  addition  the  bureau  will  receive  $435,600 
from  other  agencies,  divided  as  follows:  $71,100 
for  radiation  research;  $91,000  for  air  pollution 
research;  $49,000  for  instrument  testing;  $63,500 
for  anesthesiological  and  respiratory  equipment 
evaluation;  $93,000  for  dental  materials  research; 
and  $68,000  for  preparation  of  C-14  labeled  car- 
bohydrates. 

CIVIL  SERVICE  COMMISSION 
(This  Year:  $426,000 
Last  Year:  $387,000) 

The  commission’s  total  budget  is  approximate- 
ly $18  million,  out  of  which  about  2.3  per  cent 
goes  to  the  medical  division  for  salaries  of  eight 
physicians  in  Washington  and  11  in  the  regional 
offices.  The  medical  division’s  duties  include 
establishing  and  reviewing  physical  standards 
for  all  civilian  jobs  in  the  federal  government, 
supervising  and  adjudicating  disability  claims 
for  retirement,  and  setting  professional  standards 
of  doctors  and  ancillary  personnel  to  be  em- 
ployed in  government  in  the  competitive  civil 
service. 

PRESIDENT’S  COMMITTEE  FOR 
EMPLOYMENT  OF  PHYSICALLY 
HANDICAPPED 
(This  Year:  214,700  - 
Last  Year:  $182,575) 

Projected  spending  is  for  salaries  and  adminis- 
tration in  the  development  and  promotion  of 
educational  programs  among  employers  and  the 
general  public  to  stimulate  employment  of  quali- 
fied physically  handicapped  persons.  It  also  en- 
tails expenses  in  connection  with  the  National 


Employ  the  Physically  Handicapped  Week. 
SMALL  BUSINESS  ADMINISTRATION 
( This  Year:  $150,000  - 
Last  Year:  $70,000) 

The  small  business  administration  provides 
financial  assistance  to  hospitals,  convalescent  and 
nursing  homes,  medical  and  dental  laboratories, 
and  physicians  for  expenses,  improvements  and 
general  operations.  Small  business  administra- 
tion loans  are  of  two  types:  participation  loans, 
those  made  jointly  with  banks  and  other  private 
lending  institutions;  and  direct  loans,  where  no 
participation  is  available.  Since  all  loans  must 
be  of  such  sound  value  or  so  secured  as  reason- 
ably to  assure  repayments,  no  program  losses 
are  anticipated.  SBA  officials  estimate  that  ad- 
ministrative expenses  for  the  headquarters  and 
field  offices  will  approximate  $150,000,  which 
is  about  1.5  per  cent  of  the  total  administrative 
fund  available  for  all  lending  operations. 

DEPARTMENT  OF  THE  INTERIOR 
(This  Year:  $140,000 
Last  Year:  $ 154,950 ) 

The  bureau  of  mines,  operating  within  the 
department  of  the  interior,  has  a total  appropria- 
tion of  $5,585,000  for  health  and  safety  activities 
for  this  fiscal  year.  Identifiable  health  programs 
and  expenditures  are  as  follows:  $41,000  for  a 
program  for  silicosis  prevention  in  mines;  and 
$99,000  for  studies  on  natural  and  equipment 
fuel  gases  in  mines  and  effect  of  radioactivity 
in  metal  mines. 

NATIONAL  ADVISORY  COMMITTEE 
TO  SELECTIVE  SERVICE 
(This  Year:  $19,000 
Last  Year:  $ 19,000 ) 

In  requesting  this  budget,  which  is  the  same 
as  last  year’s  appropriation,  the  national  ad- 
visory committee  to  selective  service  was  in- 
formed by  the  military  it  probably  would  not 
be  necessary  to  make  draft  calls  for  physicians 
in  the  current  fiscal  year.  In  any  event,  if  calls 
were  necessary,  they  would  be  less  than  the 
level  which  obtained  when  state  and  territoria  t 
offices  and  staffs  were  in  operation.  Congress 
provided  the  $19,000  appropriation  for  a.  skele- 
ton staff  and  for  state  committees  which  are  now 
on  a stand-by  basis.  Because  it  now  appears 
that  several  hundred  physicians  will  have  to 
be  called  before  next  June  30  via  the  draft,  ad- 
ditional funds  will  be  requested.  The  national 
advisory  committee  has  the  responsibility  of  ad- 
vising selective  service  on  deferment  policies 


70 


Arizona  Medicine 


January,  1959 


for  physicians  in  residencies,  teaching  positions, 
essential  laboratory  and  clinical  research  and 
persons  deemed  necessary  to  protect  civilian 
health  at  a time  when  draft  calls  are  being  made. 
The  state  and  territorial  committees  assist  the 
national  committee  when  their  services  are  re- 
quired. 

OFFICE  OF  THE  ATTENDING 
PHYSICIAN  OF  CONGRESS 
(This  Year:  $13,145 
Last  Year:  $12,145) 


Since  1928,  the  office  of  the  attending  phy- 
sician of  congress  has  provided  out-patient  care 
for  members  of  the  house  and  senate  and  their 
staffs.  By  an  act  of  that  year,  the  office  has  been 
filled  by  a medical  officer  of  the  United  States 
Navy.  Sole  occupant  of  the  post  has  been  Rear 
Adm.  George  W.  Calver  (MC),  USN.  Funds 
voted  by  congress  are  for  medical  supplies  and 
equipment  and  contingent  expenses.  Salaries 
of  Dr.  Calver,  his  assisting  physicians  and  en- 
listed corpsmen  are  paid  from  navy  funds. 


PAYMENTS  TO  INDIVIDUALS  BECAUSE  OF  DISABILITY  THROUGH  PROGRAMS 
IN  WHICH  THE  U.  S.  GOVERNMENT  PARTICIPATES 


(fiscal  year  ending  June  30, 1959) 

(Smell  groups  of  federal  retirees’  plans  not  listed;  administrative  cost  of  program  omitted) 


Estimated 

Approximate 

Program 

Beneficiaries 

Payments 

Veterans’  benefits 

A.  Service-connected  disability  

....  2,445,000a 

$2, 013, 000, 000a 

B.  Non-service-connected  disabilities  

. . . . 1,332,000b 

1,135,000,000b 

Military  retirement  permanent  & temporary  disability 

. . . . 82,600 

221,840,000 

Federal  employes  compensation  (payments)  

. . . . 136,500 

24,835,000 

(These  programs  fully  financed  by  U.  S.) 

Public  assistance 

A.  Aid  to  needy  permanently  & totally  disabled 

. ...  336,000 

260,200,000c 

B.  Dependent  children  aid  (incapacitated  father  segment)  . 

. ...  722,000d 

235,000,000d 

C.  Aid  to  the  blind  

. . . . 108,800 

90,400,000e 

Disability  Annuity  Payments  to  Civil  Service  Retirees  

. . . . 90,000f 

127,000,000 

(Public  assistance  financed  55  per  cent  U.  S.  and  45  per  cent 
states;  Civil  service  financed  50  per  cent  U.  S.  and  50  per 
cent  einployes.) 


Social  security  — OASI  disability 


A.  Disability  over  age  50  

. 262,000g 

333,000,000 

B.  Childhood  disability  benefits  (h)  

. 52,000h 

24,000,000 

C.  Dependents  of  disabled  workers  (i)  

. 80,000i 

50,000,000 

(These  Programs  financed  by  OASI  Payroll  Tax) 

Railroad  retirement  disability 

A.  Permanent  disability  for  regular  job 

. 30,000 

42,000,000 

B.  Permanent  disability  for  all  employment 

. 71,000 

88,000,000 

C.  Temporary  disability  

. 150,000 

50,000,000 

(These  programs  financed  50  per  cent  employers-50  per  cent 

employes.) 

$4,694,275,000 

Total  

. 5,897,900j 

a 388,000  dependents  in  this  total;  program  decreasing  as 
beneficiaries  die. 

b 511,000  dependents  in  this  total;  program  is  increasing 
rapidly. 

c $143.9  million  of  this  total  is  provided  from  U.  S.  funds. 
Additional  program  administrative  cost  is  about  $29.8  million 
(11.5  per  cent);  U.  S.  share  is  $14.9  million. 

d Provided  to  167,000  families.  $142.8  million  of  benefits 
is  federal.  Additional  administrative  cost  is  $22.8  million  (9.7 
per  cent);  U.  S.  share  is  $11.4  million. 

e U.  S.  contribution  to  program  is  $45.4  million.  Additional 
administrative  cost  is  $6.6  million  (7.3  per  cent);  U.  S.  share  is 
$3.3  million. 


f Number  of  persons  in  this  program  increased  by  11,400 
over  last  year. 

g 262.000  beneficiaries  are  estimated  at  mid-year;  by  July  1, 
1959  estimate  is  330,000. 

li  Eligibility  based  on  disability  incurred  before  age  18;  the 
52,000  beneficiaries  listed  is  at  mid-year;  by  July  1,  1959  total 
will  reach  73,000 

i Does  not  include  any  childhood  disability  beneficiaries  entitled 
to  benefits  as  dependents  of  disabled  workers;  the  80,000  bene- 
ficiaries listed  is  at  mid-year;  by  July  1,  1959  total  will  reach 
134,000. 

j No  adjustment  made  for  payments  to  one  individual  through 
more  th  in  one  program. 
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C. C.  Flemming  Cites  AM  A Joint  Effort 
Against  Food  Faddism  and  Quackery. 

Hl:W  Secretary  Flemming  reports  a “disturb- 
ing increase”  in  quackery  involving  false  and 
misleading  claims  for  a variety  of  vitamins, 
minerals  and  other  food  supplements.  Operations 
in  tiiis  field  have  become  the  most  widespread 
and  costly  form  of  medical  quackery  in  the 
country  today,  he  told  a press  conference.  He 
quoted  an  American  Medical  Association  esti- 
mate that  such  operations  are  costing  10  million 
Americans  over  $500  million  a year. 

The  secretary  reported  that  the  food  and  drug 
administration  had  350  inspectors,  but  that  they 
were  not  enough.  “In  fighting  quackery,  law  en- 
forcement, of  course,  is  only  part  of  the  answer. 
It  is  perhaps  even  more  important  to  help  the 
public  understand  the  facts  about  nutrition  and 
to  warn  people  against  false  claims  and  theories,” 
he  commented.  “In  this  connection  I cannot 
commend  too  highly  the  educational  program 
against  food  faddism  and  quackery  being  spon- 
sored by  the  AM  A,  the  National  Better  Busi- 
ness Bureau  and  the  FDA.”  In  October,  AMA 
distributed  a comprehensive  campaign  kit  to 
secretaries  and  executive  secretaries  of  state  and 
county  medical  societies  to  help  them  organize 
local  drives  against  food  faddism,  which  AMA 
noted  was  spreading  throughout  the  country 
with  “alarming  speed.” 

D. D.  Medicare  Costs  Mounting,  Now  Running 
at  $9.2  Million  Monthly. 

The  medicare  program  is  increasing  in  cost, 
according  to  Brig.  Gen.  Floyd  L.  Wergeland, 
head  of  the  office  for  dependents  medical  care. 
For  October,  costs  rose  to  $9.2  million,  the 
highest  since  the  operation  began  nearly  two 
years  ago.  It  was  also  the  first  month  of  re- 
stricted benefits,  although  the  October  total  in- 
cludes payments  for  services  rendered  some 
time  back.  If  the  present  rate  of  costs  continues, 
it  would  appear  obvious  that  the  $72  million 
voted  by  the  last  congress  for  the  civilian  phase 
of  the  program  will  be  used  some  months  before 
the  end  of  the  fiscal  year.  For  instance,  were 
the  October  rate  to  continue  for  the  rest  of  the 
fiscal  year,  the  total  would  amount  to  around 
$106  million.  Defense  department  could  ask  for 
a deficiency  appropriation. 

E. E.  Action  on  Air  Pollution  Control  Promised. 

One  of  the  problems  congress  will  wrestle 


with  is  the  extension  and  possible  expansion  of 
the  Air  Pollution  Control  Act,  now  in  its  fourth 
year.  Its  author,  Senator  Kuchel  (R.,  Calif.)  told 
the  three-day  national  air  pollution  conference 
called  by  the  public  health  service,  that  he 
would  seek  enactment  of  a bill  extending  the 
act  beyond  1960.  He  did  not  go  into  details  of 
expansion,  although  he  pointed  out  that  congress 
had  voted  only  $12  million  of  the  $25  million 
authorized  over  a five-year  period  for  research 
and  investigation  projects  into  air  pollution. 

Surgeon  General  Burney  of  the  public  health 
service  told  the  conference  that  controlling  air 
pollution  will  cost  “big  money  but  it  is  an  es- 
sential investment.” 

A number  of  speakers  developed  the  theory 
that  there  were  definite  links  between  cancer 
and  air  pollution.  Dr.  Burney  reported  that 
cancer  can  be  produced  in  animals  using  con- 
centrates of  urban  smog,  and  that  lung  cancer 
deaths  in  the  larger  cities  are  twice  those  in 
non-urban  areas.  “The  case  has  not  yet  been 
proved,  but  the  weight  of  circumstantial  evi- 
dence grows  heavier  as  research  progresses.” 

Automobile  exhausts  and  nuclear  weapon 
testing  were  cited  by  others  as  sources  of  po- 
tentially dangerous  pollution.  Dr.  Herman  Hille- 
boe,  commissioner  of  health  for  New  York  State, 
urged  a crash  program  of  recruitment  and  train- 
ing by  PHS  similar  to  those  for  venereal  dis- 
ease and  tuberculosis  launched  in  1936  and  1944. 
Primary  emphasis  at  that  time  was  on  loaning 
personnel  to  help  states  and  communities  set 
up  effective  disease  control  programs. 

F. F.  Social  Security  Staff  Being  Increased. 

The  1958  amendments  to  the  social  security 
law  have  so  increased  the  workload  of  the  bu- 
reau of  old  age  and  survivors  insurance  it  has 
added  about  1,600  civil  service  employes  and 
expects  to  add  another  1,300  later.  This  was 
disclosed  by  HEW  Secretary  Flemming  who 
said  he  was  pleased  at  the  prompt  and  effective 
way  in  which  the  social  security  administration 
has  worked  to  put  into  effect  the  new  benefits 
provided  in  the  amendments.  An  estimated  12.3 
million  persons  now  are  receiving  OAS1  benefits. 

G. G.  Infant  Death  Rate  Shows  Increase 
First  Time  in  22  Years. 

The  infant  death  rate  in  the  United  States  is 
on  the  increase.  The  increase  is  slight,  but  it 
is  the  first  time  in  22  years  that  the  percentage 
of  deaths  has  not  shown  a decline.  The  trend, 
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based  on  children’s  bureau  statistics,  was  dis- 
closed by  Undersecretary  Bertha  S.  Adkins  of 
the  department  of  health,  education,  and  welfare 
at  a convocation  of  the  Children’s  Aid  and  Adop- 
tion Society  of  Orange,  N.  J.  Her  text  was  re- 
leased in  Washington. 

Preliminary  estimates  for  1957,  Miss  Adkins 
said,  showed  an  increase  in  infant  mortality 
rate  from  the  26  per  1,000  live  births  in  1956 
to  26.3.  Deaths  within  the  first  month  also 
showed  a slight  increase,  from  18.9  per  1,000 
in  1956  to  19  in  1957.  For  the  first  eight  months 
of  1958,  the  rate  continued  its  rise,  to  19.5. 

This  break  in  our  progress  in  conserving  in- 
fant life,”  she  said,  “means  an  estimated  loss 
of  more  than  4,000  babies  in  1957  and  the  first 
eight  months  of  this  year.” 

The  downtrend  of  mortality  was  reversed  in 
spite  of  a doubling  since  1945  of  the  percentage 
of  infants  served  by  well-child  conferences.  In 
explanation  of  the  situation  Miss  Adkins  said: 

“Because  of  the  large  number  of  families 
that  seek  such  services  for  their  babies,  it  some- 
times has  been  necessary  to  sacrifice  quality  of 
care  somewhat.  Many  health  departments  are 
distressed  that  overcrowding  of  clinics  makes 
it  impossible  for  physicians  to  give  adequate 
time  and  attention  to  the  mothers  and  children 
who  need  medical  guidance  and  care. 

“These  service  problems  are  now  generally 
more  acute  in  the  cities,  because  of  the  chang- 
ing nature  of  city  populations.  In  recognition  of 
this,  our  social  security  law  was  amended  to 
make  grants-in-aid  funds  more  generally  avail- 
able to  city  children.  Prevouslv,  these  grants  had 
been  predominantly  available  only  to  children 
in  rural  areas.  Another  development  — the  earlier 
discharge  of  mothers  and  infants  from  large 
municipal  hospitals  — emphasizes  the  need  for 
more  comprehensive  supplementary  community 
services,  including  services  to  mothers  and  their 
infants  in  their  own  homes.” 

H.H.  N1H  Studies  Impact  of  U.  S.  Grants 
on  Medical  Schools. 

To  learn  how  research  grants  from  the  federal 
government  affected  medical  schools  as  a whole, 
the  National  Institutes  of  Health  is  making  a 
survey  of  20  representative  institutions.  An- 
nouncement of  the  study  was  made  by  HEW 
Secretary  Flemming  in  a talk  to  the  Association 
of  Land  Grant  Colleges,  in  which  he  also  warned 
against  the  danger  of  federal  influence  on  edu- 


cation if  U.  S.  grants  make  up  too  large  a part 
of  the  schools’  budgets.  To  learn  the  impact  of 
grants  on  the  schools,  a team  of  top-flight  staff 
people  from  NIH  is  visiting  the  institutions  and 
sitting  down  with  officials  in  charge  for  round- 
table discussions.  Mr.  Flemming  urged  the 
schools  themselves  to  study  how  grants  are 
affecting  them  preparatory  to  the  visit  of  the 
\J.  S.  officials.  The  secretary  commented: 

“The  federal  government  and  our  institutions 
of  higher  education  have  entered  into  a far- 
flung  and  tremendously  significant  partnership. 
I think  it  is  significant  that  the  President  and 
congress  have  said  that  the  time  has  come  to 
evaluate  this  partnership  — not  from  the  stand- 
point of  its  impact  on  the  federal  government, 
but  from  the  standpoint  of  its  impact  on  institu- 
tions of  higher  education.” 

1. 1.  National  Health  Survey  Makes  First 
Major  Report  on  U.  S.  Illness. 

The  national  health  survey  has  made  its  first 
report  on  illnesses,  injuries  and  physician  visits 
based  on  a full  year  of  nationwide  household 
interviews  covering  36,000  homes  and  115,000 
persons.  The  survey  is  a continuing  program 
authorized  by  the  84th  congress.  On  the  50-page 
study  released  by  public  health  service,  Surgeon 
General  Burney  comments:  “With  this  first  an- 
nual summary,  the  health  survey  is  beginning 
to  produce  a comprehensive  picture  that  workers 
in  the  health  field  have  long  needed.”  Some  of 
its  findings  based  on  the  sample  for  the  period 
July  1957  to  June  1958: 

Disability  — Civilians  not  in  institutions  ex- 
perienced 3,370  million  days  of  restricted  activity 
due  to  illness  or  injury,  or  20  days  of  restricted 
activity  per  person  per  year.  During  the  same 
period,  there  were  about  1,310  million  days  of 
bed  disability  due  to  illness  or  injury  which 
amounted  to  an  average  of  7.8  bed-disability 
days  per  person  a year.  ( Bed-disability  days 
are  days  in  which  a person  spent  all  or  most  of 
the  day  in  bed  because  of  illness  or  injury.  A 
day  spent  in  a hospital  is  considered  to  be  a 
bed-disability  day. ) 

Acute  conditions  — Approximately  438  mil- 
lion cases  of  acute  conditions  of  all  types  had 
their  onset  during  the  year,  with  284  million 
respiratory  conditions  such  as  colds,  pneumonia 
and  influenza.  The  Asian  flu  epidemic  was  cited 
as  an  important  factor  in  the  high  incidence. 
There  was  a slightly  higher  incidence  of  acute 
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conditions  among  females  than  males,  and  the 
incidence  decreased  with  age.  Injuries  ranked 
second  among  acute  conditions  as  reason  for 
time  lost  from  work. 

Chronic  conditions  — while  cases  of  chronic 
conditions  had  not  been  completed,  the  survey 
noted  that  circulatory  conditions  resulted  in  484 
million  days  of  restricted  activity,  167  million 
days  of  bed  disability  and  68  million  days  of 
work  loss.  Digestive  conditions  and  arthritis  and 
rheumatism  conditions  ranked  second  and  third. 
. .Physicians  visits  — There  were  an  estimated 
890  million  physician  visits,  about  two-thirds  of 
them  in  offices.  Visits  were  higher  in  the  Octo- 
ber-December  period  than  any  other  quarter. 
Females  used  physician  services  at  a greater 
rate  than  males  ( 6.0  visits  per  person  for  women 
compared  with  4.5  visits  per  men. ) About  75 
per  cent  of  visits  involved  diagnosis  and  treat- 
ment as  against  services  of  a preventive  nature 
such  as  checkups  and  immunization.  Note:  The 
survey  estimated  visits  averaged  about  4,000 
per  doctor,  but  this  was  based  on  the  assump- 
tion there  are  roughly  220,000  practicing  phy- 
sicians in  the  U.  S. 

J. J.  AFL-CIO  Urges  Nationwide 
Blood  Bank  Plan. 

The  AFL-CIO  is  urging  that  a nationwide, 
uniform,  voluntary  blood  bank  system  be  set 
up  under  auspices  of  the  joint  blood  council. 
The  proposed  system  would  include  uniform 
mandatory  licensing  standards  and  a national 
clearing  house  or  exchange  for  blood  and  blood 
credits.  The  joint  blood  council  is  made  up  of 
the  American  Medical  Association,  the  American 
Hospital  Association,  the  American  Society  of 
Clinical  Pathologists,  the  American  National  Red 
Cross,  and  the  American  Association  of  Blood 
Banks. 

K. K.  Consultants  Group  on  Medical  Education 
Announced  by  Burney. 

A 21-man  consultant  group  on  medical  educa- 
tion has  been  activated  by  Surgeon  General 
Burney  for  the  purpose  of  getting  answers  to 
this  question:  “How  can  the  nation  be  supplied 
with  adequate  numbers  of  well-qualified  phy- 
sicians over  the  next  decade?”  Seventeen  mem- 
bers have  been  announced;  four  others  will  be 
named  shortly.  The  group  held  its  first  meeting 
Dec.  8. 

Chairman  of  the  group  is  Frank  Bane,  former 
executive  secretary  of  the  council  of  state  gov- 


ernments and  active  in  public  affairs  for  more 
than  30  years.  Other  members  include  Dr. 
Edward  L.  Turner,  American  Medical  Associa- 
tion’s council  on  medical  education  and  hos- 
pitals; Dr.  Ward  Darley,  Association  of  Ameri- 
can Medical  Colleges;  Dr.  Julian  Price,  AMA 
trustee;  Dr.  Edwin  L.  Crosby,  American  Hos- 
pital Association;  Dr.  Vernon  Lippard,  Yale 
medical  school  dean;  John  McK.  Mitchell,  Pen- 
nsylvania medical  school  dean;  Dr.  Isador  S. 
Ravelin,  Pennsylvania  medical  affairs  vice  presi- 
dent; Dr.  Clayton  G.  Loosli,  Southern  California 
medical  school  dean;  Dr.  Charles  E.  Smith,  Uni- 
versity of  California  public  health  school  dean; 
Morris  Thompson,  president,  Kirksville  College 
of  Osteopathy  and  Surgery;  Harold  Hillenbrand, 
DDS,  American  Dental  Association;  Miss  Marion 
Sheahan,  National  League  for  Nursing;  Dr. 
Harold  L.  Enarson,  Western  Interstate  Commis- 
sion for  Higher  Education;  Emory  Morris,  DDS. 
president,  Kellogg  Foundation;  Douglas  E.  H. 
Williams,  Dunbar  Community  Association;  Fred 
C.  Cole,  Ph.D.,  Tulane. 

Dr.  Burney  in  his  letter  of  invitation  to  the 
consultants  said  that  whether  there  is  an  abso- 
lute or  relative  shortage  of  physicians,  the  need 
for  doctors  will  increase  in  the  immediate  future. 

L.L.  Flemming  Sees  Medical  Care  for  Aged 
As  Basic  Issue. 

HEW"  Secretary  Flemming  says  the  proposal 
for  hospitalization  and  surgical  services  for  social 
security  beneficiaries  is  a basic  issue  facing  the 
country  today.  He  told  another  of  his  “listening” 
conferences  that  HEW7  had  no  position  on  the 
proposal  by  Rep.  Aime  Forand  (D.,  R.I.)  but 
that  “unquestionably  we  will  have  to  develop 
a position  looking  to  testimony  before  the  house 
ways  and  means  committee.  The  conference  was 
on  social  security,  public  assistance  and  child 
welfare. 

He  noted  that  the  committee  had  set  a Feb. 
1 deadline  for  submission  of  a HEVr  report 
on  the  various  means  for  providing  medical  can' 
for  the  retired  aged,  including  use  of  social 
security.  Because  of  his  desire  to  consult  with 
as  many  different  groups  as  possible  on  the 
subject,  Mr.  Flemming  indicated  he  may  ask  for 
an  extension  of  a week  or  two  on  the  heb.  1 
deadline. 

The  conference  developed  these  other  points: 
(1)  Need  for  HEW7  to  confer  with  internal 
revenue  service  to  see  that  a more  uniform  stand 
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is  taken  on  arrival  at  tax-exempt  status  of  many 
private  groups  working  in  the  health  and  welfare 
fields,  (2)  The  possibility  of  the  U.  S.  providing 
a fifth  category  of  public  assistance  known  as 
general  assistance,  with  provision  of  medical 
care  as  a starter  and  (3)  Need  for  lowering 
disability  payments  below  age  50. 

M. M.  FDA  Lists  118  Additives  Exempt  Under 
New  Control  Law. 

Acting  to  initiate  the  new  food  additives  con- 
trol law,  the  food  and  drug  administration  has 
prepared  proposed  regulations  and  compiled  a 
list  of  118  food  additive  chemicals  that  it  be- 
lieves should  be  exempt  from  testing.  Regula- 
tions and  list  will  be  published  in  the  Federal 
Register,  making  it  possible  for  qualified  authori- 
ties to  review  the  chemicals  and  decide  whether 
more  tests  should  be  made. 

FDA  explains  that  the  list  should  not  be  re- 
garded as  “complete,”  as  it  is  expected  additions 
will  be  made  to  it  from  time  to  time  as  au- 
thorities come  to  agreement  on  other  additives 
that  don’t  require  pre-testing.  Unless  food  addi- 
tives show  up  on  this  or  subsequent  lists,  they 
must  be  pre-tested  and  the  results  turned  over 
to  FDA,  which  then  decides  whether  the  sub- 
stances may  be  added  to  food,  and  if  so  under 
what  conditions  and  in  what  quantity.  Complete 
details  of  the  proposed  regulations  and  list  will 
be  made  public  shortly  when  they  appear  in  the 
Federal  Register. 

N. N.  Grants  Total  More  Than  $4.5  Million. 

Recently-announced  medical  grants  and  fel- 
lowships awarded  by  the  National  Institutes  of 
Health  and  Atomic  Energy  Commission  total 
more  than  $4.5  million.  NIH  reported  that  dur- 
ing October  it  allocated  $603,344  for  157  fel- 
lowships and  $3.6  million  for  366  research 
projects.  Highest  institute  total  was  $912,156, 
from  the  heart  institute  for  47  research  projects. 
All  but  $641,615  of  the  research  money  went  for 
continuation  of  projects  approved  previously. 
A EC  has  awarded  $326,510  to  colleges  and  uni- 
versities, including  11  medical  and  public  health 
schools,  to  help  expand  facilities  for  training  in 
radiation  biology  and  the  use  of  radioisotopes. 
Largest  grant  ($25,000)  went  to  the  University 
of  Minnesota  School  of  Public  Health.  Minne- 
sota’s medical  school  also  received  a separate 
grant  of  $9,000. 

O. O.  Chairman  Mills  Sees  Neither  Tax  Cut 
Nor  Wide-Open  Spending. 

Chairman  Wilbur  Mills  (D.,  Ark.)  of  the  key 


house  ways  and  means  committee,  outlining  his 
expectations  for  the  coming  session,  says  he 
expects  no  tax  cut,  but  at  the  same  time  he 
believes  the  overwhelmingly  Democratic  con- 
gress will  not  be  in  a wide-open  spending  mood. 
All  taxation  proposals,  including  such  social  se- 
curity measures  as  the  Forand  bill,  are  handled 
by  this  committee. 

Mr.  Mills’s  remarks  were  made  to  New  York 
meetings  of  the  Association  of  Mutual  Savings 
Ranks  and  the  Tax  Foundation,  and  released  in 
Washington  by  the  ways  and  means  committee. 
He  said  it  was  a “hard,  cold  fact”  that  federal 
spending  has  been  increasing  in  an  “inexorable” 
way  since  the  country  was  founded,  from  $4 
million  for  two  years  to  an  anticipated  $80  bil- 
lion the  current  fiscal  year.  He  did  hold  out 
some  hope  for  revision  of  the  progressive  rates 
in  the  income  tax  brackets  to  encourage  invest- 
ment, and  a broader  tax  base.  He  commented: 

“.  . . We  are  faced  with  the  likelihood  that 
people  will  continue  demanding  more  and  more 
services  from  the  government.  Therefore,  as 
much  as  I would  like  to  believe  that  this  growth 
in  our  economy,  and  the  resulting  increase  in 
our  revenue  level,  will  dissolve  this  fiscal  short- 
age we  face,  I do  not  feel  justified  in  relying  on 
this  alone.  As  a result,  I have  been  forced  to 
conclude  that  it  is  not  enough  to  say  that  we 
can  iron  out  the  many  problems  in  our  tax 
structures  as  soon  as  tax  reductions  become 
possible,  because,  in  all  frankness,  I am  not  at 
all  certain  when  that  day  is  coming.” 

P.P.  Auto  Exhaust  Studies  Planned  at  PHS 
Sanitary  Engineering  Center. 

Public  health  service  is  moving  ahead  on  re- 
search projects  in  air  pollution,  which  was  the 
subject  of  extensive  examination  at  the  recent 
national  conference  on  air  pollution.  Work  is 
centering  at  the  Robert  A.  Taft  Sanitary  Engi- 
neering Center  in  Cincinnati.  Two  irrigation 
chambers  are  being  constructed  there  to  study 
the  action  of  sunlight  on  exhausts  as  basis  for 
determining  health  effects  of  irradiated  gases. 
The  center  also  is  starting  experiments  on  ani- 
mals, plants  and  bacteria  for  the  effects  of  auto 
exhausts. 

Secretary  Flemming  has  suggested  that  con- 
gress authorize  his  department  to  hold  hearings 
and  make  findings  and  recommendations  in  deal- 
ing with  interstate  air  pollution  problems.  He 
also  plans  to  call  together  a group  representing 
industry,  state  and  local  governments,  universi- 
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ties  and  other  research  groups.  Their  job  would 
be  to  ( 1 ) Indicate  what  should  be  a “fair  share” 
for  federal,  state  and  local  communities  and  for 
industry  and  private  groups  in  paying  for  air 
pollution  control,  and  (2)  Working  out  prac- 
tical methods  of  carrying  out  conference  pro- 
posals in  medical  and  engineering  research. 

Q. Q.  Burney  Suggests  More  Emphasis  on 
Facilities,  Personnel  for  Aged. 

Health  care  of  the  aged  was  thoroughly  aired 
during  the  course  of  Secretary  Flemming’s  first 
conference  with  heads  of  medical  and  health  or- 
ganizations on  “emerging  health  needs.”  PHS 
Surgeon  General  Burney  said  there  were  some 
problems  in  financing  the  care  of  the  aged,  but 
there  may  be  need  for  more  emphasis  on  fa- 
cilities, personnel  and  administration.  He  cited 
the  fact  that  the  government  had  spent  over  $1 
billion  on  Hill-Burton  facilities  yet  had  spent 
but  a little  over  $1  million  for  research  on 
facilities  for  various  categories  of  patients. 

Spokesmen  for  the  AMA  headed  by  President 
Gunnar  Gundersen,  for  the  American  Hospital 
Association,  Blue  Shield  medical  care  plans  and 
the  Association  of  Methodist  Homes  and  Hos- 
pitals told  of  various  efforts  to  solve  financing 
of  older  persons’  health  care.  Dr.  Ernest  B. 
Howard,  assistant  executive  vice  president  of 
AMA,  said  it  would  be  “disastrous  to  jump  into 
a full  program  so  radical”  as  the  free  hospital 
and  surgical  service  bills.  Bay  Amberg,  president 
of  AHA,  commented  that  “we  hope  to  solve 
this  problem  without  federal  aid.” 

R. R.  House  Group  Attacks  HEW 
on  Employment  Rise. 

The  department  of  health,  education,  and  wel- 
fare yesterday  came  under  the  attack  of  a house 
post  office  and  civil  service  subcommittee  for  not 
cutting  back  on  manpower  as  proposed  by  the 
budget  bureau.  The  latter  favors  a 2 per  cent 
cut  below  the  level  of  employment  originally 
projected  to  be  necessary.  Subcommittee  chair- 
man is  Bepresentative  Davis  (D.,  Ga.).  Assist- 
ant HEW  Secretary  Elliot  Bichardson  explained 
that  HEW  employment  rose  because  of  increas- 
ing services  voted  by  congress  and  also  because 
of  a growing  country.  He  forecast  the  depart- 
ment would  have  to  ask  for  supplemental  ap- 
propriations to  pay  for  some  of  the  new  pro- 
grams. Some  committee  members  accused  HEW 
of  “lobbying”  a number  of  the  proposals  that 
passed  the  last  session. 


ACCELERATE  THE 
RECOVERY 
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ARE  WE  TAKING  BLUE  SHIELD 
FOR  GRANTED? 

I)  OCTORS  are  just  as  human  as  are  non- 
medical people.  All  people  might  as  well  confess 
that  they  share  all  the  perversities  of  human 
nature  — most  of  which  seem  so  magnified  when 
people  become  patients. 

One  of  mankind’s  most  dangerous  perversities 
is  to  take  for  granted  so  many  of  life’s  blessings 
which  were  secured  to  us  only  by  heroic  effort 
and  sacrifice  on  the  part  of  our  forebears. 

Thus  it  is  with  our  political  freedom.  As  John 
Philpot  Curran  warned  our  infant  nation  in  1790: 
"The  condition  upon  which  God  hath  given 
liberty  to  man  is  eternal  vigilance;  which  con- 
dition if  he  break,  servitude  is  at  once  the  con- 
sequence of  his  crime  and  the  punishment  of 
his  guilt.” 

Twenty  years  ago,  when  the  American  Medi- 
cal Association,  in  special  session,  endorsed  the 
principle  of  voluntary  health  insurance,  Ameri- 
can doctors  in  many  scattered  places  began  the 
long,  hard  task  of  creating  American  medicine’s 
own  unique  instrument  that  is  now  known  as 
Blue  Shield.  Truly,  these  patriarchs  of  medicine 
struck  a great  blow  for  freedom  when  they  built 
this  voluntary  prepayment  program  which  now 
serves  one  of  every  four  Americans. 

In  support  of  their  efforts,  every  doctor  must 
apply  his  energies  to  further  strengthen  and  re- 
fine Blue  Shield.  Leadership  in  the  affairs  of 
Blue  Shield  now,  and  in  the  future,  is  a re- 
sponsibility the  doctor  cannot  delegate  nor  can 
permit  it  to  be  abridged. 

This  will  secure  the  real  and  practical  benefits 
of  the  Blue  Shield  program  for  the  public  good 
— a principle  to  which  medicine  has  always 
been  fundamentally  dedicated. 

Indeed,  American  medicine  has  too  great  a 
stake  in  the  future  of  voluntary  health  insurance 
to  ignore  Blue  Shield.  For  when  the  doctors 
created  Blue  Shield,  they  not  only  pioneered 
the  wilderness  of  prepayment  and  built  one  of 
the  main  bulwarks  against  socialized  medicine, 
they  also  identified  themselves  with  an  idea  and 
a program  to  which  the  people  of  America  have 
given  a tremendous  endorsement. 

Eternal  vigilance  is  indeed  the  price  of  our 
freedom  in  medicine. 


AMERICAN  CANCER  SOCIETY 

CLINICAL  FELLOWSHIP  PROGRAM 

T HE  American  Cancer  Society  offers  clinical 
fellowships  to  institutions  for  the  clinical  train- 
ing of  physicians  in  the  field  of  cancer.  These 
fellowships  are  not  intended  to  replace  the 
existing  residency  and  fellowship  programs  in 
the  institutions;  rather,  they  are  intended  to 
provide  additional  positions  and  opportunities 
for  training  physicians.  Last  year,  140  clinical 
fellowships  were  awarded  to  63  institutions. 
Specialties  in  which  Felloivships  are  Awarded: 
Internal  medicine,  malignant  diseases,  neuro- 
logical surgery,  obstetrics  and  gynecology,  ortho- 
pedic surgery,  otolaryngology,  pathology,  pedi- 
atrics, public  health,  radiology,  surgery,  and 
urology. 

Institutions  applying  for  fellowships  must  be 
approved  by  the  council  on  medical  education 
and  hospitals  of  the  AMA  for  residency  training 
in  the  specialty  for  which  they  are  applying. 
Applications  from  institutions  which  do  not  have 
this  approval  cannot  be  considered. 

Institutional  applications: 

Institutions  wishing  to  apply  for  one  or  more 
clinical  fellowships  may  do  so  by  submitting 
their  requests  on  application  forms  to  the  Di- 
rector of  Professional  Education  of  the  American 
Cancer  Society.  In  preparing  the  application, 
the  institution  should  use  only  the  forms  for  the 
year  July  1,  1960  to  June  30,  1961  and  should 
provide  all  information  requested  on  the  form. 

It  is  especially  important  to  include,  in  nar- 
rative style,  a detailed  description  of  the  con- 
templated program  and  the  opportunities  avail- 
able for  training  in  cancer. 

Applications  must  be  received  in  the  office  of  the 
Society  not  later  than  Feb.  15, 1959. 
Institutions  that  have  applied  will  be  notified 
of  the  disposition  of  their  applications  in  July 
1959. 

Individual  applications: 

Individuals  should  apply  directly  to  the  in- 
stitution where  American  Cancer  Society  clinical 
fellowships  are  available  for  the  year  July  1, 
1960  to  June  30,  1961.  A list  of  these  institutions 
may  be  obtained  from  the  society. 

Applications  from  individuals  will  be  accepted 
only  when  nominated  by  an  institution  which 
has  been  awarded  a fellowship.  Application 
forms  will  be  made  available  to  these  institu- 
tions. Nominations  for  these  fellowships  will  be 
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done  on  these  forms  only. 

Qualifications  of  fellows: 

In  the  nomination  of  fellows,  institutions  will 
give  preference  to  candidates  who  intend  to 
undergo  examination  by  a specialty  board  and 
have  the  apparent  capability  of  being  certified. 
Fellows  must  also  meet  the  following  require- 
ments: 

1.  Must  be  at  least  in  the  last  two  years  of 
residency  training,  beyond  the  internship,  in 
the  specialty  in  which  they  intend  to  become 
certified. 

2.  Must  be  a citizen  of  the  United  States, 
school  in  the  United  States,  its  territories,  or 
Canada. 

3.  Must  be  a graduate  of  a Class  A medical 

4.  Must  not  have  passed  his  41st  birthday  at 
the  scheduled  start  of  his  fellowship. 

Noncitizens  and  foreign  medical  school  gradu- 
ates will  be  considered  only  if  the  candidate  is 
of  exceptional  caliber  and  the  institution  re- 
quests in  writing  that  these  requirements  be 
waived.  Waivers  are  not  encouraged  and  only 
a very  few  exceptional  ones  are  considered. 

None  of  the  other  requirements  will  be  waived. 
Term  of  fellowship: 

Fellowships  are  granted  for  one  year  only, 
July  1,  1960  to  June  30,  1961.  A new  institutional 
application  must  be  submitted  each  year  even 
if  the  institution  wishes  to  nominate  the  same 
individual. 

American  Cancer  Society  clinical  fellowships 
will  not  be  awarded  for  less  than  a one-year 
period  nor  will  any  individual  be  awarded  more 
than  two  one-year  fellowships.  The  holders  of 
these  fellowships  are  not  excluded,  however 
from  consideration  for  advanced  fellowships. 
Required  reports  on  fellowships: 

The  fellow  shall  submit  an  independent  report 
directly  to  the  American  Cancer  Society  de- 
scribing completely  the  training  received  during 
the  one-year  fellowship.  The  director  of  the 
service  shall  also  submit  an  independent  report 
on  the  work  of  the  fellow.  These  reports  shall 
be  forwarded  to  the  director  of  professional 
education  within  one  month  of  the  termination 
of  the  fellowship. 

In  addition,  the  fellow  shall  present  evidence 
of  active  participation  in  a cancer  project,  either 
in  the  form  of  a paper  suitable  for  publication, 
or  in  a report  on  personal  contribution  or  par- 
ticipation in  work  still  in  progress.  This  report 


shall  be  forwarded  to  the  director  of  professional 
education  within  three  months  of  the  termina- 
tion of  the  fellowship. 

Stipend: 

The  stipend  for  American  Cancer  Society 
clinical  fellowships  is  $3,600  per  annum  payable 
in  12  monthly  amounts  of  $300  directly  to  the 
fellow  from  the  office  of  the  American  Cancer 
Society. 

Tax  exemption: 

The  Internal  Revenue  Code  (Section  117) 
states  that,  in  the  case  of  individuals  who  are 
not  candidates  for  a degree  at  an  educational 
institution,  the  amount  of  a fellowship  grant 
excluded  from  gross  income  in  any  taxable  year 
shall  be  limited  to  an  amount  equal  to  $300 
times  the  number  of  months  for  which  the  re- 
cipient received  stipend  limited  to  a total  of  36 
months  which  need  not  necessarily  run  consecu- 
tively. It  is  further  provided  that  gross  income 
does  not  include  amounts  received  to  cover  ex- 
penses for  travel,  research,  clerical  help  or 
equipment  which  are  incident  to  the  fellowship 
to  the  extent  of  such  amounts  as  are  expended 
by  the  recipient. 

Schedtde  for  clinical  fellowships: 

Feb.  15,  1959,  deadline  date  for  receipt  of 
applications  in  office  of  American  Cancer  So- 
ciety. 

June  1959,  consideration  of  application  by 
committees  of  the  society. 

July  1959,  notification  to  institution  of  de- 
cision by  society. 

April  1,  1960,  deadline  date  for  nomination 
and  receipt  of  individual  application  of  fellow 
from  institution.  Institutions  that  do  not  nomi- 
nate by  this  date  will  have  their  awards  for- 
feited. 

July  1,  1960,  beginning  of  fellowship. 


BOOK  REVIEWS 

SO  YOU  WANT  TO  BE  A DOCTOR 

by  Allan  E.  Nourse.  189  pages.  (1957  Harper.  82.75. 

It  is  the  reviewer’s  opinion  that  this  book 
should  be  read  by  every  premedical  student  and 
should  be  on  the  desk  of  every  premedical  ad- 
viser. An  unusually  clear  account  of  what  is  in 
store  for  students  who  plan  on  medicine  as  a ca- 
reer gives  useful  information  and  sane  advice 
about  the  preparatory  period,  applications  to 
medical  schools,  and  life  in  the  medical  school 
itself. 

Stacey’s  Medical  Books.  San  Francisco,  Calif. 
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GRANT  SUPPORT  FOR  PG 
TRAINING  IN  PSYCHIATRY 

T HE  National  Institute  of  Mental  Health  is 
offering  grant  support  for  a training  program  for 
general  practitioners  and  other  physicians  en- 
gaged in  the  practice  of  medicine  other  than 
psychiatry.  Funds  are  available  during  the  cur- 
rent year  (fiscal  year  1959)  for  these  grants  and 
training  institutions  may  submit  applications  at 
any  time. 

The  program  has  two  purposes: 

I.  To  foster  the  development  of  postgraduate 
training  in  psychiatry  for  the  practitioners  who 
wish  to  increase  their  psychiatric  knowledge  and 
skills  in  order  to  be  able  to  deal  more  effectively 
with  the  emotional  aspects  of  illness  generally 
and  in  order  to  play  a more  effective  role  in  the 
treatment  and  prevention  of  mental  illness. 
These  courses  will  be  designed  for  the  physician 
who  plans  to  continue  practicing  in  his  own 
field. 

Grant  support  is  being  offered  to  medical 
schools,  hospitals,  clinics,  and  medical  and  psy- 
chiatric societies  for  the  development  and  ex- 
pansion of  such  postgraduate  training  in  the 
form  of  courses,  institutes,  and  seminars.  This 
support  does  not  include  fees,  subsistence,  or 
travel  for  the  physicians  who  attend. 


BERNARD  M.  BARUCH 
ESSAY  AWARD 

Sponsored  by  the 
AMERICAN  CONGRESS 
OF 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

N ANNUAL  award  of  $100  will  be  given  as 
a prize  for  an  essay  on  any  subject  relating  to 
physical  medicine  and  rehabilitation.  The  fol- 
lowing rules  and  regulations  apply: 

1.  Any  subject  of  interest  or  pertaining  to 
the  field  of  physical  medicine  and  rehabilitation 
may  be  submitted. 

2.  Manuscripts  must  be  in  the  office  of  the 
American  Congress  of  Physical  Medicine  and 
Rehabilitation,  30  N.  Michigan  Ave.,  Chicago 
2,  111.,  not  later  than  March  2,  1959. 

3.  Contributions  will  be  accepted  from  medi- 
cal students  only. 

4.  The  American  Congress  of  Physical  Medi- 


Support of  this  type  of  training  may  be  for 
a particular  professional  group  over  a given 
period,  or  for  training  offered  regularly  as  part 
of  the  postgraduate  curriculum  of  a medical 
school,  hospital,  or  clinic,  or  as  part  of  the  edu- 
cational program  of  a medical  or  psychiatric 
society. 

Physicians  interested  in  obtaining  this  type 
of  training  should  apply  to  medical  schools, 
hospitals,  clinics,  and  medical  or  psychiatric  so- 
cieties which  have,  or  are  developing,  such 
training  opportunities. 

II.  To  provide  support  at  an  adequate  level 
for  psychiatric  residency  training  for  physicians 
in  practice  who  wish  to  become  psychiatrists. 
Training  stipends  up  to  a maximum  of  $12,000 
a year  are  available.  The  level  of  payment  will 
be  determined  by  the  training  institutions  who 
will  also  make  the  award  to  the  individual  phy- 
sicians. The  National  Institute  of  Mental  Health 
will  make  awards  of  grants  for  this  purpose  to 
training  institutions  and  not  to  individuals. 

Physicians  interested  in  support  for  this  type 
of  training  should  apply  to  training  institutions 
which  are  approved  for  psychiatric  residency 
training. 

Inquiries  about  the  program  should  be  sent 
to  Dr.  Seymour  D.  Vestermark,  Chief,  Training 
Branch,  National  Institute  of  Mental  Health, 
National  Institutes  of  Health,  Bethesda  14,  Md. 


cine  and  Rehabilitation  shall  have  the  exclusive 
right  to  publish  the  winning  essay  in  its  official 
journal,  the  Archives  of  Physical  Medicine  and 
Rehabilitation. 

5.  Manuscripts  must  not  exceed  3,000  words 
(exclusive  of  headings,  references,  legends  for 
cuts,  tables,  etc.),  and  the  number  of  words 
should  be  stated  on  the  title  page.  An  original 
and  one  carbon  copy  of  the  manuscript  must 
be  submitted. 

6.  The  essay  must  not  have  been  published 
previously. 

7.  The  winner  shall  receive  a cash  award  of 

$100. 

8.  The  winner  shall  be  determined  by  the 
essay  award  committee  composed  of  four  mem- 
bers of  the  American  Congress  of  Physical  Medi- 
cine and  Rehabilitation. 

9.  All  manuscripts  will  be  returned  as  soon 
as  possible  after  the  name  of  the  winner  is 
announced.  The  winning  manuscript  becomes 
the  exclusive  property  of  the  American  Con- 
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even  when  the  causative  organism 
may  be  a r\ persistent  staph ” 


Cosa-Signemycin 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN  C.  J 


increases  the  certainty  of 
safe,  rapid  response 


AS  PROVED  BY  extensive  clinical  trials — an  over-all 
success  rate  of  more  than  94  % was  achieved  in  a total 
of  3,280  cases. f 

AS  proved  by  success  in  mixed  infections — more 
than  95%  of  1,000  acute  and  chronic  respiratory  tract 
infections  were  successfully  treated;  a 99%  cure  rate 
was  achieved  in  mixed  bacterial  pneumonias,  f 


AS  PROVED  BY  effectiveness  in  “problem  infec- 
tions”— a response  rate  better  than  96%  was  recorded 
in  a group  of  221  gastrointestinal  infections  including 
chronic  intestinal  amebiasis;  91%  of  465  urogenital 
infections  were  successfully  controlled,  f 

AS  PROVED  BY  excellent  safety  record — extremely 
well  tolerated;  discontinuance  of  medication  was 
necessary  in  only  11  of  3,280  patients,  f 


A significant  number  of  the  above  cases  had  not  responded 

to  other  antibiotics. 


Cosa-Signemycin  is  particularly  valuable  in  home  and  office , 
where  susceptibility  testing  is  difficult  or  impractical . 


Average  dosage:  For  adults,  1-2  Gm.  daily  in  divided 
doses;  proportionately  less  for  children,  depending  on 
age,  weight,  and  severity  of  infection. 

■(Literature  and  bibliography  available  on  request. 

mg.  per  drop,  plastic  calibrated  dropper.  *Trndemnrk 


supply:  Capsules  (green  and  white),  250  mg.  and 
125  mg. 

New  Oral  Suspension  (raspberry-flavored),  2 oz.  bottle, 
125  mg.  per  teaspoonful  (5  cc.). 

New  Pediatric  Drops  (raspberry-flavored),  lOcc.  bottle, 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  TV.  Y. 
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gress  of  Physical  Medicine  and  Rehabilitation. 

10.  The  American  Congress  of  Physical  Medi- 
cine and  Rehabilitation  reserves  the  right  to 
make  no  award  if,  in  the  judgment  of  the  essay 
award  committee,  no  contribution  is  acceptable. 
Announcement  of  the  winner  will  be  made  at 
the  annual  meeting. 

The  typical  American  nowadays  sees  a physi- 
cian almost  twice  as  often  as  did  his  counterpart 

30  years  ago,  according  to  Health  Information 
Foundation  — almost  five  visits  per  person  a 
year  today  compared  with  only  2.6  in  the  1928- 

31  period. 

* * * 

Persons  in  low-income  groups  now  see  a phy- 
sician almost  as  often  as  those  in  high-income 
groups,  says  Health  Information  Foundation. 
Thirty  years  ago,  by  contrast,  high-income  fami- 
lies averaged  about  half  again  as  many  visits  to 
doctors  as  did  those  with  the  lowest  incomes. 


WIKLE'S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
ALpine  8-1581 
Phoenix,  Arizona 


BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 

826  Security  Ruilding 
Phoenix,  Ariz. 

T 

1 HE  Board  of  medical  examiners  of  the 
State  of  Arizona  at  a regular  meeting  held 
Saturday,  Oct.  18,  1958,  issued  certificates  to 
practice  medicine  and  surgery  in  this  state 
to  the  following  doctors  of  medicine: 

Benson,  Kenneth  Haworth  (OALR),  Se- 
dona,  Ariz. 

Browning,  Joseph  Allan  (Pd),  1816  East- 
lawn,  Durango,  Colo. 

Bullington,  James  Daniel  (Ca),  550  West 
Thomas  Road,  Phoenix,  Ariz. 

Bursey,  William  James  (GP),  1604-A  East 
Camelback  Road,  Phoenix,  Ariz. 

Hare,  Jr.,  Donald  Eugene  (GP),  Maricopa 
Co.  General  Hosp,  Phoenix,  Ariz. 

Keppleman,  George  Kieve  (GP),  107  Tap- 
scott  Street,  Brooklyn  12,  N.  Y. 

Monahan,  James  Raymond  (R),  328  Broad- 
way, Reno,  Nev. 

Nelson,  Arthur  Rvden  (GS),  1046  Riverside 
Ave.,  Jacksonville,  Fla. 

Richerson,  Hal  Bates  (GP),  Holbrook 
Clinic,  Holbrook,  Ariz. 

Robertson,  George  Duncan  (GS),  Pima  Co. 
General  Hospital,  Tucson,  Ariz. 

Sandor,  Imre  Miklos  (I),  200  East  Mon- 
terey Way,  Phoenix,  Ariz. 

Skankey,  Robert  Alan  (GP),  519  West  Palm 
Lane,  Scottsdale,  Ariz.  (home) 

Spriggs,  John  Thomas  (I),  Pima  Co.  Gen- 
eral Hospital,  Tucson,  Ariz. 

Wang,  Stanley  (GP),  1513  West  Thomas 
Road,  Phoenix,  Ariz. 

Williams,  Gene  Varner  (OALR),  Univ.  of 
Kansas  Medical  Center,  Kansas  City. 

Worrell,  Janet  (I),  550  West  Thomas  Road, 
Phoenix,  Ariz. 


Health  Information  Foundation  calls  recent 
improvements  in  safety  to  women  in  childbear- 
ing “an  almost  unparalleled  achievement  of 
medical  progress.”  Maternal  factors  now  cause 
only  one-tenth  of  1 per  cent  of  all  deaths  in  this 
country  and  only  4 per  cent  of  all  deaths  among 
women  of  reproductive  age. 


buoy  up 
your  patients 
nutritionally 


Each  capsule  contains: 

Thiamine 

Mononitrate  (B, ) 

Riboflavin  (Br) 

Nicotinamide 
Calcium  Panto*. ' ' 

Pyridoxine 

Hydrochloride  ;„)  mg. 

Ascorbic  Acid 

(vitamin  C)  250  mg. 


Rebi 


ms 


A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


for  peak-tiigti  vitamin  values  for  your  patients 
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LOCATION  OPPORTUNITIES 


ASHFORK  - Pop.  700  - North  centrally 
located  — Railroad  center  — Contact  the 
Women’s  Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Radiy  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz, 

GILA  BEND  - Pop.  2,500  - 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton,  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
income  from  board  of  supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

HAYDEN  — Pop.  3,000/4,000.  Industrial  prac- 
tice — approximately  200  employes  and  depend- 
ents. Only  part-time  required.  Coverage;  Metro- 
politan Surgical  Plan.  Physician  may  engage  in 
private  practice  also.  Small  company-owned 
clinical  building  (new)  available  for  use,  with 
X-ray  equipment,  diathermy  equipment,  etc. 
Full-time  nurse  available  to  assist;  clerical  work 
to  be  handled  by  company.  Company  housing 
facilities  available  for  physician  — small  rental. 
Contact:  American  Smelting  & Refining  Com- 
pany, Mr.  Ben  Roberts,  department  manager, 
P.  O.  Box  1111,  El  Paso,  Texas. 

HOLBROOK  — Population  above  7,000.  Lo- 
cated in  the  heart  of  the  northeastern  pine  coun- 
try of  Arizona  on  U.  S.  Route  66.  Need  services 
of  CP.  For  full  details,  contact  Donald  F.  De- 
Marse,  M.D.,  397,  Holbrook,  Ariz. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doc- 
tors, who  care  for  personnel  and  families  of 
those  who  work  for  the  three  principal  mining 
companies.  Community  served  by  many  mining 
and  ranching  interests.  Contact  Robert  V.  Horan, 
M.D.,  Miami-Inspiration  Hospital,  Miami,  Ariz. 

MORENC1  — Mining  community  near  New 
Mexico-Arizona  border.  Pop.  10,000.  Has  vacan- 
cy at  hospital  for  GP.  Contact  Carl  H.  Gans, 
M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff,  Ariz.,  the  buildmg  project  is 
estimated  to  be  concluded  in  10  years.  Write 
Ivan  W.  Kazan,  M.D.,  16  H,  Page,  Ariz.,  for  full 


details. 

S AFFORD  — Graham  County  Health  Depart- 
ment in  need  of  an  M.D.  In  the  heart  of  the  cat- 
tle and  farming  areas  of  southeastern  Arizona. 
Population  of  10,500  and  elevation  is  2,920. 
Schools,  churches  and  social  facilities  are  numer- 
ous. Contact  Mr.  Verl  Lines,  Chairman,  Graham 
County  Board  of  Supervisors,  Safford,  or  Fred- 
erick W.  Knight,  M.D.,  618  Central  Ave.,  Saf- 
ford. 

ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a general  practitioner,  in  this 
east-central  Arizona  community.  Population  is 
approximately  1,500  with  several  other  small 
towns  in  the  general  area.  About  20  miles  from 
New  Mexico  in  the  beautiful  rim  country  of  Ari- 
zona. Contact  Donald  F.  DeMarse,  M.D.,  Box 
397,  Holbrook,  Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  Pe- 
ter Falbo,  President,  chamber  of  commerce,  9112 
West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for  con- 
sultation service.  State  license  is  necessary  (but 
not  necessarily  an  Arizona  license).  Contact  S. 
Netzer,  M.D.,  Director,  Professional  Service,  VA 
Hospital,  Tucson,  Ariz. 

TUCSON  — Young  man  interested  in  the  prac- 
tice of  internal  medicine  for  junior  associateship, 
Southwestern  Clinic  & Research  Institute,  Inc. 
Excellent  opportunity  to  achieve  qualification 
in  the  specialty  of  internal  medicine.  Contact 
Charles  A.  L.  Stephens  Jr„  M.D.,  2430  East 
Sixth  St.,  Tucson  Ariz. 

FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL  MEDI- 
CINE, CONTACT: 

Harold  ].  Mills,  M.D.,  Phelps  Dodge  Hospital, 
A jo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hospi- 
tal, Miami,  Ariz. 
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Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 

LOCATION 

DAPOLITO,  JOHN  /.,  JR.,  M.D.,  356  Union 
St.,  Hudson,  N.Y.;  I;  1953  graduate  of  Albany 
Medical  College;  interned  at  Albany  Hospital, 
Albany,  N.  Y.;  served  residency  at  Albany  Hos- 
pital; holds  licenses  in  New  York  and  California; 
age  31;  married;  interested  in  group  or  associate 
practice.  Available  immediately. 

DERIAN,  PAUL  S.,  M.D.,  196  South  Green- 
wood St.,  Marion,  Ohio;  Or;  1951  graduate  of 
University  of  Virginia;  interned  at  St.  Vincents 
Hospital  in  New  York  City;  served  residency  at 
University  of  Virginia;  holds  licenses  in  Virginia, 
West  Virginia  and  Ohio;  age  36;  married.  Inter- 
ested in  industrial  or  private  practice.  Available 
May  1959. 

GARDNER,  AUSTIN  LEONARD,  M.D.,  57 
E.  38th  St.,  Apt.  205,  Indianapolis,  Ind.;  S;  1952 
graduate  of  Indiana  University  School  of  Medi- 
cine; interned  at  Bellevue  Hospital  in  New  York; 
served  residency  at  Bellevue  Hospital;  holds  li- 
censes in  Indiana  and  New  York;  fulfilled  his 
military  obligations;  age  32;  married.  Interested 
in  group  or  associate  practice.  Available  imme- 
diately. 

LAMB,  ROBERT  JAMES,  M.D.,  706  Begole 
St.,  Flint,  Mich.;  GP;  1957  graduate  of  Albany 
Medical  College;  interned  at  Hurley  Hospital  in 
Flint,  Mich.;  military  status,  Class  2-A;  holds  li- 
cense in  the  state  of  Michigan;  age  27;  married; 
interested  in  group  or  associate  practice.  Avail- 
able now. 

LONG,  WILLIAM  ALEXANDER,  JR.,  M.D., 
Box  66,  Hazlehurst,  Miss.;  GP;  1955  graduate  of 
Tulane  University  School  of  Medicine;  interned 
at  Colorado  General  Hospital  in  Denver;  com- 
pleted two  years  active  duty,  now  in  inactive  re- 
serve; holds  license  in  Mississippi  and  national 
board  certificate;  age  28;  single;  interested  in 
group  or  associate  practice;  available  July  1, 
1961. 

MCDONALD,  RICHARD  T.,  M.D.;  7610  Kip- 
ling, Detroit,  Mich.;  GS;  1954  graduate  of  Uni- 
versity of  Nebraska;  interned  at  San  Bernardino 
County  Hospital;  served  residency  at  Henry 
Ford  Hospital  in  Detroit;  holds  licenses  in  Ne- 
braska and  Michigan;  fulfilled  his  military  obli- 


Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Ariz. 

INQUIRIES 

gations;  age  31;  married;  interested  in  assistant 
or  associate  practice.  Available  immediately. 

MOORE,  ROWE  PRICE,  M.D.;  1610  N.W. 
19th  St.,  Miami  35,  Fla.;  U;  1953  graduate  of 
Temple  University;  interned  at  Southern  Pacific 
Genera]  Hospital  in  San  Francisco;  served  resi- 
dency at  VA  Hospital  in  Albuquerque,  N.  M.: 
fulfilled  military  obligations;  holds  license  in 
state  of  Florida  and  national  boards  certificate: 
age  33;  married.  Interested  in  clinic,  assistant  oi 
associate  practice.  Available  July  1,  1959. 

NENAD,  ROBERT  E.,  M.D.,  231  Paramount 
Drive,  Millbrae,  Calif.;  I,  Pd.;  1957  graduate  of 
Western  Reserve  University  School  of  Medicine; 
interned  at  St.  Luke’s  Hospital  in  Cleveland, 
Ohio;  served  residency  at  VA  Hospital  in  San 
Francisco;  holds  licenses  in  Ohio  and  California; 
fulfilled  military  obligations;  age  31;  married. 
Interested  in  general,  clinic,  industrial,  assistant 
or  associate  practice.  Available  — approximately 
November  1959. 

RECHLITZ,  ERVIN  T.,  M.D.,  419  Pleasant 
St.,  Beloit,  Wis.;  Opli;  1937  graduate  of  Mar- 
quette University;  interned  at  Milwaukee  Coun- 
ty Hospital;  served  residency  at  Misericordia 
Hospital  in  Milwaukee;  holds  licenses  in  Wiscon- 
sin, Minnesota  and  Colorado;  fulfilled  his  mili- 
tary obligations;  age  46;  married;  will  accept 
group  practice  but  prefers  associate  practice. 
Available  immediately. 

SHOAF,  ROY  RAYMOND,  M.D.,  4617  “A” 
N.  Winchester,  Chicago,  111.;  Ob-Gyn;  1952  grad- 
uate of  University  of  Kansas;  interned  at  Wil- 
liam Beaumont  Army  Hospital  in  El  Paso,  Tex- 
as; served  residency  at  University  of  Illinois  in 
Chicago;  holds  license  in  the  state  of  Kansas; 
fulfilled  military  obligations;  age  36;  married. 
Interested  in  group  or  associate  practice.  Avail- 
able July  1959. 

The  maternal  mortality  rate  in  this  country  has 
declined  93  per  cent  in  the  last  four  decades, 
Health  Information  Foundation  points  out.  One 
maternal  death  occurs  in  approximately  2,300 
live  births  today,  compared  with  one  maternal 
death  for  each  165  live  births  in  1915. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 


68TH  ANNUAL  MEETING  PROGRAM 

I N accordance  with  direction  of  the  scientific 
assembly  committee  at  its  last  meeting,  Doctor 
Melick  reviewed  progress  to  date  in  the  develop- 
ment of  the  program  schedule  for  the  68th  an- 
nual meeting  of  the  association  to  be  held  in 
Chandler,  Ariz.,  April  28  through  May  2,  1959, 
at  the  San  Marcos  Hotel.  Below  is  listed  those  in- 
vited guests  who  have  accepted  the  invitation: 

Bowers,  John  L.  (M.D.)  - Dean,  University 
of  Wisconsin  Medical  School. 

Carryer,  Haddon  M.  (M.D.)  — Mayo  Clinic, 
Bochester,  Minn. 

Cline,  John  W.  (M.D.)  — Associate  Professor 
of  Surgery,  Stanford  University  School  of  Medi- 
cine. 

Fagg,  Jr.,  Fred  Dow  (Ph.D.)  — President, 
WICHE. 

Gustavson,  Reuben  G.  (Mr.)  — President, 
Besources  for  the  Future. 

Hard,  Walter  L.  (M.D.)  — Dean,  University 
of  South  Dakota,  School  of  Medicine. 

Jenkins,  Harold  Dalton  (M.D.)  — Assistant 
Professor  of  Medicine,  University  of  Colorado 
Medical  Center. 

Johnson,  Marvin  E.  (M.D.)  — Assistant  Pro- 
fessor of  Surgery,  University  of  Colorado  Medi- 
cal School. 

Kessler,  Henry  H.  (M.D.)  — Director,  Kess- 
ler Institute  for  Behabilitation. 

Lippard,  Vernon  W.  (M.D.)  — Dean,  Yale 
University  School  of  Medicine. 

Pullen,  Roscoe  L.  (M.D.)  — Dean,  University 
of  Missouri  School  of  Medicine. 

Royce,  Thomas  L.  (M.D.)  — Clinical  Assistant 
Professor  in  Ophthalmology,  Baylor  University 
School  of  Medicine. 

Turner,  Thomas  B.  ( M.D. ) — Dean,  Medical 
Faculty,  Johns  Hopkins  University  School  of 
Medicine. 

Tuesday,  April  28,  1959 

1 p.m.  — Council  meeting. 

Wednesday,  April  29,  1959 

9  a.m.  — House  of  delegates  — special  session. 

2 p.m.  — Blue  Shield  corporate  meeting  fol- 
lowed by  board  of  directors  meeting. 

6:30  p.m.  — Reception. 

7:30  p.m.  — Buffet  supper. 


Thursday,  April  30,  1959 

8 a.m.  — House  of  delegates  — first  regular  ses- 
9:30  a.m.  — General  session  (in  usual  order). 

10  a.m.  — Scientific  session. 

10  a.m. -10:30  a.m.  — Henry  H.  Kessler,  M.D. 
10:20  a.m. -10:40  am  Harold  Dalton  Jenkins, 

M.D. 

10:40  a.m. -11  a.m. Thomas  L.  Royce,  M.D. 

11  a.m. -11:20  a.m.  — Break. 

11:20  a.m. -11:40  a.m.  — Haddon  M.  Carryer, 
M.D. 

11:30  a.m. -12  noon  — Marvin  E.  Johnson,  M.D. 

12  noon-12 :20  p.m.  — John  W.  Cline,  M.D. 
12:20  p.m.  — Luncheon  (not  sponsored). 

2:30  p.m.  — Surgical  Symposium  (To  be  an- 
nounced ) . 

Friday,  May  1,  1959 

It  was  determined  that  the  Friday  (May  1, 
1959)  schedule  be  as  follows: 

7:30  a.m.  — Breakfast  with  Doctor  John  W. 
Cline  as  guest  speaker. 

9 a.m.  — Regular  sessions  on  medical  educa- 
tion with  Doctor  John  W.  Cline  as  moderator. 

9 a.m.  — Speaker  — Vernon  W.  Lippard,  M.D. 
9:20  a.m.  — Speaker  — Walter  L.  Hard,  Ph.D. 
9:40  a.m.  — Speaker  — Thomas  L.  Royce,  M.D. 

10  a.m.  — Speaker  — John  Z.  Bowers,  M.D. 
10:20  a.m.  — Speaker  — Roscoe  L.  Pullen,  M.D. 
12:30  p.m.  — Luncheon  — Speaker  — Mr.  Reu- 
ben G.  Gustavson. 

NOTE:  No  specialty  group  luncheon  meetings 
to  be  provided  on  this  day. 

2:30  p.m.  Panel  discussion  with  Marvin  E. 
Johnson,  M.D.,  Fred  Dow  Fagg  Jr.,  Ph.D.,  and 
Thomas  B.  Turner,  M.D.,  followed  by  a medical 
school  workshop  symposium. 

NOTE:  It  was  suggested  that  possibly  Doctors 
Johnson  and  Royce  might  dwell  on  the  subject: 
‘Relationship  of  the  Private  Practitioners  to  a 
Medical  School.” 

5 p.m.  — Summarization  by  John  W.  Cline, 
M.D. 

5:15  p.m.  — Press  conference. 

6:30  p.m.  — Reception. 

7:45  p.m.  — President’s  dinner  dance. 

Saturday,  May  2,  1959 

8 a.m.  — House  of  delegates  — second  regu- 
lar session. 

10  a.m.  — Scientific  session  (To  be  announced) 
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EXHIBITS 

Technical: 

Provision  is  being  made  providing  for  48  tech- 
nical exhibits  to  be  accommodated  in  the  en- 
trance arcades  of  the  San  Marcos  Hotel,  Arizona 
Attractions,  Inc.,  of  Phoenix  to  be  employed  for 
erection  of  back  and  side-wing  frames,  etc.  Ap- 


proved. 

Scientific: 

It  was  agreed  to  provide  space  for  scientific 
exhibits  to  the  extent  of  available  space.  Ap- 
plications therefor  currently  in  hand  include  the 
safety  committee  and  poisoning  control  commit- 
tee of  the  association. 


7TH  ANNUAL  CANCER  SEMINAR 
Of  the  Arizona  Division 
AMERICAN  CANCER  SOCIETY 

January  22-24,  1959  — Paradise  Inn  — Phoenix,  Arizona 


THURSDAY,  JANUARY  22 

9:00  A.M.  - OPENING  SESSION 
Invocation 

Introductory  Remarks 
Edward  H.  Bregman,  M.D. 

Chairman,  Seminar  Committee 

9:15-10:00  A.M.  - ANEMIA  OF  MALIGNANT 
DISEASE 

Speaker  — Alfred  Gellhorn,  M.D. 

Moderator  — Alloys  Tallakson,  M.D. 

10:00-11:15  A.M.  - HODGKINS  DISEASE, 
RELATION  OF  VIRUSES  TO  HODG- 
KINS DISEASE 
Speaker  — Warren  Bostick,  M.D. 

Moderator  — W.  A.  Brewer,  M.D. 

11:15-12:30  P.M.  - RECENT  ADVANCES  IN 
DIAGNOSIS  AND  TREATMENT  OF 
CARCINOMA  OF  THE  CERVIX 
Speakers  — Howard  Hunt,  M.D.,  and 
Alexander  Brunschwig,  M.D. 

Moderator  — Darwin  Neubauer,  M.D. 

12:30  LUNCH 

2:30-4:30  P.M.  - TUMORS  OF  CENTRAL 
NERVOUS  SYSTEM 
Speakers 

James  W.  Kernohan,  M.D. 

Phillip  Hodes,  M.D. 

Edwin  B.  Boldrey,  M.D. 

Moderator  — John  Eisenbeiss,  M.D. 

FRIDAY,  JANUARY  23 

9:00-10:00  A.M.  — Rol  Laughner  Memorial  Lec- 
ture: Treatment  of  Malignant  Disease  in 
the  U.S.S.R. 

Speaker 

Alexander  Brunschwig,  M.D. 

Moderator  — Reed  Schupe,  M.D. 


10:00-10:30  A.M.  - A NEW  METHOD  FOR 
DIAGNOSIS  OF  SOLITARY  LESIONS  OF 
THE  LUNG 

Speaker  — L.  H.  Garland,  M.D. 

Moderator  — Robert  Leonard,  M.D. 

10:30-12:00  A.M.  - CARCINOMA  OF  THE 
LUNG 
Speakers 

Richard  Overholt,  M.D. 

W.  A.  D.  Anderson,  M.D. 

Moderator  — D.  W.  Melick,  M.D. 

12:00  ANNUAL  REPORT,  AMERICAN 
CANCER  SOCIETY 

Kenneth  Clark,  M.D.,  Vice  President  for 

Medical  Affairs,  ASC 

Moderator  — Arthur  J.  Present,  M.D. 

2:00-4,30  - CLINICAL  AND  PATHOLOG- 
ICAL DIAGNOSTIC  PROBLEMS 
All  Participants 

Moderator  — James  D.  Barger,  M.D. 

SATURDAY,  JANUARY  24 

9:00-10:00  A.M.  - REVIEW  OF  CHEMO- 
THEAPEUTIC  AGENTS 
Speaker  — Alfred  Gellhorn,  M.D. 
Moderator  — Thomas  Bate,  M.D. 

10:00-12:00  A.M.  - TUMORS  OF  THE 
STOMACH 
Speakers 

L.  H.  Garland,  M.D. 

Alexander  Brunschwig,  M.D. 

W.A.D.  Anderson,  M.D. 

Moderator  — Paul  Jarrett,  M.D. 

SAT.  AFTERNOON  - NURSES  SEMINAR 
Paradise  Inn,  Phoenix,  Arizona 
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Saturday,  Jan.  24 

9 a.m.  — Opening  Session. 

Greeting  - Robert  B.  Leonard,  M.  D. 
Welcome  — Jefferson  I.  Brown,  R.N. 

9:15  a.m.  — Nursing  and  the  CA  patient  - 
Clare  Richmond,  R.N. 

10:30  a.m.  - Nurse  and  the  cytology  program 
— Preston  Brown,  M.D. 

12  noon  — Lunch  — Medicine  and  nursing  in 
Russia.  Alexander  Brunschwig,  M.D. 


SECOND  ANNUAL  CARDIAC 
SYMPOSIUM 

ARIZONA  HEART  ASSOCIATION 
Jan.  30,  31,  1959 

Arizona  Biltmore  Hotel,  Phoenix 

Symposium  Committee 
Dr.  Robert  Bullington 
Dr.  Leslie  Kober 
Dr.  Earl  Baker 
Dr.  David  Long 
Dr.  Shaw  McDaniel 
Dr.  Tom  Reed 
Friday,  Jan.  30 

9:00  a.m.  — Greetings  by  Dr.  Elmer  E.  Yeo- 
man, Tucson 

9:15-10:15  — “Studies  in  Spatial  Vectorcardio- 
graphy,” Dr.  George  E.  Burch,  New  Orleans 
10:15-10:30  — Intermission 
10:30-11:30  — The  Problem  of  Arteriosclerosis, 
Dr.  Irvine  H.  Page,  Cleveland 

11:30-12:30  — Changing  Concepts  in  the  Sur- 
gery of  Atherosclerotic  Occlusive  Diseases,  Dr. 
Michael  E.  DeBakey,  Houston 
12:30-2:00  — Lunch 

2:00-3:00  — Interesting  Aspects  of  the  Aging 
Process,  Dr.  George  E.  Burch,  New  Orleans 
3:00-4:00  — Diagnostic  Applications  of  In- 
dictator Dilution  Curves  with  Particular  Refer- 


January, 1959 

2:30  p.m.  — Chemotherapeutic  agents  and  the 
nurse.  Alfred  Gellhorn,  M.  D. 

3:30  p.m.  — (Subject  to  be  announced). 
Phillip  Hodes,  M.D. 

Moderator:  Robert  B.  Leonard,  M.D. 

Co-sponsored  by: 

Arizona  Division,  American  Cancer  Society. 
Arizona  League  of  Nurses. 

Arizona  State  Nurses  Association. 

Arizona  State  Department  of  Health. 


ence  to  Right  and  Left  Heart  Sampling,  Dr. 
H.  J.  C.  Swan,  Rochester,  Minn. 

4:00-5:15  — Intermission 
4:15-5:00  — Panel  Discussion,  Dr.  Robert  H. 
Bullington,  Moderator 

7:00-8:00  — Cocktail  Party 
8:00  — Dinner  and  Dancing  at  Arizona  Bilt- 
more Hotel 
Saturday,  Jan.  31 

9:00  — Greetings  by  Dr.  Donald  K.  Buffmire, 
Phoenix 

9:15-10:15  — Subject  to  be  announced  later, 
Dr.  S.  Gilbert  Blount,  Denver 
10:15-10:30  — Intermission 
10:30-11:30  — On  the  Pulmonary  Hypertension 
Associated  with  Defects  in  the  Interatrial  and 
Interventricular  System,  Dr.  H.  J.  C.  Swan, 
Rochester,  Minn. 

11:30-12:30  — Surgical  Consideration  of  Aneu- 
rysms of  the  Aorta,  Dr.  Michael  E.  DeBakey, 
Houston 

12:30-2:00  — Luncheon 

2:00-3:00  — The  Nature  and  Treatment  of 
Hypertension,  Dr.  Irvine  H.  Page,  Cleveland 
3:00-4:00  — Subject  to  be  announced  later, 
Dr.  S.  Gilbert  Blount,  Denver 
4:00-4:15  — Intermission 
4:15  — Panel  Discussion,  Dr.  Elmer  E.  Yeo- 
man, Tucson,  Moderator. 
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THE  DALLAS  SOUTHERN 
CLINICAL  SOCIETY 

28TH  ANNUAL  SPRING  CLINICAL 
CONFERENCE 
March  23,  24,  25,  1959 

Featuring: 

General  assemblies,  round  table  luncheons, 
(medical,  surgical,  EENT,  orthopedic,  urologi- 
cal, pediatric,  Ob.-Gvn.),  post-graduate  lectures, 


panel  discussions,  clinical  pathological  confer- 
ence, technical  exhibits,  and  dinner  dance. 


UNIVERSITY  OF  UTAH 
PG  ANESTHESIA 

T HE  University  of  Utah  College  of  Medicine 
will  conduct  its  Fourth  Postgraduate  Course  in 
Anesthesiology  from  Feb.  9 through  12th,  1959. 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 

Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection/1)  To  protect  and  relieve  the  “cold” 
patient...  ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TAB.LET  contains:  ACHROMYCIN®  Tetracycline 
HC1  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide 
(150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free. 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh, 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933. 

Cfederk)  LEDERLE  LABORATORIES,  A Division  of  AMERI 
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SURGICAL  MEETING  IN  HOUSTON,  TEXAS,  FEB.  2-4,  1959 


il  LL  MEMBERS  of  the  medical  profession  are 
invited  to  attend  a three-day  sectional  meeting 
of  the  American  College  of  Surgeons  in  Houston, 
Texas,  Feb.  2,  3,  4,  1959,  at  the  Shamrock  Hilton 
Hotel. 

Reports  in  general  surgery,  a full  day’s  oto- 
laryngology program,  a cancer  workshop,  films, 
and  hospital  clinics  will  comprise  the  three-day 
meeting. 

The  special  otolaryngology  session  on  Mon- 
day, Feb.  2,  will  include  scientific  reports  and 
discussions  on  problems  of  current  concern.  The 
cancer  workshop  on  Wednesday,  Feb.  4,  is  for 
medical  directors  of  approved  cancer  programs 
in  Southwestern  United  States,  and  its  purpose 
is  to  improve  the  professional  and  administra- 
tive aspects  of  local  cancer  programs.  It  is  the 
first  program  of  its  type  to  be  conducted  in  many 
years,  and  its  success  will  determine  future  use 
of  workshops  during  sectional  meetings.  Dr.  R. 
Lee  Clark  Jr.,  chairman,  executive  committee  of 
the  ACS  committee  on  cancer,  is  in  charge. 

General  sessions  will  include  discussions  on 
tumors,  varicose  veins,  preparation  of  parents 
for  parenthood,  cancer,  radiation  hazards,  dis- 
eases of  the  pancreas,  gastrointestinal  tract 
bleeding,  among  other  topics. 

Dr.  I.  S.  Ravdin,  chairman,  board  of  regents, 
will  act  as  moderator  at  the  fellowship  luncheon 
discussion  on  college  activities  on  Tuesday,  Feb. 
3.  Fellow  panelists  will  include  Dr.  George  W. 
Waldron,  Houston,  clinical  professor  of  sur- 
gery, Baylor  University,  and  Dr.  Albert  W.  Hart- 
man, San  Antonio,  clinical  professor  of  surgery, 
Texas  University  Postgraduate  School,  both  gov- 
ernors of  the  college,  and,  from  the  college  staff, 
Dr.  H.  P.  Saunders,  associate  director,  and  assist- 
ant directors,  Dr.  James  B.  Mason  and  Dr. 
George  W.  Stephenson. 

A preliminary  program  follows : 

Dr.  J.  Griffin  Heard,  Houston,  will  preside 
over  the  following  opening  Monday  morning 
session  in  general  surgery: 

Tumors  of  the  Thyroid  Gland;  Clinico-Patho- 
logic  Basis  for  Treatment.  Anthony  V.  Partipilo, 
Chicago. 

Tumors  of  the  Neck.  H.  Mason  Morfit,  Denver. 

Varicose  Veins.  Howard  Mahorner,  New  Or- 
leans. 

Newer  Techniques  in  the  Management  of 


Acute  Renal  Failure.  Edward  H.  Vogel  Jr.,  Lt. 
Col.,  MC,  Fort  Sam  Houston. 

Preparing  Parents  for  Parenthood.  Mario  A. 
Castallo,  Philadelphia. 

On  Monday  afternoon,  there  will  be  clinics 
and  demonstrations  presented  by  the  Baylor 
University  Medical  Faculty.  Dr.  Michael  E.  De 
Bakey  will  preside: 

Surgery  of  the  Aortic  and  Major  Arteries.  Mi- 
chael E.  DeBakey. 

Indications  for  Open  Heart  Surgery.  Analysis 
of  500  Cases.  Denton  A.  Cooley. 

Diagnostic  Angiography.  E.  Stanley  Crawford. 

Arterial  Bypass  Below  the  Knee,  or  Unusual 
Coarctations  of  the  Aorta.  An  Analysis  of  20 
Cases.  George  C.  Morris  Jr. 

Use  of  Blood  and  Blood  Products  in  Surgery. 
James  D.  McMurrey. 

Tissue  Transplantation.  George  L.  Jordan  Jr. 

Experiences  with  Surgical  Intensive  Care 
Unit.  Lee  Lyman,  Dewey  Tuttle,  and  Presley 
Howard  Chalmers. 

Current  Surgical  Approaches  to  Coronary  Ar- 
tery Disease.  Walter  S.  Henly. 

Improved  Evaluation  of  Residua  of  Pulmonary 
Tuberculosis  with  Combined  Pulmonary  Arteri- 
ography and  Bronchography.  Riley  Foster. 

Thoracic  Esophageal  Diverticula.  John  W. 
Overstreet. 

New  Approach  to  Adrenal  Hypercorticism. 
Robert  C.  Overton. 

Use  of  Marlex  Mesh  in  Hernia  Repair.  Francis 
Cowgill  Usher. 

Traumatic  Injuries  of  the  Chest.  John  L.  Ochs- 
ner. 

A motion  picture  program  will  be  presented 
Monday  evening,  with  Dr.  William  D.  Seybold, 
Houston,  presiding. 

The  Houtson  Ophthalmological  and  Otolaryn- 
gological  Society  has  collaborated  in  preparing 
the  following  all-day  otolaryngology  program 
for  Monday,  Feb.  2,  Dr.  J.  Charles  Dickson,  pre- 
siding: 

Facility  in  Tonsil  and  Adenoid  Management; 
Conclusions  from  2,400  Consecutive  Cases.  Ben 
T.  Withers,  Houston. 

Tympanoplasty.  James  W.  McLaurin,  Baton 
Rouge. 

Improvement  in  the  Surgery  for  Protruding 
Ears.  William  K.  Wright,  Houston. 

Stapes  Mobilization:  Technique,  Related  Path- 
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ology  and  Results.  Fred  Guilford,  Houston. 

An  otolaryngologists’  luncheon  will  follow, 
after  which  the  afternoon  session  will  be  held, 
with  Dr.  Charles  S.  Alexander,  Houston,  presid- 
ing: 

( Discussion  to  follow  each  paper ) 

Indications  of  Inner  Ear  Versus  Retrocochlear 
Involvement.  Jack  Bangs,  Houston. 

Skin  Grafts  in  Tympanoplasty.  James  W.  Mc- 
Laurin,  Baton  Rouge. 

The  Eustachian  Tube;  Management.  Claude 
C.  Cody,  Houston. 

Tuesday  morning’s  general  surgery  session 
will  open  with  a cine  clinic  film,  followed  by 
these  reports : 

Planned  Cholecystostomy.  Robert  S.  Spark- 
man, Dallas. 

Treatment  of  Tumors  of  the  Parotid  Gland. 
Truman  G.  Blocker  Jr.,  Galveston. 

Esophageal  Obstruction.  Thomas  H.  Burford, 
St.  Louis. 

Chemotherapy  as  an  Adjuvant  to  Surgery  in 
Cancer.  John  Paul  North,  McKinney,  Texas. 

Reducing  the  Mortality  of  Perforating  Wounds 
of  Colon  and  Rectum.  Ben  J.  Wilson,  Dallas. 

On  Tuesday  afternoon,  clinics  and  demonstra- 
tions will  be  presented  by  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute  of  the  University 
of  Texas,  with  Dr.  R.  Lee  Clark  Jr.,  Houston, 
presiding: 

Present  Concepts  in  Cancer  Surgery: 

Use  of  the  Ileal  Pouch  for  Ureteral  Transplan- 
tation. Richard  G.  Martin. 

Adjuvant  Regional  Chemotherapy  in  Treat- 
ment of  Malignant  Tumors.  John  S.  Stehlin. 

Thyroid  Cancer.  R.  Lee  Clark  Jr. 

Radical  Surgery  for  Cancer  of  the  Oral  Cavity. 
William  S.  MacComb. 

Cancer  of  the  Breast: 

Selection  of  Patients  for  Treatment.  E.  C. 


POSTGRADUATE  COURSE  ON 
DISEASES  OF  THE  CHEST 

T 

1 HE  council  on  postgraduate  medical  educa- 
tion of  the  American  College  of  Chest  Physicians 
will  present  the  Fourth  Annual  Postgraduate 
Course  on  Diseases  of  the  Chest  at  the  Sir  Fran- 


White. 

Radiation  Therapy.  Gilbert  H.  Fletcher. 

Disseminated  Breast  Cancer—  Hormone  Ther- 
apy. Nylene  Eckles. 

Pituitary  Ablation.  George  Ehni. 

Dr.  Royal  W.  Rudolph,  Tucson,  will  preside 
over  the  Wednesday  a.m.  program: 

Direct  Vision  Coronary  Endarterectomy  for 
Angina  Pectoris.  William  P.  Longmire  Jr.,  Los 
Angeles. 

Residual  and  Resistant  Infections.  Curtis  P. 
Artz,  Jackson. 

Colon  Anastomoses.  Robert  M.  Moore,  Gal- 
veston. 

Radiation  Hazards  with  Suggestions  for  Their 
Control  in  Diagnostic  Procedures.  Robert  D. 
Moreton,  Fort  Worth.  (Guest  speaker,  American 
College  of  Radiology. ) 

Treatment  and  Significance  of  Cysts  of  Iliac 
Acetabula.  G.  W.  N.  Eggers,  Galveston. 

Dr.  George  W.  Waldron,  Houston,  will  pre- 
side over  a symposium  on  diseases  of  the  pan- 
reas,  1-2:30  p.m.: 

Management  of  Chronic  Relapsing  Pancreati- 
tis. Wiley  F.  Barker,  Los  Angeles. 

Value  of  Pancreatoduodenectomy  in  Manage- 
ment of  Patients  with  Carcinoma  of  the  Pan- 
creas. George  L.  Jordan  Jr.,  Houston. 

Islet  Cell  Tumors  of  the  Pancreas.  Albert  O. 
Singleton  Jr.,  Galveston. 

A panel  on  Management  of  Gastrointestinal 
Tract  Bleeding  will  follow: 

Moderator:  William  P.  Longmire  Jr.,  Los  An- 
geles. 

Collaborators:  Robert  M.  Moore,  Galveston, 
Robert  S.  Sparkman,  Dallas,  and  Albert  W. 
Hartman,  San  Antonio. 

Dr.  H.  Prather  Saunders,  Associate  Director, 
the  American  College  of  Surgeons,  is  in  charge 
of  all  sectional  meetings  for  the  college. 


cis  Drake  Hotel,  San  Francisco,  Calif.,  Feb.  16- 
20,  1959. 

Tuition  for  this  five-day  course  will  be  $100. 
including  luncheon  meetings. 

Further  information  may  be  obtained  by  writ- 
ing to  the  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11,  111. 
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ANNUAL  SEMINAR 

CARDIOVASCULAR  DISEASES 

Jacksonville,  Fla. 

Feb.  19,  20,  21,  1959 

T HE  sixth  annual  seminar  on  cardiovascular 
diseases  will  be  held  on  Thursday,  Friday  and 
Saturday,  Feb.  19  to  21,  1959,  at  the  Prudential 
Auditorium  in  Jacksonville,  Fla.  This  course  is 
sponsored  by  the  Northeast  Florida  Heart  Asso- 
ciation in  co-operation  with  the  division  of  post- 
graduate education  of  the  College  of  Medicine 
of  the  University  of  Florida.  This  seminar  has 
been  accepted  for  credit  by  the  American  Acad- 
emy of  General  Practice. 

The  speakers  for  the  course  are  Dr.  Samuel 
A Levine,  Clinical  Professor  of  Medicine,  Har- 
vard University  Medical  School;  Dr.  Irving  S. 
Wright,  Professor  of  Medicine,  Cornell  Univer- 
sity School  of  Medicine;  Dr.  A.  G.  Morrow,  As- 
sistant Professor  of  Surgery,  Johns  Hopkins  Uni- 


versity School  of  Medicine;  and  Chief,  Clinic  of 
Surgery,  National  Heart  Institute;  Dr.  Victor  A. 
McKusick,  Associate  Professor  of  Medicine,  Johns 
Hopkins  University  School  of  Medicine;  Dr.  Max 
Michael  Jr.,  Clinical  Professor  of  Medicine,  Uni- 
versity of  Florida,  College  of  Medicine;  and 
Executive  Director,  Jacksonville  Hospitals  Edu- 
cational Program,  Inc.;  Dr.  William  J.  Taylor, 
Assistant  Professor  of  Medicine,  University  of 
Florida,  College  of  Medicine;  and  Dr.  Myron  W. 
Wheat  Jr.,  Assistant  Professor  of  Surgery,  Uni- 
versity of  Florida  College  of  Medicine. 

This  course  will  include  recent  developments 
in  the  diagnosis  and  treatment  of  cardiovascular 
diseases.  The  formal  lectures  will  be  correlated 
with  panel  discussions  and  question  periods  in 
which  the  entire  staff  will  participate. 

Information  may  be  obtained  from  Dr.  Daniel 
R.  Usdin,  M.D.,  Chairman,  Cardiovascular  Sem- 
inar, Northeast  Florida  Heart  Association,  1628 
San  Marco  Boulevard,  Suite  7,  Jacksonville  7. 
Fla. 


CALENDAR  OF  MEETINGS 

DATE 

MEETINGS 

PLACE 

Jan.  1959 
4-7 

Southeastern  Region  Meeting  International 
Coll,  of  Surgeons 

Miami,  Fla. 

Feb. 

5-8 

American  Coll,  of  Radiology,  Annual  Meeting 

Chicago,  111. 

March 

9-12 

16-20 

30  - Apr.  2 

AMA  4-day  Sectional  Meeting 
National  Health  Council  Annual  Meeting 
Southwestern  Surg.  Congress 

St.  Louis,  Mo. 
Chicago,  111. 
Denver,  Colo. 

April 

6-8 

6-9 

9-12 

20-23 

20-24 

28  - May  2 

American  Radium  Society 
American  Academy  of  General  Practice 
American  Ass’n.  for  Cancer  Research  Inc. 
American  Assn.  Pathologists  & Bacteriologists 
American  College  of  Physicians 
Arizona  Medical  Association 

Homestead  Hotel,  Hot  Springs,  Va. 
San  Francisco,  Calif. 

Haddon  Hall,  Atlantic  City,  N.  J. 
Boston,  Mass. 

Conrad  Hilton  Hotel,  Chicago,  111. 
Chandler,  Ariz. 

The  early  20s  are  the  safest  years  for  child- 
bearing, Health  Information  Foundation  reports. 
For  every  10,000  live  babies  born  to  women  in 
the  20-24  year-old  group  today,  only  3.2  ma- 
ternal deaths  occur. 


According  to  Health  Information  Foundation, 
at  least  94  per  cent  of  all  live  births  in  this  coun- 
try nowadays  occur  in  hospitals,  and  97  per  cent 
of  all  births  come  with  a physician  in  attend- 
ance. 
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Now-  All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy.! 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:11 83  (Sept.)  1958. 


Special  “timed  release”  design 


first- the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then- the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 

TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HC1  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic 


* timed-release 
tablets 


* Contains  TRIAMINIC  to  ||jp  running  noses  and  open  stuffed  noses  ■.  ■ - ■ . 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Woman  s 

MENTAL 

T HESE  DAYS  it  is  all  too  easy  to  collect  exam- 
ples of  impressive-sounding,  high-flown  phrases 
which  mean  precisely  nothing,  as  perfected  by 
the  advertising  profession.  We  have  all  grown 
so  accustomed  to  being  harangued  by  meaning- 
less catch-phrases  about  this  product  or  that 
cause  that  we  scarcely  listen  any  more  — and 
that  is  a pity,  because  now  and  then  we  come 
upon  an  often  heard  and  familiar  phrase  that 
does  deserve  attention.  It  is  quite  common  to 
hear  or  read  about  “mental  health  — but  what 
is  it? 

Mental  health,  insufficiently  described  as  the 
absence  of  mental  disease,  probably  should  be 
viewed  as  varying  with  time,  place,  culture  and 
mental  capacities  of  individuals1.  This  is  the 
dominant  point  in  the  first  volume  of  a 10-vol- 
ume series  to  be  published  by  the  Joint  Com- 
mission on  Mental  Illness  and  Health,  a group 
of  37  voluntary  and  government  agencies  mak- 
ing a three-year  study  of  mental  health.  The 
first  book,  “Current  Concepts  of  Mental  Health,” 
by  Marie  Jahoda,  Ph.D.,  of  London,  England, 
attempts  to  clear  the  air  for  the  series  by  defin- 
ing the  term  “mental  health.”  Both  “absence  of 
mental  disease”  and  “normality”  are  rejected  by 
Dr.  Jahoda  as  unsatisfactory  definitions,  but  she 
offers  six  approaches  to  a more  positive  one. 

Attitudes  of  the  individual  toward  himself. 

Degree  to  which  a person  realizes  his  poten- 
tialities through  action. 

Unification  of  function  in  the  individual’s  per- 
sonality. 

Individual’s  degree  of  independence  of  social 
influences. 

How  the  individual  sees  the  world  around 
him. 

Ability  to  take  life  as  it  comes  and  master  it. 

A minimum  definition,  compatible  in  Ameri- 
can culture  with  most  mental  health  concepts,  is 
that  submitted  by  Dr.  Jahoda:  “An  individual 
should  be  able  to  stand  on  his  own  feet  without 
making  undue  demands  or  impositions  on 
others.” 

Education  Is  Goal 

With  this  definition,  we  have  a “foot  in  the 


HEALTH 

door”  leading  to  the  primary  goal  — education, 
of  ourselves  as  well  as  the  public.  A healthy 
home,  where  the  principles  of  good  mental 
health  are  understood  and  practiced,  is  the  first 
level  in  this  education  proces.  The  second  level 
is  a healthy  community  — a personal,  active  in- 
terest and  co-operation  in  any  community  effort 
to  promote  good  mental  health  is  the  first  step 
toward  that  achievement.  These  are  the  prophy- 
lactic measures,  but  what  of  the  mental  patients, 
hospitalized  or  not,  who  need  help  now? 

Again,  education  is  the  goal.  Be  informed 
on  the  problems  of  overcrowding  and  insufficient 
staff  in  the  state  hospital,  and  no  means  of  ac- 
quiring additional  well-trained  personnel  with- 
out the  funds  to  pay  them.  Get  to  know  your 
“friendly  neighborhood  psychiatrist”  (he  does- 
n’t really  shrink  heads,  you  know)  and  talk  to 
him  — ask  him  about  the  problems  of  caring  for 
the  mentally  ill.  Chances  are  he’ll  mention  the 
fact  that  in  Arizona  there  are  no  facilities  avail- 
able for  in-patient  treatment  of  psychotic  chil- 
dren other  than  the  state  hospital.2  For  obvious 
reasons  this  is  most  undesirable.  As  for  out-pa- 
tient therapy,  there  are  two  child  guidance  clin- 
ics in  the  state  (Phoenix  and  Tucson)  and  we 
need  many  more. 

Then  — after  you’ve  acquired  a few  talking 
points  — tackle  your  local  and  state  legislators. 
Ask  them  — get  their  views  on  how  we  go  about 
getting  the  necessary  legislation  to  achieve  more 
and  better  facilities  for  our  mentally  ill. 

“Never  underestimate  the  power  of  a woman,” 
it  has  been  said.  Multiply  that  by  the  number  of 
active  members  of  the  Women’s  Auxiliary  to  the 
Arizona  Medical  Association,  and  you  have  quite 
a power  potential.  But  even  a chain-reaction  has 
to  start  somewhere.  Let  us  make  this  year  the 
beginning  of  real  self-education  in  the  field  of 
mental  health. 

Shirley  M.  Estes, 
Chairman,  Mental  Health, 
Womens  Medical  Auxiliary 

BIBLIOGRAPHY 

1.  The  AMA  News,  Nov.  17,  1958. 

2.  Annual  Mental  Health  Report,  1957-1958,  Women’s  Aux 
to  the  Arizona  Medical  Association. 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


5 On  your  right, 

see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


/ \ 

\ /o  V 

\ / Z First,  \ 

Vrt  see  what  happens  when 

you  push  the  metered  plunger. 


M 

0 R 

Infants 

Children 

5000  U.S.P.  Units 

333% 

167%  A 

1000  U.S.P.  Units 

250% 

250%  M 

1 mg. 

400% 

133% 

1 mg. 

167% 

110% 

1 mg. 

tt 

tt 

imin)  1 meg. 

tt 

tt 

\ 50  mg. 

500% 

250% 

10  mg. 

200% 

133% 

2 mg. 

C (Ascorbic  Acid) 

Niacinamide 
Panthenol 

in  a d-sorbitol  base  for  better  vitaminB,2  absorption 

JfMinimum  daily  requirement  has  not  been  estab- 
lished, 

DOSAGE;  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 

no  refrigeration  needed 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


7 That  means 

no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 

VITERRA  PEDIATRIC.  How  will 

you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 


ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


METERED-FLOW 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17.  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well  being 
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“It  is  concluded  that 
the  addition  of 
buffering  agents  to 
acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!’1 

'Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 

Nonbuffered  Material  Used— Bayer  ® Aspirin. 
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OXYPHENCYCLIMINE  HYDROCHLORIDE 


POTENT  ANTICHOLINERGIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 
10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray:  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press.  2.  Winkelstein,  Asher  : Paper  in  preparation. 
^Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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IN  OFFICE  SURGERY 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HC1  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE*  HCI  SOLUTION 

(brand  of  lidocaine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 
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in  a form 


to  fit 


every 


antibiotic 


need 


ACHROMYCIN* 

ACHROMYCIN  Tetracyclina  ACHROMYCIN  V Tetracycline  with  Citric  Acid  Lederle 


the  most 
widely  use 


antibiotic 


ACHROMYCIN  V:  Capsules  • Pediatric  Drops  • Syrup 

ACHROMYCIN:  Capsules  • Ear  Solution  0.5%  • Intramuscular  • Intravenous  ■ Nasal  Suspension  with  Hydrocortisone  and  Phenylpherine 
Ointment  3%  - Ointment  3%  with  Hydrocortisone  2%  - Ophthalmic  Oil  Suspension  1%  - Ophthalmic  Ointment  1%  - Ophthalmic  Ointment 
1%  with  Hydrocortisone  1.5%  ■ Ophthalmic  Powder  (Sterilized)  • Oral  Suspension  • Pediatric  Drops  • PHARYNGETS®  TROCHES 
Soluble  Tablets  • SPERSOIDS®  Dispersible  Powder  • Surgical  Powder  (Sterilized)  • Syrup  • Tablets  • Topical  Spray  • Troches 

*Reg.  U.  S.  Pat.  Off.  

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  (federlej 


+tTRADEMAR* 


Panalba 


Effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 

i 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


DENTISTS  (D.D.S.) 

General  Dentistry 

Phone 

Room 

Bovnton,  C.  E 

AL  3-1361 

817 

Hensing,  C.  R 

AL  3-6603 

819 

Johnson,  William  J. . . 

AL  3-1866 

919 

Lee,  Joseph  A 

AL  3-6235 

920 

Miller,  Eugene  H.  E. 

. . .3-4312 

702 

Orzel,  1.  W 

AL  3-8529 

1020 

Pafford,  Ernest  M.  . . 

AL  3-3807 

718 

Scott,  E.  M 

AL  8-4277 

1017 

Sypherd,  E.  E 

AL  4-1211 

918 

Spillane,  L.  O 

AL  3-0461 

821 

Oral  Surgery 

Bairo,  Louis  P 

AL  3-9362 

711 

Periodontists 

Creamer,  R.  Dean  . . . 

AL  3-6534 

818 

McGuire,  Vaughn  S...AL  3-6718 

PHYSICIANS  & SURGEONS  (M.D.) 
Cardio-Respiratory  Diseases 

1118 

Randolph,  Howell  . . 

AL  4-3146 

1005 

Cardio-Vascular  Surgery 

Grant,  Austin  R.  ... 

AL  4-3146 

1005 

Dermatology 

Mackoff,  Sam  M.  (A). 

AL  2-0379 

808 

Medigovich,  D.  V.  . . 

AL  3-6617 

905 

Endocrinology 

Raddin,  Joseph  B. 

AL  2-3577 

706 

Eye,  Ear,  Nose  & Throat 

Barnet,  E.  G 

AL  4-3341 

1120 

PROFESSIONAL  BUILDING  DIRECTORY 


Cruthirds,  A.  E.  ... 

AL  3-5121 

1011 

Melton,  B.  L 

AL  3-8209 

520 

McCurdy,  Gordon  J.  . 

AL  3-8209 

520 

Nelson,  W.  J 

AL  3-5121 

1011 

Reese,  Forrest  L. . . . 

AL  4-3341 

1120 

General  Practice 

Barker,  C.  J.  Jr.  ... 

AL  3-2176 

710 

Felch,  Harry  J.  (Ob.S.).AL  3-1151 

705 

Fox,  R.  L 

AL  3-2176 

710 

Kilgard,  F.  M 

AL  2-8404 

922 

Matanovich,  M.  (I.S.U.).AL  3-6509 

422 

McKenna,  J.  F.  (A). 

AL  4-2174 

910 

General  Surgery 

Brewer,  W.  Albert  . . . 

AL  3-4349 

1116 

Greer,  Joseph  M.  ... 

AL  3-2240 

1111 

Kimball,  H.  W 

AL  3-7116 

1006 

Ovens,  J.  M.  (Tumor) 

AL  8-8074 

1109 

Ross,  Norman  A. 
(Diag.)  

AL  3-8353 

810 

Shumway,  Ord  L.  . . 

AL  3-4349 

1116 

Stannard,  D.  H 

AL  8-8074 

1109 

Internal  Medicine 

Gatterdam,  E.  A.  (A). 

AL  4-2174 

910 

Hamer,  J.  D.  (Ca)  . 

AL  4-2174 

910 

Hopkins,  Doris  F.  (A) 

AL  4-7509 

904 

Kober,  Leslie  R.  ... 

AL  4-4153 

1105 

Mortino,  Frank  

AL  4-4153 

1105 

McKhann,  Geo.  G.  . . 

AL  4-8483 

1108 

Snyder,  Bertram  L. 
(Chest) 

AL  4-2174 

910 

Swasey,  Lloyd  K. 
(Chest)  

AL  4-2174 

910 

Ophthalmology 

Burgess,  Roy  E AL  3-5604  822 

French,  Harry  J AL  4-1670  722 

Harbridge,  D.  F AL  3-5604  822 

Zinn,  Sheldon  AL  4-1670  722 

Psychiatry  & Neurology 

Kowalski,  L.  J AL  4-2850  906 

McGrath,  Wm.  Bede  . . AL  3-5559  811 

Radiology  & Pathology 

Foster  R.  Lee  AL  3-4105  507 

Gentner,  Geo.  A AL  3-4105  507 

List,  Martin  L AL  3-4105  507 

Thoracic  Surgery 

Melick,  Dermont  W AL  4-3146  1005 

Other 

Ariz.  Bancorpration  . . AL  2-4798  622 

Laboratory  of 

Clinical  Medicine  ..AL  4-9881  1106 

Mandel,  L.  Ph.D AL  3-8177  902 

Nurses’  Professional 

Registry  AL  4-4151  703 

Professional  Building 

Office  AL  4-4406  500 

Professional  Garage  . . AL  4-4833  Bsmt. 
Professional  X-Ray  & 

Clinical  Lab AL  3-4105  507 

Seller,  Irene  H., 

Chiropodist  AL  4-1801  1021 

Smith,  C.  J.,  CPA  ...AL  3-9561  1022 

Valley  National  Bank.  .AL  8-8711  Lobby 
Valley  National  Co. 

(Ins.)  AL  4-2191  Lobby 

VNB  Car-Park  AL  3-2835 

Wayland’s  Prescription 

Pharmacy  AL  4-4171  Lobby 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

ALpine  3-4131 

N0R1H 

CENTRAL 

MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

PrctfeMiona!  OC-^aif  and  Clinical  Xaihraterij 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

tHedical  Center  OC-^aif  and  Clinical  Jiahratmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

92.  jdee  (\J-c>stey,^y\4.  rector  art  in  ^rd.  jd  i s t,  <dlt.  *-£).,  9 ^ciJie  I eg  ist 

djeorge  djen  tner,  JM/Jb.,  ne.jtot.gM 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building 
1130  E.  McDowell  Road 


Telephone 
ALpine  8-1601 


PHOENIX,  ARIZONA 


*DiayM<tettc 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D.,  Seymour  B.  Silverman,  M D.  George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  ^ F.A.C.R.  e Diplomate,  American  ^ Diplomate,  American  ^ Diplomate,  American 

Board  of  Pathology  Diplomate,  American  Board  of  Pathology  Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

DOCTOR'S  DIRECTORY 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

arizonaIo^tyof 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINiC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F_A.CS. 
Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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Druggists’ 


RELIABLE  PRESCRIPTION  SERVICE 

3359  WEST  VAN  BUREN 
AP  8-9261  PHOENIX.  ARIZ. 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 


JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  M A 2-8865  Tucson,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 


Sanatorium 


*Scotisdale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
Scottsdale,  Arizona 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• Excellent  Food 
® Television 

• State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction,  i 

Open  Staff 


WATCHING  TV  IN  THE  PATIENTS  LOUNGE 


5055  NORTH  THIRTY  FOURTH  STREET  • PHOENIX,  ARIZONA 
CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M.  D„  F.  A.  P.  A.,  Medical  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AAA  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-351  1 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Sypnilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


OTTO  L.  BENDHEIM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D. 

PSYCHIATRY 

ROBERT  jC.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D. 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 

5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

pediat^iFIurgIry” 

DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 
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SURGERY 

EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplornafe  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORAAATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


OBSTETRICS  AND  GYNECOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  806  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 

DOUGLAS  D.  GAIN,  M.D. 

JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 

2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

PROCTOLOGY 

Plastic  and  Reconstructive  Surgery 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  Medical  Bldg.  — 550  W.  Thomas  Rd.  — Suite  120B 
Phone  CR  4-5713  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 

PHOENIX,  ARIZONA  Phone  ALpine  3-4317 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 
F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910 
1 5 E.  Monroe  St. 

Phoenix 

Arizona 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 


PHOENIX 


Julius  Citron,  D.S.C.,  A.C.F.S. 

40  E.  Thomas  Rd. 

CR  7-5631 

Samuel  Mason,  Pod.  D. 

144  N.  1st 
AL  2-4646 


Howard  B.  Seyfert,  Jr.,  D.S.C. 

753  E.  McDowell  Rd. 

AL  4-4414 

Irwin  D.  Shapiro,  Pod.  D. 

2814  N.  7th  Ave. 

AM  5-9686 


TUCSON 

Felton  O.  Gamble,  D.S.C. 

1888  N.  Country  Club  Rd. 
Phone  EA  6-3212 


Harold  E.  Mitton,  D.S.C. 

318  E.  Congress  St. 
Phone  MA  3-9151 


Martin  Snyder,  D.S.C. 

2629  E.  Broadway 


Phone  EA  5-6333 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 

and  are  qualified  as  pathologic  anatomists: 

J.  D.  BARGER,  M.D. 

FRANK  DANIELS  MANN,  M.D. 

338  E.  Camelback  Rd. 

Park  Central  Medical  Bldg. 

Phoenix-  Arizona 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 

MAURICE  ROSENTHAL,  M.D. 

Tucson,  Arizona 

Memorial  Hospital 
Phoenix,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

Park  Central  Medical  Bldg. 

1130  E.  McDowell  Rd. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

JOSEPH  J.  LIKOS,  M.D. 

Park  Central  Medical  Bldg. 

338  E.  Camelback  Road 

550  W.  Thomas  Road  — 101  Patio  A 

Phoenix,  Arizona 

Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road 

- 101  Patio  A 

Phoenix,  Arizona 

RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D. 

(Diplomate  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue 

Phone  MA  3-2531 


Tucson,  Arizona 


LOIS  GRUNOW  MEMORIAL  BUILDING 


McDowell  at  tenth  street 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


PHOENIX,  ARIZONA 

OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 

GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 

David  C.  James,  M.D. 

INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 

C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 

John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

DERMATOLOGY 

Helen  M.  Roberts,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


Univ.  of  Calif -Med.  entr.  ^ 

Library 

3rd  & Parnassus  . 

San  Francisco  22, Cal 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


*T.M.  Reg.  U.S.  Pat.  Off. 


For  a quick  comeback 


;ater 


ASSOCIATION 


M 


V-CILLIN  K 

(penicillin  V potassium,  Lilly) 

provides  dependable,  fast, 

effective  therapy 

In  tablets  of  125  and  250  mg. 
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EFFECTIVE  AGAINST  MOST  STRAINS  OF  STAPHYLOCOC 


CHLOROMYCETIN 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Surveys  of  in  vitro  performance  of  various  antibiotics  over  the  past  seve 
years  indicate  a definite  decrease  in  activity  against  the  staphylococcus 
CHLOROMYCETIN,  however,  continues  to  demonstrate  a high  degree  of  poter 
against  this  stubborn  pathogen.1'4  Even  the  strains  responsible  for  hospit 
acquired  staphylococcal  infections,  which  are  resistant  to  most  other  antibioti 
may  be  sensitive  to  CHLOROMYCETIN.5'9  For  this  reason,  it  has  been  reco 
mended  for  immediate  use  in  suspected  staphylococcal  infections  in  infants,  th 
mothers,  and  in  surgical  patients.10 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  includ 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  h;|i 


been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  mi 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  ms 
when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Holloway,  W.J.,  & Scott,  E.  G.:  Delaware  M.  J.  30:175,  1958.  (2)  Roy,  T.  E .,etal.:  Canad.M. 
77:844,  1957.  (3)  Markham,  N.  E,  & Shott,  H.  C.  W.:  New  Zealand  M.  J.  57:55,  1958.  (4)  Royer,  A.,  in  Welch,  H 
Marti-Ibahez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (5)  Blair,  J. 
& Carr,  M /.A.M.A.  166:1192,  1958.  (6)  Caswell,  H.  T.,  ct  ah:  Surg.,  Gynec.  6-  Obst.  106:1,  1958.  (7)  Fekety,  F. 
et  ah:  Am.  }.  Pub . Health  48:298,  1958.  (8)  Godfrey,  M.  E„  & Smith,  I.  M.:  J. A.M.A.  166:1197,  1958.  (9)  Kessler'  A. 
& Scott,  R.  B.;  /,  Dis.  Child.  96:294,  1958.  (10)  Shaffer,  T.  E.:  /.  Michigan  M.  Soc.  57:851,  1958. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


(ITRO  SENSITIVITY  OF  PATHOGENIC  STAPHYLOCOCCI  TO  CHLOROMYCETIN  AND 
iNOTHER  WIDELY  USED  BROAD-SPECTRUM  ANTIBIOTIC  FOR  1958, 1957,  and  1955* 


i8  (200  STRAINS) 


CHLOROMYCETIN  90.5% 


CHLOROMYCETIN  94.0% 
ANTIBIOTIC  A 61.0% 


CHLOROMYCETIN  98.0% 
ANTIBIOTIC  A 69.5% 


Adapted  from  Holloway  and  Scott.1  In  this  study  CHLOROMYCETIN 
and  Antibiotic  A were  used  in  identical  strengths  of  5 meg. 
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LETTERS 

TO  THE  MEDICAL  DIRECTOR 


Dear  Doctor: 

Rauvera*  was  used  on  five  patients  with  essen- 
sential  hypertension  varying  from  moderate  to 
severe.  The  highest  blood  pressure  was  220/130 
and  the  lowest  180/105. 

All  patients  have  shown  a consistent  response 
to  the  drug  and  the  continuation  therapy  has 
effected  a good  control  so  far  . . . approximately 
two  to  three  months.  In  four  patients  systolic 
blood  pressure  was  reduced  from  20  to  50  mm. 
Hg  and  the  diastolic  from  10  to  15  mm.  One 
patient,  who  had  a pressure  of  220/130  has 
had  a phenomenal  response,  and  I brought  the 
systolic  down  to  165  and  the  diastolic  to  95. 

M.  D.,  Wisconsin 


Dear  Doctor: 

Rauvera  has  produced  satisfactory  reductions  of 
blood  pressure  in  every  hypertensive  case  in 
which  I have  used  it. 

M.  D.,  Colorado 


Dear  Doctor: 

Rauvera  tabs  are  my  choice  for  hypertension 
over  170  . . . they  give  me  the  best  results. 

M.  D.,  Texas 


Comment:  It  is  interesting  to  note  that  no 
adverse  side  effects  were  reported  in  connec- 
tion ivith  Rauvera'’ s effective  antihyper- 
tensive action. 

*Rauvera  contains  1 mg.  alseroxylon  (purified  Rauwolfia 
serpentina  alkaloid),  3 mg.  alkavervir  (Veratrum  viride 
fraction)  in  each  scored  tablet. 

SMITH-DORSEY  • Lincoln,  Nebraska 


prescribe 


ISOPHYLLIN 

for  continuous  control 
of  bronchospasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed — providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 

distributed  by 

SOUTHWEST  PHARMACAL  COMPANY 

2820  NORTH  16™  STREET 
PHOENIX,  ARIZONA 


as  a 
cold’.' 


to  prevent  the  sequelae 
of  u.r.i.  ...  and  reheve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.1  To  protect  and  relieve  the  “cold"  patient... 
ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
sal icylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  _ 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

l.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  1933 


(jerferte)  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


allergic  diseases 
asthma- hay  fever 
allergic  rhinitis 

% /w  mT  Jsr 

allergic  dermatitis 


) 
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Decadron 


DEXAMETHASONE 


* 


to  treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy  — DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  fAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methyl  prednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 
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Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (1  year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 

Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 


STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense  Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health  Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today’s  Health  Mrs.  Frank  Shallenberger 

345  South  Eastborne,  Tucson 

Recruitment— Paramedical  Careers ..  Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 


COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 

President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 


GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 


MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 


PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  George  W.  King 

3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Bun- 

3135  Via  Palos  Verdes,  Tucson 


YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blackler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 

Treasurer  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 


YUMA  COUNTY 

President  Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Vice  President  Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Secretary  Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 

Treasurer  Mrs.  Paul  J.  Slosser 

701  8th  Avenue,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, viceroptosis,  cardiac, 
amphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grovel  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 


Relieve  moderate  or  severe  pain 


Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


PHOSPHATE 


aximum  codeine  analgesia/optimum  antipyretic  action 


‘Subject  to  Federal  Narcotic  Regulations 


gr. '/» 


gr.  V» 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  New  York 


Formulas  for  dependable  relief... 


om  moderate  to  severe  pain  complicated  by  tension , anxiety  and  restlessness 


Codeine  Phosphate 

Phenobarbital 

Acetophenetidin 

Aspirin  ( Acetylsalicylic  Acid) 


IHIJMluU  If 


Codeine  Phosphate 
Phenobarbital  . . . 
Acetophenetidin  . . 
Aspirin  (Acetylsalic 


. .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 


and  the  symptoms  of  the  common  cold. 

‘TABLOID’ 


EiPIRIN  COMPOUND 


Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 
Caffeine  


...from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


gr.  2(4 
gr.  3(4 
gr.  (4 


gr.  (4 
gr.  2(4 
gr.  3(4 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


in  Rheumatoid  Arthritis 


‘Using  combined  drug  therapy  with 
PLAQUENItf  or  Aralen®  as  maintenance  therapy 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400 -mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


•alen  (brand  of  chloroquine)  and  Plaquenil 

rand  of  hydroxychloroquine),  trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 

New  York  18,  N.  Y. 
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The  Medicinal 


WINE 


Par  Excellence  is 


SHERRY 

Both  dry  and  sweet  varieties  of  Sherry  serve  as  valuable  tonics, 
stomachics  and  sedatives.  The  jaded  appetite  of  the  aged,  the 
convalescent  or  the  anorexic  patient  will  often  respond  to  a 
"drop”  of  Sherry  taken  as  an  aperitif. 

The  chronic  invalid,  the  oldster,  the  arteriosclerotic  and  hyper- 
tensive patient — all  can  benefit  from  its  euphoric  effect,  its 
ability  to  relieve  tension,  reduce  apprehension  and  induce  a 
glowing  sense  of  well-being. 

The  dry  variety  of  Sherry  is  more  often  used  as  a vehicle  for 
medicinal  ingredients  than  any  other  wine  because  of  its  general 
availability,  its  appropriate  alcohol  content,  its  uniformity  and 
stability. 

Many  relatively  insoluble  substances  can  be  maintained  in  stable 
solution  by  the  buffering  action  of  natural  wine.  Moreover,  the 
aromatic  organic  esters  normally  present  in  wine  provide  a 
pleasant  and  inexpensive  flavoring  which  makes  it  unnecessary 
to  add  costly,  foreign  or  synthetic  extracts. 


An  extensive  bibliography  is  now  available  showing  the  impor- 
tant role  of  wine  in  various  phases  of  medical  practice.  Just  write 
for  your  copy  of  "Uses  of  Wine  in  Medical  Practice.”  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


CM-8043 
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I prompt,  aggressive 
antibiotic  action 
i a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  ot  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  - higher  and  faster  than  older  forms  of  tetracycline  - for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 

Mysteclin  -Y  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg./250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

Squibb 

'mySTECUn'®.  'sumycin'®'  AHO  'mycostatin'®  ARE  SQUIBB  TRADEMARK# 


Squibb  Quality  — the  Priceless  Ingredient 


Restore  G.  I.  harmony 

promptly— in  virtually  all  tliarrhoaS—wIth 


These  comprehensive  formulae  provide  adsorbent,  demulcent,  anti- 
spasmodic  and  sedative  effects  — with  or  without  an  antibiotic,  as 
may  be  desired.  For  prompt  and  more  dependable  control  of  virtu- 
ally all  diarrheas. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

cc.(i  fl.oz.):  Ethical  Pharmaceuticals  of  Merit  since  1878 


Kaolin  (90  gr.) 6.0Gm. 

Pectin  (2  gr.) 142.8  mg, 

Hyoscyamine  sulfate  0.1037  mg, 

Atropine  sulfate  0.0194  mg 

Hyoscine  hydrobromide..  0.0065  mg 
Phenobarbital  ( Vi  gr.) 16.2  mg 

DONNAGEL  WITH  NEOMYCIN: 
Same  formula,  plus 

Neomycin  sulfate 300  mg 

(Equal  to  neomycin  base,  210  mg.) 


v;  'm 


"a  Highly  effective 

smtitussiv#"1 

Preferred  by  patients  as  to  " effectiveness , taste 
and  absence  of  undesirable  si d e-effect s" 7 


h K^bi 


ins  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Robitussin:  Each  5-cc.  tea- 
spoonful  contains  glyceryl 
guaiacolate  100  mg. 


Robitussin  A-C:  Same  formula, 
plus  prophenpvridamine 
maleate  7.5  mg.  and  codeine 
phosphate  10  mg.  per  5 cc 
Exempt  narcotic. 


Supply:  Bottles  of  4 fl.  oz., 
1 pint  and  1 gallon. 


1.  Bickerman.  H.  A.:  In  Drugs  of 
Choice  1958-1959,  ed.  by  W. 
Mosby,  St.  Louis.  1958,  p.  5G'2. 


2.  Hayes,  E.  W.,  and  Jacobs.  L.  S.: 
Dis.  Chest  30:441,  1956. 


What  he  needs  for  immediate  cough  control . . . 


CITRA  FORTE 

SYRUP 

...Most  powerful  and  effective  cough  suppressant  available!  (5.0  mg.  dihydrocodeinone 
per  tsp.  plus  multiple  antihistamines  and  expectorant) . Prompt  — prolonged  — yet 
economical  cough  therapy. 

Dosage  = 1 or  2 teaspoonfuls  every  S-U  hours. 

. . . For  relief  of  minor  coughs  (contai  as  1.67  mg 

dihydrocodeinone/teaspoon) . 

Dosage  — 1 or  2 teaspoonfuls  every  3-b  hours. 

. . . For  immediate  relief  from  most  cold 

symptoms.  Most  powerful,  orally  effective  Decongestant . . . plus  three  Antihistamines . . . 
helps  bring  immediate  relief  from  cold  symptoms  with  minimum  side  effects. 

Dosage  = 2 capsules  stat,  1 q.  U hrs. 


LOS  ANGELES  5-4,  CALIFORNIA  K(  BY  I .K  & COMPANY 
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^Tacptyl  >ljan  Dt 


Capsules  / Ori 


hv^iiniw/jiiiMiAplij 


Skin  and  soft  tissue  infections 

230 

191 

38 

•= 

Infected  wounds,  incisions  and 

lacerations 

41 

33 

8 

_ 

Abscesses 

51 

43 

8 

__ 

Furunculosis 

58 

51 

6 

1 

Acne,  pustular 

43 

28 

15 

_ 

Pyoderma 

19 

19 

— 



Other  skin  and  soft  tissue 

18 

17 

1 



(infected  burns,  cellulitis, 

< 

impetigo,  ulcers,  others) 

Genitourinary  infections 

28 

19 

3 

S 

Acute  pyelitis  and  cystitis 

10 

8 

2 

— 

Urethritis  with  gonorrhea  or  cystitis 

8 

8 

— 

— 

Pyelonephritis 

4 

1 

— 

3 

Salpingitis 

5 

1 

1 

4 3 

Pelvic  inflammation  with  endometriosis 

1 

1 

- 

- 

Miscellaneous 

42 

30 

8 

4 

(adenitis,  enteritis,  enterocolitis, 

subacute  bacterial  endocarditis,  fever, 

hematoma,  staphylococcus  carriers, 

osteomyelitis,  tenosynovitis,  septic 

arthritis,  acute  bursitis,  periarthritis) 

| 

558 

258 

65 

90 

44 

31 

28 


448 

80 

208 

31 

58 

5 

66 

17 

38 

_ 

29 

2 

17 

7 

No.  of 
Patients 


Cured  Improved 


Failure 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


in  the 
patient: 


95%  effective  in  published  cases1 


Conditions  treated 
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[taratdiT 

/er  90%  effective 
gainst  resistant  staph 

1MPARATIVE  TESTS  BY  THREE  METHODS 
ISC,  TUBE  DILUTION,  CYLINDER  PLATE) 

* 130  STAPHYLOCOCCI 9 


a 21.2% 


Antibiotic  A 2-10  units  flj  Tao  2-15  meg. 

I Antibiotic  B 5-30  meg.  F,  3 Antibiotic  D 2-15  meg. 

] Antibiotic  C 5-30  meg.  LJ  Antibiotic  E 5-30  meg. 

jrcentage  of  organisms  inhibited  by  the  range  of 
imeentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed- stable  in  gastric  acid,7  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highiy  palatable  - “practically  tasteless’’7  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules-250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension  — 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat, 
in  press.  2.  Leming,  B.  H.,  Jr;,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C„ 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y„ 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children  — flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers  — 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

TaO-AC  (TaO  analgasic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules, 

Taomid*  (Tao  with  triple  Sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 
Supplied:  In  10  cc.  vials. 

^TRADEMARK 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 


References:  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey.  G.  C.;  Ginsberg,  M.  J..  and 
Papastrat,  C.  J.:  J.  A.  M.  A.  166:478  (Feb.  1)  1958.  3.  Davidson,  E;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off. 


Helps  promote  drainage 


Helps  reduce  swelling 
®j  end  pain... speed 
ambulation.1 : 


Contusions, 
and  abrasions... 
reduces  discomfort 
and  improves 
cosmetic  result,13 


TABLETS 


A m | 


Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenteral  form,  has  been  used  with 
success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  ulcerations,  and  following  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  classifications: 


Inflammation  and  edema  associated  with:  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
. thrombophlebitis  . sinusitis  . uveitis  . chronic 
bronchitis  . leg  ulcer  . chronic  bronchiectasis. 

Each  VARIDASE  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Furuncles, 
carbuncles, 
abscesses...  checks 
swelling  and 
pain ...  hastens  healing.1*  2 


Loosens  cough . . . resolves 
inflammation... 
increases  antibiotic 
penetration.1 


Relieves  thrombotic 
process,  controls 
swelling...  gives 
dramatic 
relief  of  pain.1-  2 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


P.  A.  F. 


f{ 


G-l  1 


( Fortified  Triple  Strength ) 

Improved  Douche  Powder 

(Hexachlorophene  USP),  deodorant 


FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  - Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  - Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt ..10  oz. 

Mfg.  by  G.  M.  CASE  LABORATORIES 
San  Diego  1 6,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

Ike  Jrahklin 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 
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Now  with  Cryptenamine... 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  labule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr- 

Phenobarbital Vi  gr- 


♦Carotid  Sinus  Rtflfi 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


H pi  a Pnr 


CERTAINTY 
against 
the 

COCCI 


stearate 


(Erythromycin  Stearate,  Abbott) 


an  uncommon  antibiotic  for  common  infections 


902068 


after  millions  of  prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours— and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M. — the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 

Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 

Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response. 

provides  convenient  dosage  forms 

Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  (Mott 

if  you're  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  0 12  4 6 


And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 

Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmtab — Film-sealed  tablets,  Abbott ; pat.  applied  for. 


Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 


On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime’  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


Upjohn 


♦TRADEMARK,  REG.  U.S.  PAT.  OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 
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No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  lare  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  3299*.  Dry  process  eliminates  chemicals  or  special 
installations.  * Suggested  retail  price. 


The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks of  Minnesota  Mining  & Mlg.  Co  , St.  Paul  6.  Minn. 
General  Export:  99  Park  Avenue.  New  York  16,  N.  Y. 
In  Canada;  P.  0.  Box  757.  London,  Ont. 


HUGHESCALIHAN 


LUKPQKATION 


f 


2608  N.  Central 
Phoenix,  Arizona 


417  E.  3rd  St. 
Tucson,  Arizona 


CR  9-4166 


MA  4-4372 


Serving  Arizona 
Health  Needs 
Since  1908 


DRUG  STORES 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 


RYan  1-9339 


SYcamore  3-7193 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
/located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH  MD 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III  MD 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH  MD 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W LITTLE  M D* 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 
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DIURII  WITH  RESERPINE 


more  hypertensives  can  be  better  controlled 
with  DIU PRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 

you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

diupres  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+ DIURIL 
in  25  patients' 


Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 
in  7 patients2 


DIURIL  WITH  RESERPINE 


effective  therapy  for  most  patients 

diupres  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

diupres  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

diupres  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients).1-4 

virtually  eliminates  fluid  retention 

diupres  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia5  and  hydralazine,6  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.6) 

diet  more  palatable 

With  diupres,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships .”3 

subjective  and  objective  improvement 

diupres  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
diupres  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  I do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”6 

economical 

diupres  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


/ 


J? 


~^>oo 


Indications: 

diupres  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  diupres.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 

Recommended  dosage  range: 

diupres-500  — one  tablet  one  to  three  times  a day. 
diupres-250  — one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 

DIUPRES-500 

500  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 


DIURIL^ WITH  RESERPINE 


1.  Rochelle,  J.  B.,  Ill,  Bullock,  A.  C-,  and  Ford,  R.  V.:  Potentiation  of  antihypertensive  therapy  by  use 
of  chlorothiazide,  J.A.M.A.  168:410,  Sept.  27,  1958.  2.  Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  M.,  and  Parrish, 
A.  E.:  Treatment  of  essential  hypertension  with  chlorothiazide  (Diuril),  J.A.M.A.  166:137,  Jan.  11,  1958. 
3.  Freis,  E.  D. : Treatment  of  hypertension.  (Presented  at  the  Annual  Meeting  of  Southern  Medical  Asso- 
ciation, Nov.  13,  1957.)  4.  Moyer,  J.  H.,  Dennis,  E.,  and  Ford,  R.:  Drug  therapy  (Rauwolfia)  of  hyper- 
tension, A.M.A.  Arch.  Int.  Med.  96:530,  Oct.  1955.  5.  Perera,  G.  A.:  Edema  and  congestive  failure  related 
to  administration  of  rauwolfia  serpentina,  J.A.M.A.  159:439,  Oct.  1,  1955.  6.  Wilkins,  R.  W.:  Precautions 
in  use  of  antihypertensive  drugs,  including  chlorothiazide,  J.A.M.A.  167:801,  June  14,  1958. 


MERCK  SHARP  & DOHME,  division  of  merck  &.  co.,  Inc.,  Philadelphia  i,  pa. 


‘DIUPRES  and  DIURIL  (chlorothiazide)  are  trademarks  of  Merck  & Co.,  Inc 
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running  noses 

and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 


• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 


• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


Rra*  —the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then  —the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HC1  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  in  the  evening,  if  needed. 


• • • ® 

1 riammic 


ylZso  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  14  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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IN  OFFICE  SURGERY t 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lldocalne*) 

as  a local  or  topical  anesthetic 


ELECTIVE  AND  TRAUMATIC 

use 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U.S  PAT.  NO.  2.441,498  MADE  IN  U S A. 


ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


OFFICE  EQUIPMENT 

1636  NORTH  CENTRAL 


((ust  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 


2021  N.  Central 


and 


Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  B, 


6)  B12. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,2. 


new 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


I 

t I 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HC1  900  mg. 

Vitamin  B12  Crystalline 26  mcgm. 

Thiamine  HC1  (Bi) 10  mg. 

Pyridoxine  HC1  (B6> 5 mg. 

Ferric  Pyrophosphate  (Soluble) 260  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off. 
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AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


■ 


How  can  the  problem  of  “postchole- 
cystectomy syndrome”  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G. : J.  Internat.  Coll.  Surgeons  2.5:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 

tract  disorders . . . 


DECHOLIN 


“therapeutic  bile” 


//yr/rocholeresis  with  Dfxholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  functional  G.I.  distress...  DECHOLIN0 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  V6  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


OW  BACK  PAIN 


TORTICOLLIS 


BURSITIS  and 


ANXIETY  STATES 


and  TRANQUILIZER 


i related  chemically  to  any  other  therapeutic  agent  in 
current  use.  Better  tolerated  and  safer  than  older  drugs. 


for  clinical  results  in  4092  patients 


S&C  mside 


the  first  true 


TRANQUILAXANT 


* 


MUSCLE  RELAXANT 
and  TRANQUILIZER 


jjctran-qui-lax-ant  (tran'kwi-lak'sant) 
[ < L.  tranquillus,  quiet;  L.  laxare,  to 
loosen,  as  the  muscles) 


clinical 
results  in 

4092 


patients 


Clinical  Comments 


ft 


“We  have  just 
started  using  it 
[Trancopal]  for 
relaxing  spastic 
musculature  and 
are  very  much 
encouraged .’n 


Baker,  University  of 
Minnesota  Medical 
School 


“Chlormethazanone 
[Trancopal]  not  only 
relieved  painful  muscle 
spasm,  but  allowed  the 
patients  to  resume 
their  normal  activities 
with  no  interference 
in  performance  of 
either  manual  or 
intellectual  tasks.”2 


“The  effect  of  this 
preparation  in  these 
cases  [skeletal  muscle 
spasm]  was  excellent 
and  prompt . . .”3 


Mullin  and  Epifano,  Long 
Island  College  Hospital 


Lichtman,  New  York 
Polyclinic  Medical  School 
and  Hospital 


‘In  120  patients 
with  anxiety  or  tension 
states,  114  received 
satisfactory  control  of 
their  condition.  Severe 
dysmenorrhea  and 
premenstrual  tension 
in  65  patients  refractory 
to  the  usual  medications 
were  relieved 
satisfactorily 
in  56.”4 

Lichtman 


m 


91 95  Effective  in  Musculoskeletal  Disorders 


Indications 


Degree  of  Effectiveness 1 


back  pain  (lumbago,  sacroiliac) 


• vi- 


atic skeletal  muscle  spasm 


mMwmm 

-•"v  ■:  v 


93% 


icollis  (stiff  neck) 


rsitis  (muscle  spasm) 


leumatoid  arthritis  (muscle  spasm) 


eoarthritis  (muscle  spasm) 


82% 


' 'a#*  w,;; 

89% 


isk  syndrome  (muscle  spasm) 


89%  Effective  in  Psychogenic  Disorders 


Indications 


Degree  of  Effectiveness1 


100 


The  results  of  clinical  studies  of  over  4092  patients 
by  105  physicians  demonstrate  that  Trancopal  often  is 
effective  when  other  drugs  have  failed.  From  these 
studies  it  is  clear  that  Trancopal  probably  can  provide 
more  help  for  a greater  number  of  tense,  spastic, 
and/or  emotionally  upset  patients  than  any  other 
pharmaceutical  agent  in  current  use. 


t Excellent , good  and  fair 

Dosage : 

Usual  adult  dose,  1 Caplet 
(100  mg.)  three  or  four  times 

daily.  Children  (from  5 to  12  a 

years) , % Caplet  (50  mg.) 
three  or  four  times  daily. 

Supplied : 

Trancopal  Caplets®  (peach  l - 

colored,  scored)  100  mg., 
bottles  of  100  and  1000. 


Patients 

without 


SIDE 

EFFECTS 


side  effects 

^ 97.7%  A 


Comparative  pharmacologic  tes 
Trancopal  is  up  to  thirteen  til 
up  to  thirteen  times  less  toxic, 
safety  was  the  LDS0  in  mice/usi 


Trancopal  Caplets  (peach  colored,  scored) 
100  mg.,  bottles  of  100  and  1000. 


i.  Baker.  A.  8.:  Drugs  to  relieve  increased  tonus, 
spasticity,  and  rigidity  of  muscles.  Modern  Med. 
26 : 240,  April  15,  1956  • 2.  Llchtman,  A.  L. : 
New  developments.  ?n  muscle  relaxant  therapy, 
Kentucky  Acad.  Gen.  Pract.J.4:  28,  Oct.,  1958. 

■j . Mullin,  W.  G.,  and  Epifano,  Leonard:  To 
be  published.  ■ <V.  Llchtman,  A.  I..:  To  be  pub- 
lished. • 5.  Cooperative  Study,  Department  of 


■■ 


ADVANTAGES  OF  TRANCOPAL 


INDICATIONS 


Lower  incidence  of  side  effects 
than  with  zoxazolamine,  metho- 
carbamol or  meprobamate. 


Psychogenic 


Musculoskeletal 


• No  known  contraindications. 
Blood  pressure,  pulse  rate,  res- 
piration and  digestive  process- 
es unaffected  by  therapeutic 
dosage.  No  effects  on  hemato- 
poietic system  or  liver  and  kid- 
ney function. 


Neurologic 


Low  toxicity.  “As  safe  as  as- 
pirin.”   


SAFETY 


No  gastric  irritation.  Can  be 
taken  before  meals. 


• No  clouding  of  consciousness, 
no  euphoria  or  depression. 


• No  perceptible  soporific  ef- 
fect, even  in  high  dosage. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


SUPPLIED 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


\ / C) 

\ / L First,  \ 

see  what  happens  when 
you  push  the  metered  plunger. 


see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


/ 

/ 

I 

\ 

\ 


each  0.6  cc.  contains: 

M D R 
Infants  Children 


A (synthetic)  5000  U S. P.  Units 
| 0 (Calciferol)  1000  U S. P.  Units 

||?  B,  (Thiamine)  1 mg. 

B2  (Riboflavin)  1 mg. 

B6  (Pyridoxine)  1 mg. 

8i2(Cyanocobalamin)  1 meg. 

i C (Ascorbic  Acid)  50  mg. 

Niacinamide  10  mg. 

Panthenol  • 2 mg. 


333%  167% 

250%  250% 

400%  133% 

167%  110% 

tt  tt 

tt  tt 

500%  250% 

200%  133% 

In  a d-sorbitol  base  for  better  vitaminB,?  absorption 

((Minimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc!  or  as  directed  by  physician. 

in  50  cc.  bottles  . ***' 

? no  refrigeration  needed 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
viterra  pediatric.  How  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRICi 


METERED-FLOW 


ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 


dedicated  to  the  health  of  Arizona’s  people 


Your  difficult  rheumatic  patient... 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABAIATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


' the  patient  who  does  not  require  steroids 


PABALATE® 

;iprocally  acting  nonster- 

antirheumatics  . . . more 

ictive  than  salicylate  alone. 

ach  enteric-coated  tablet: 

Jm  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

■urn 

ra-aminobenzoate  0.3  Gm.  (5  gr.) 

rbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE-HC 

steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


ABALATE 


the  higher 
blood  levels  of 
potassium 
penicillin  V 

Gompoc 

FOR 
THOSE 
COMMON 
BACTERIAL 
PROBLEMS 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 

Against  all  penicillin-sensitive  organisms.  When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 

DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 

SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 


Compocillin-VK  Granules  for  Oral  Solution: 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides.  At  all  pharmacies.  (xDvott 


■BBl  The  highest  levels  of  Filmtab  Compocillin-VK. 

■ ■■  The  median  levels  of  Filmtab  Compocillin-VK 
Note  the  high  upper  levels  and  averages  at  */;•  hour,  and 
at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 


® FILMTAB— FILM-SEALED  TABLETS,  ABBOTT,  PAT.  APPLIED  FOR. 


there’s  pain  and 
inflammation  here, 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis — or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid’ 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate2'5  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  applicatii 
-including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interruptir 
side  effects'  4 

. . . simple,  flexible 
dosage  schedule 

I " Si? 

. 


in  any  case 
calls  for 


corticoid-saiicylate  compound 


SCHERING  CORPORATION  • BLOOfv 


;ute  conditions:  Two  or  three 
)lets  four  times  daily.  After 
sired  response  is  obtained, 
adually  reduce  daily  dosage 
jld  then  discontinue, 
bacute  or  chronic  conditions: 
tially  as  above.  When  satisfactory 
ntrol  is  obtained,  gradually  reduce 
15  daily  dosage  to  minimum 
ective  maintenance  level.  For  best 
suits  administer  after  meals  and 

1 bedtime. 

ecautions:  Because  sigmagen 
ntains  prednisone,  the 
me  precautions  and 
ntraindications  observed 
th  this  steroid  apply  also 
the  use  of  sigmagen. 


Composition 

Meticorten®  (prednisone)  

Acetylsalicylic  acid  

Aluminum  hydroxide  

Ascorbic  acid  

Packaging:  Sigmagen  Tablets,  bottl 
References:  1.  Spies,  T.  D.,  et  al 
1955.  2.  Spies,  T.  D.,  et  al.:  Posters 
3.  Gelli,  G„  and  Della  Santa,  L 
7:1456,  1955.  4.  Guerra.  F.:  Fed.  ! 
5.  Busse,  E.  A.:  Clin.  Med.  2:110: 
R.  B.:  Panel  Discussion,  Ohio  Sta'e 
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All  this  for 
one  monthly  fee 

4 Enjoy  the  most  modern  x-ray  facilities  . . . 
avoid  obsolescence  losses 

/ No  surprise  "extras”  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

4 Freedom  to  add  or  replace  equipment  as 
improvements  appear 

4 G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

4 G.E.  pays  local  property  taxes 


rental 


Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  none  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
X-Ray  representative  listed  below. 

Progress  Is  Our  Most  Important  "Product 


GENERAL®  ELECTRIC 


without  capital  outlay 


the  difference  is 


s 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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A workhorse 
“mycin" 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  CYCLAMYClN,y°u  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 

Triac«tyloloondomycin,  Wyetf 


Conforms  to  Code  for  Advertising 


»’ 

Philadelphia  1,  Pa. 


m 

1 H 
L ■ 

| I 

I B 

RATIONALE 

“It  appears  that  there  is  now  available  in 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium 
metabolism  seen  in  the  vast  majority  of 
hypertensive  patients.  The  use  of  this  agent 
[DIURIL]  may  stand  the  test  of  time  as  the 
most  vital  and  specific  weapon  in  the 
treatment  of  a relatively  non-specific  disease 
in  which  the  only  specific  abnormality  known 

is  one  of  sodium  metabolism 

Chlorothiazide  now  appears  to  be  the  drug  of 
choice  when  initiating  therapy  in  the 
average  hypertensive  patient.” 

Reinhardt,  D.  J.: 

Delaware  State  Med.  J.  30:1,  January  1958. 

RESULTS 

“We  have  presented  a group  of  48  patients 
previously  treated  with  a variety  of 
antihypertensive  agents."  “Upon  the  addition 
of  chlorothiazide  to  their  regimens,  there 
was  realized  an  additional  blood  pressure 
lowering  effect  of  23  mm.  systolic  and 
il  mm.  diastolic.” 

Bunn,  W.  H„  Jr.: 

Ohio  State  Med.  J.  54:1168,  September  1958. 

MINIMAL  SIDE  EFFECTS 

“There  is  an  extremely  wide  range  between 
therapeutic  and  toxic  dosage,  and  no 
significant  side  effects  and  no  sensitivity  to 
the  drug  as  yet  have  been  observed.” 

“. . . it  seems  desirable  to  add  potassium 
chloride  4 Gm.  per  day  . . . in  cases  of 
hypertension ” 

Herrmann,  G.  R.,  Hejtmancik,  M.  R.,  Graham,  R.  hi. 
and  Marburger,  R.  C.: 

Texas  State  J.  Med.  54:639,  September  1958. 

dosage:  one  250  mg.  tablet  DIURIL  b.i.d.  to  one 
500  mg.  tablet  DIURIL  t.i.d. 

supplied:  250  mg.  and  500  mg.  scored  tablets  DIURIL 
(Chlorothiazide)  bottles  of  100  and  1000. 

DIURIL  j$  a trademark  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co  . INC 
Trademarks  outside  the  U.S.: 

CHLOTRIDE,  CLOTRIDE.  SALURIC. 
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Specific 

MEDICATION 


NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylbne  derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylhne  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


NEOTHYLLINE 


SUPPLIED:  Tablets  (13^  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (7H  gr.)  each, 
boxes  of  6 and  25. 


distributed  by  SOUTHWEST  PHARMACAL  COMPANY 

2820  NORTH  16th  STREET  PHOENIX,  ARIZONA 
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t as  designated  by  the  A.M.A.  Council  On  Drugs,  1958 


Specific  Antihistaminic  Effect 

reduces— erythema,  excoriation 
and  extent  of  lesions1'4 


Psychotherapeutic  Potency 

relieves— tension,  anxiety 
and  itching.1'4 


Recommended  Oral  Dosage: 

50  mg.  q.i.d.  initially;  adjust  according  to 
individual  response. 

References : 1.  Feinberg,  A.  R.,  et  al. : J.  Allergy 
29: 358  (July)  1958.  2.  Eisenberg,  B.  C.,  Clinical 
Medicine  5:897-904  (July)  1958.  3.  Robinson, 
H.  M.,  et  al.:  J.A.M.A.  161:604-606  (June  16) 
1958.  4.  Robinson,  H.  H.,  et  al. : So.  Med.  J. 
50:1282  (Oct.)  1957. 

*Trademark 


Supplied  as: 

Vistaril  Capsules— 25  mg.,  50  mg.,  100  mg. 
Vistaril  Parenteral  Solution  — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  (as  the  HC1) 


Science  for  the  world's  well-being 


Pfizer  laboratories  Division,  Chas.  Pfizer  & Co.  Inc.,  Brooklyn  6.  N.  Y. 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 


can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 


cereal  or  other  food 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  vigran 
chewables  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125%  of  the 
m’nimum  daily  requirements 
for  vitamins  A,  D,  B1?  B2, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 

Each  VIGRAN  CHEWABLE 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


tablet  contains: 


Vitamin  A 

Vitamin  D 

Vitamin  C 

Vitamin  BL 

Vitamin  B2 

Vitamin  B6 

Niacinamide  

Calcium  Pantothenate. 
Vitamin  B12 


.5,000  U.S.P.  units 
.1,000  U.S.P.  units 

75  mg. 

3 mg. 

3 mg. 

2 mg. 

25  mg. 

3 mg. 

5 meg. 


Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


'Vigran'®  is  a Squibb  trademark 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


Sterazolidiri  <**. 

prednisone-phenylbutazone,  Geigy 


03759 


44A 


Arizona  Medicine 


February,  1959 


IN  OFFICE  SURGERY 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first . . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HC1  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 : 100,000 ; also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE’ 

(brand  of  lidocaine*) 


HCI  SOLUTION 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


TU.S.  PAT  NO.  2,< 


MADE  IN  USA. 
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All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy. t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first- the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® . . 50  mg. 

(phenylpropanolamine  HC1  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 
pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 
Terpin  hydrate 180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


* Contains  TRIAMINIC  to 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • J.incoln,  Nebraska  • Peterborough,  Canada 
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They’ve  put  cardiography  on  the  ro 


Every  one  of  the  electronic  components  used  in  a Visette  electrocardio- 
graph could  be  held  in  your  two  hands  — dramatically  demonstrat- 
ing why  this  is  the  lightest,  most  compact  ECG  in  existence  today.  But 
these  same  components  would  also  prove  something  else  — of  equal  im- 
portance — about  the  Visette:  why  it  can  “ take  it”,  and  remain  stable 
and  accurate,  after  hundreds  of  trips  to  and  from  your  office. 

As  you  looked  at  these  examples  of  completely  modern  electronics 
used  in  the  Visette,  you  would  see  numerous  transistors  — rugged, 
miniature,  solid  devices  which  do  many  of  the  jobs  vacuum  tubes  do, 
but  with  the  advantages  of  much  greater  durability,  preferable  electrical 
characteristics  in  certain  applications,  and  an  extremely  long  operating 
life.  You’d  also  see  wiring  which  was  printed  on  thin,  tough  phenolic 
panels  — in  place  of  hundreds  of  separate  pieces  of  wire;  such  connec- 
tions, of  course,  can’t  shake  loose  under  constant  jarring  — and  they 
also  make  possible  “building  block”  circuitry  in  the  Visette  with  sepa- 
rate, easily  accessible  plug-in  panels. 

And  similar  advantages  in  greater  ruggedness,  longer  life,  better 
performance  or  smaller  size  would  be  found  in  other  Visette  elements. 
Each  one  was  chosen  for  the  contribution  it  could  make  in  achieving  a 
smaller,  lighter,  more  rugged  ECG — without  sacrificing  accuracy.  To- 
gether, they  become  part  of  an  electrocardiograph  offering  unequalled 
operating  convenience  and  portability.  More  than  3000  doctors  today 
know  this  from  their  own  experience  — in  using  a Visette  in  their 
own  practices. 

Descriptive  literature,  “Questions  and  Answers”  on  the  Visette  in 
handy  folder  form,  or  details  of  the  Sanborn  15-day  Test-and-Return 
Plan  available  on  request.  Address  “Inquiry  Director.” 


Model  300  Visette 


electrocardiograph. 


$625  delivered, 
continental  U.  S.  A. 


SAN 


ISI  COMPANY 


MEDICAL  DIVISION  175  Wyman  Street,  Waltham  54,  Massachusetts 
Phoenix  Resident  Representative  323  E.  McDowell  Rd.,  Alpine  4-1836 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 

In  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  195B.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
53:1684  (May  15)  1958. 

5.  Coirault,  M„  et  al.:  Presse 
mdd.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

( Ristocetin , Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study1  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections2. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis3. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report4  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported5, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  D 0 

with  a serious  infection.  wlijIjCnX 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.6” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.5” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.7” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.8” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.9” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.10” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al.,  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al.,  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B..  Ristocetin  in  Children  and  Adults,  In  Press. 
Antibiotics  Annual,  1958-59. 
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EFFECTIVE 
* AGAINST  ALL 
COMMONLY 
ENCOUNTERED 
EAR  PATHOGENS 


EXCELLENT 

TOPICAL 

TOLERANCE 


\ / 
\ / 

® 


/ OTITIS  EXTERNA 
/ FURUNCULOSIS 
OTOMYCOSIS 
OTITIS  MEDIA 


and 


Otamylon 

Otamylori  - Hydrocortisone 


DROPS 

Manner  of  Use: 

After  gently  cleansing  and  drying  the 
ear  canal,  Otamylon  (2  or  3 drops  or 
moistened  wick)  is  applied  three  or  four 
times  daily. 


BACTERICIDAL 

FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


Supplied: 

Otamylon— bottles  (15  cc.)  with  dropper. 
Otamylon  c Hydrocortisone-15  cc.  com- 
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(chlorprophenpyridamine  maleate) 
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Sodium  citrate 
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V-CILLIN  K... 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-Cillin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 

New:  V-Cillin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-Cillin  K®  ( penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  ( penicillin  V potassium  with 
triple  sulfas,  Lilly) 
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PATHOLOGY  OF  ABDOMINAL  MASSES* 

Arthur  Purdy  Stout,  M.D. 


New  York,  N.  Y. 


I 

* HAVE  been  on  panels  before  which  discussed 
this  subject  of  the  abdominal  mass  and  it  has 
never  been  possible  to  do  more  than  scratch  the 
surface.  It  would  not  be  at  all  difficult  to  think 
of  500  different  varieties  of  abdominal  masses, 
beginning  with  the  over-filled  bladder  and  the 
pregnant  uterus.  But  we  should  limit  the  dis- 
cussion to  neoplasms  and  some  of  the  lesions 
that  are  not  neoplasms,  but  make  abdominal 
masses  because  differential  diagnosis  in  such 
cases  can  be  difficult.  I have  a number  of  illus- 
trations of  different  lesions  and  I shall  show  them 
to  you  as  long  as  my  time  lasts.  Some  of  these 
lesions  you  have  heard  discussed  by  Doctor 
Golden.  This,  for  example,  is  a so-called  pseudo 
cyst  of  the  pancreas.  This  term  always  irritates 
me  because  “pseudo”  would  imply  that  it  is  not 
a cyst,  yet  actually  it  is  a sac  filled  with  fluid. 
Just  because  it  is  not  lined  with  epithelium,  in 
my  opinion  does  not  make  it  any  the  less  a cyst. 
It  is  assumed  that  these  pancreatic  cysts  not  lined 
with  epithelium  are  the  result  of  trauma  with 
hemorrhage  and  cavitation.  Such  cysts  are  harm- 
less except  for  the  mass  and  they  usually  cause 
pain.  The  next  lesion  is  a pancreatic  lithiasis. 
This  is  a lesion  which  can  be  recognized  roent- 
genologically.  It  occurs  in  cases  of  chronic  pan- 
creatitis and  may  be  associated  with  carcinoma. 

“Presented  before  the  Arizona  Division  of  the  American  Cancer 
Society,  Tucson,  Ariz.,  January  1958. 


For  the  pathologist  the  differentiation  between 
chronic  pancreatitis  and  carcinoma  may  be  very 
difficult.  Carcinomas  involving  the  head  of  the 
pancreas  may  arise  from  pancreatic  parenchyma, 
from  pancreatic  ducts,  from  the  common  duct, 
the  ampulla  and  the  papilla  projecting  out  into 
the  duodenum.  Most  of  these  tumors  obstruct 
the  common  duct  and  produce  obstructive  jaun- 
dice. One  other  tumor  may  involve  the  head  and 
other  parts  of  the  pancreas,  namely  the  islet  cell 
tumor.  Most  of  these  are  benign  and  functional 
but  rarely  a malignant  islet  cell  tumor  may  arise 
in  the  head  of  the  pancreas.  It  may  be  either 
functional  and  secrete  insulin,  or  it  may  be  non- 
functional. While  the  majority  of  tumors  in  the 
liver  are  metastatic,  primary  tumors  are  occasion- 
ally found.  I am  demonstrating  a hepatoma  in  a 
60-year-old  woman.  It  did  not  cause  any  symp- 
toms and  was  discovered  during  a routine  phy- 
sical examination.  It  was  on  the  under  surface  of 
the  right  lobe  and  was  quite  large.  Sections 
showed  that  the  tumor  was  multicentric.  One 
might  suspect  that  it  was  metastatic  in  the  liver, 
because  metastases  are  much  more  common  than 
primary  tumors,  but  this  happened  to  be  a pri- 
mary tumor  and  it  developed  in  a cirrhotic  or- 
gan. The  next  tumor  measured  26  by  20  by  13 
centimeters  and  was  found  in  the  liver  of  a 16- 
year-old  girl.  When  it  was  cut  open,  it  had  a 
very  fibrous  appearance  and  was  so  sharply  cir- 
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cumscribed  that  it  appeared  hemispherical.  This 
is  a fibromatosis,  which  is  a benign  tumor.  It  is 
very  rare  and  this  case  is  unique  in  my  experi- 
ence. The  removal  from  the  liver  is  now  more 
than  five  years  ago  and  the  girl  remains  perfect- 
ly well. 

I will  show  just  one  example  of  a primary  tu- 
mor in  the  spleen.  This  happens  to  be  a reticu- 
lum cell  sarcoma.  This  is  a remarkable  case  that 
had  a splenectomy  by  Doctor  John  Powers  of 
Cooperstown,  N.  Y.  This  woman  was  51  years 
old  when  the  spleen  was  removed.  She  remains 
well  16  years  later.  That  is  extremely  rare  for 
reticulum  cell  sarcoma.  The  appendix  may  be 
responsible  for  many  varieties  of  abdominal 
mass.  The  one  I show  you  is  the  result  of  the 
rupture  of  a mucocele  which  has  resulted  in  mul- 
tiple implants  on  the  peritoneum  of  its  mucus- 
secreting  cells.  This  condition  is  known  as  pseu- 
domyxoma peritonei,  or  jelly  belly,  and  I believe 
it  is  always  fatal  because  it  is  impossible  to  re- 
move all  of  the  affected  peritoneum.  The  peri- 
toneum itself  may  give  rise  to  primary  tumors 
both  benign  and  malignant  known  as  mesotheli- 
omas. The  malignant  variety  tends  to  spread  all 
over  the  peritoneum  and  its  cells  may  secrete  a 
mucoid  material  which  is  the  mucopolysaccha- 
ride called  hyaluronic  acid.  It,  too,  is  incurable. 

There  are  benign  mesotheliomas  which  are 
solitary  and  make  a fibrous  mass  projecting  into 
the  peritoneal  space.  I show  you  an  example  of 
this  that  was  attached  to  the  peritoneum  near 
the  duodenum  and  was  cured  by  simple  excision. 

Retroperitoneal  Tumors 

An  endless  number  of  tumor  forms  develop  in 
the  retroperitoneum.  I show  you  an  example  of 
a retroperitoneal  lymphatic  cyst  in  a 48-vear-old 
woman  that  was  lateral  to  the  descending  colon, 
seven  centimeters  in  diameter  and  filled  with 
clear,  watery  fluid.  Such  cysts  are  congenital 
malformations  and  are  more  frequently  found  in 
children  than  in  adults.  The  most  spectacular 
retroperitoneal  tumors  are  the  lipomas  and  lipo- 
sarcomas.  I show  you  a liposarcoma  that  was  35 
x 26  x 13  centimenters  and  weighed  5 kilos.  Al- 
though it  Was  seemingly  circumscribed  when  re- 
moved from  a colored  woman,  it  recurred  two 
years  later.  This  is  often  the  case,  so  that  even 
the  non-metastasizing  liposarcomas  may  prove 
fatal  because  of  the  impossibility  of  complete 
removal.  Probably  the  most  common  of  the  ma- 
lignant retroperitoneal  tumors  are  the  malignant 
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lymphomas,  including  lymphosarcoma  and 
Hodgkin’s  disease. 

The  third  most  common  retroperitoneal  malig- 
nant tumor  is  the  leiomyosarcoma.  I show  you 
an  example  in  a 55-year-old  colored  woman.  It 
measured  8 by  5 centimeters,  it  was  in  the  re- 
gion of  the  duodenum  and  five  years  after  ex- 
cision she  had  no  recurrence.  That  is  not  the 
usual  story;  most  of  them  metastasize  generally 
to  the  liver;  sometimes  to  the  regional  nodes. 
There  is  another  tumor  that  is  not  quite  as  ma- 
lignant as  the  others.  This  is  a highly  specialized 
tumor  of  blood  capillaries  and  pericytes  called 
a hemangiopericytoma.  In  the  retroperitoneum 
about  35  per  cent  of  them  are  known  to  have 
mestatases.  The  tumor  I show  you  measured  19 
by  12  centimeters,  and  it  was  partly  in  the  soleus 
muscle,  but  chiefly  in  the  retroperitoneal  space. 
Doctor  Golden  showed  you  a few  pheochromo- 
cytomas  of  the  adrenals  and  this  is  an  adrenal 
with  such  a tumor  in  it.  In  a 42-year-old  woman 
the  benzodioxan  test  caused  a drop  in  her  high 
blood  pressure  and  aerograms  showed  the  tumor 
in  the  region  of  the  right  adrenal.  This  was  re- 
moved by  Doctor  George  Cahill  who  has  done 
so  much  work  on  adrenal  tumors. 

Carcinomas  of  the  stomach  make  abdominal 
masses  that  are  sometimes  palpable,  but  more 
often  demonstrable  by  X-ray.  The  differential 
diagnosis  is  aided  by  a knowledge  of  the  way  in 
which  tumor  growth  alters  the  morphology  of 
the  stomach.  Some  fungate  out  into  the  gastric 
lumen  producing  a filling  defect.  Others  pene- 
trate and  ulcerate  from  the  start  and  have  to  be 
differentiated  from  benign  peptic  ulcers.  There 
is  a superficial  spreading  type  that  is  apt  to  be 
associated  with  a benign  peptic  ulcer  and  finally 
there  is  a deep  spreading  type  that  is  accompa- 
nied by  much  fibrous  tissue.  This  stiffens  the 
whole  stomach  wall  producing  what  is  known  as 
linitis  plastica  or  leather  bottle  stomach.  Lym- 
phosarcoma is  the  commonest  variety  of  gastric 
sarcoma.  It  appears  in  many  forms  that  are  apt 
to  imitate  carcinoma.  The  leiomyomas  and  leio- 
myosarcomas of  the  stomach  are  apt  to  form  in- 
tramural masses  that  form  a smooth  projecting 
mass  covered  with  gastric  mucosa.  Excavation 
can  occur,  producing  severe  and  sometimes  ex- 
sanguinating hemorrhages.  Heterotopic  pancre- 
atic tissue  in  the  wall  of  the  stomach  may  also 
form  submucosal  masses  that  project  out  into 
the  lumen. 


Arizona  Medicine 


Vol.  16,  No.  2 


Arizona  Medicine 


95 


In  the  intestinal  tract  occur  all  the  varieties  of 
tumor  that  are  found  in  the  stomach  and  some 
that  are  not.  Time  will  only  permit  me  to  call 
your  attention  to  two.  Endometrial  tissue  can  be 
found  in  both  the  large  and  small  intestine.  I 
show  you  an  example  in  which  an  endometrioma 
involved  the  terminal  ileum  producing  a suffi- 
cient constriction  to  cause  chronic  obstruction. 
An  ileo-colectomy  was  performed  and  examina- 
tion showed  endometrial  glands  in  some  of  the 
ileocecal  lymph  nodes.  This  is  an  example  of  be- 
nign metastasis  which  can  occur  in  endometrio- 
sis and  is  not  an  evidence  of  malignancy. 


Whenever  a mass  projects  out  into  the  lumen 
of  any  part  of  the  intestinal  tract  furnished  with 
a mesentery  and  the  intestinal  wall  is  not  stif- 
fened or  fixed,  intussusception  is  apt  to  occur. 
This  may  happen  when  there  are  a variety  of 
inflammatory,  hyperplastic  and  neoplastic  le- 
sions. The  example  I show  you  is  the  result  of 
metastasis  from  a carcinoma  of  the  breast  lodg- 
ing in  the  ileum  and  producing  intussusception. 

It  has  been  possible  to  touch  upon  only  a very 
few  of  the  great  variety  of  tumors  and  cysts  that 
can  make  abdominal  masses.  It  would  take  sev- 
eral days  to  talk  about  all  of  them. 
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THE  HOLISTIC  APPROACH  IN  MANAGEMENT  OF  SOMATIC 
SYMPTOMS  OF  EMOTIONAL  ORIGIN 

Anthony  R.  Tortora,  M.D.,* 

Brooklyn,  N.Y. 


“There  is  no  cure  for  the  body  apart  from  the 
mind.  First,  then,  and  above  all,  the  mind  must 
be  treated  if  the  body  is  ever  to  be  made 
whole  ...” 

— Plato,  Phaedo 

O * # 

“In  the  study  of  man  all  of  the  sciences  must 
meet.  In  medicine,  which  must  be  equally  con- 
cerned with  the  psychological  and  social  as  with 
the  biological  and  physical,  there  is  the  greatest 
opportunity,  as  well  as  necessity,  for  mutual  un- 
derstanding among  representatives  of  all  the 
sciences.” 

Frank  Fremont-Smith 

T HE  MIND  is  an  ethereal,  intangible  some- 
thing which  can  be  approached  only  through 
psychologic  means,  that  is,  by  influencing  the 
patient  through  precept  and  discussion.1 

Psychosomatic  medicine  is  a concept  which 
has  been  popularized  to  emphasize  the  psychic 
origin  of  certain  physical  manifestations.  The 
value  of  this  subject  lies  in  the  useless  and  often 
long-continued  treatment  given  to  the  physical 
symptoms  and  in  the  fixation  which  the  patient 
develops  regarding  them.1  This  branch  of  medi- 
cine or  rather  the  term  “psychosomatic”  is  fairly 
recent,  but  it  describes  an  approach  to  medicine 
as  ancient  as  the  art  of  healing  itself.  This  branch 
of  medicine  is  neither  a new  discipline  nor  a new 
subspecialty,  but  a return  to  the  old  art  of  think- 
ing of  the  patient  as  a “whole”  rather  than  as  a 
collection  of  malfunctioning  organ  systems. 

Since  the  time  of  Virchow  who  introduced 
structural  concepts  and  who  believed  only  those 
diseases  he  could  see  under  the  microscope, 
medical  science  began  to  lose  sight  of  the  per- 
son. Virchow’s  concepts  led  to  the  dichotomous 
arrangement  between  psyche  and  soma,  and 
hence  a consideration  of  diseases  as  only  a dis- 
order of  organs  and  cells.  This  dichotomous  ar- 
rangement saw  the  beginning  of  the  “so-called 
specialist”  to  attend  the  different  distinct  mala- 
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dies;  and  with  the  specialist  came  mechanization 
of  medicine.  The  medical  profession  became 
concerned  with  physiological  mechanisms, 
stirred  by  laboratory  procedures,  the  electrocar- 
diogram and  other  avenues  of  investigation;  but 
unmoved  by  and  indeed,  often  holding  in  con- 
tempt the  psychologic  components  of  the  per- 
son, which  was  thought  of  as  unscientific. 
Schools  of  medicine  have  not  properly  empha- 
sized psychosomatic  medicine.  In  the  past,  a 
good  percentage  of  schools  taught  psychiatry 
not  as  an  integrated  part  of  medicine,  but  as  a 
bizarre,  vague  and  mysterious  subject  concerned 
with  the  classification  of  the  insanities.  As  a re- 
sult, after  graduation  the  physician  continued  to 
associate  the  psychiatrist  and  his  patient  with 
mental  institutions.  However,  in  the  past  decade, 
psychiatry  has  dispelled  its  social  stigma,  divest- 
ed itself  of  the  fallacy  of  humbug,  misrepresen- 
tation and  obscurity.2  There  is  now  a tendency 
to  include  psychologic  history  as  part  of  medi- 
cal investigation.  This  includes  personality  of 
the  patient,  fears,  hopes,  his  frustrations,  his 
problems  and  his  manner  of  handling  them. 

Psychosomatic  medicine  is  not  merely  an  at- 
tempt to  blame  a psychologic  cause  for  each 
malady,  nor  the  fact  that  all  illness  is  “in  the 
head,”  nor  an  excuse  to  omit  a careful  physical 
examination.  It  is  a fact  that  medicine  has  great- 
ly advanced  during  the  period  of  scientific 
awareness,  but  one  must  admit  that  the  psychic 
components  have  been  almost  entirely  neglected. 
Psychosomatic  medicine  can  be  classified  as  con- 
cerning itself  with  four  general  areas.  Firstly, 
the  recognition  and  definitive  treatment  of  psy- 
chosomatic disorders  of  many  conditions  dis- 
guised as  medical  diseases  which  tax  the  physi- 
cian. Secondly,  the  study  of  emotional  conflict, 
a consideration  as  basic  as  bacteriology.  Long 
standing  tension  may  cause  irreversible  disease 
by  disturbing  physiology.  The  absence  of  an  ob- 
vious organic  cause  does  not  prove  the  psycho- 
genic origin  of  symptoms.  The  criteria  for  diag- 
nosing psychogenecity  are  just  as  rigid  for  those 
establishing  organicity.  Criteria  for  psychoge- 
necity should  have  the  following:  Demonstration 
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of  a conflictive  situation,  demonstration  to  solve 
it  and  demonstration  of  a specific  relationship 
by  an  association  between  the  conflict  and  the 
symptom.  The  third  general  area  is  the  problem 
of  the  influence  of  hatred,  fear,  prejudice  and 
other  stresses  and  strains  on  the  course  and  out- 
come of  illness.  Fourthly,  the  attempt  to  study 
the  patient  as  a “whole”  and  to  assign  the  rela- 
tive values  to  the  organic  and  psychologic  fac- 
tors — not  “is  this  organic  or  functional,”  but 
“what  functional  factors  are  significant  and  what 
organic  factors.  3 

The  Interview 

The  primary  diagnostic  tool  in  psychosomatic 
medicine  is  the  interview.  Therapy  commences 
when  the  patient  first  makes  the  appointment 
and  when  he  enters  the  physician’s  office;  for  at 
this  time  the  beginning  of  the  patient’s  confi- 
dence in  the  doctor  begins  to  take  place.  He  will 
have  feelings  that  he  has  found  a channel  of  ac- 
ceptance, sympathy,  understanding  and  the 
ready  willingness  of  the  physician  to  take  time 
with  him  as  well  as  use  his  professional  knowl- 
edge to  aid  the  patient.4  The  so-called  mysticism 
that  has  surrounded  psychosomatic  medicine 
and  the  special  jargon  has  undoubtedly  scared 
physicians  into  believing  that  interviewing  is  a 
highly  specialized  technique.  Actually,  any  good 
history  is  a good  psychosomatic  history  in  a 
sense,  and  no  psychologic  history  is  deemed 
complete  without  a comprehensive  medical  his- 
tory. The  physician  cannot  practice  “holistic” 
medicine  until  such  time  he  is  able  and  willing 
to  understand  that  “psychic”  problems  may  be 
etiologic  factors  in  numerous  functional  diseases. 
Also  that  functional  disturbances  are  thwarting 
and  often  incapacitating  and  not  just  perverse 
nastiness  of  the  patient.  The  physician  must  also 
be  aware  that  emotions  may  be  contributing  fac- 
tors to  the  cause  of  certain  organic  diseases;  and 
that  in  certain  illness  the  emotional  factors  play 
complicating,  contributory  or  confusing  roles 
and  finally,  that  it  is  not  the  extent  of  the  ob- 
jective findings,  but  how  the  patient  himself  per- 
ceives his  dysfunction  that  determines  his  inca- 
pacity.3 The  physician  should  be  willing  to  fore- 
go the  temptation  to  use  such  phrases  as,  “It’s 
all  in  your  mind,”  “buck  up  and  be  a man,”  and 
other  such  ineffective  phrases. 

Management  of  emotional  ills  is  a formidable 
problem  even  when  there  is  good  rapport  i.e. 
ideal  doctor-patient  relationship.  When  the  pa- 


tient for  reasons  he  may  not  be  able  to  control 
hinders  the  doctor’s  efforts,  the  physician  is  re- 
quired to  exert  utmost  patience  and  skill  to 
achieve  effective  treatment.  In  starting  treat- 
ment, the  first  step  is  the  establishment  of  good 
rapport.  To  this  end  one  performs  a good  gen- 
eral physical  examination  with  greater  emphasis 
on  that  particular  system  that  disturbs  the  pa- 
tient. Usually  much  laboratory  work  is  done,  not 
because  the  physician  expects  to  find  organic- 
disease,  but  because  he  must  be  in  a position  of 
omniscience  and  must  avoid  saying,  “I  cannot 
swear  you  do  not  have  a stomach  ulcer  because 
all  tests  have  not  been  made.  I only  know  from 
my  experience  that  your  symptoms  are  on  a psy- 
choneurotic  basis.”  Such  statements  retard  prog- 
ress and  weaken  the  physician’s  position.  He 
must  say  however,  that  all  exhaustive  examina- 
tions fail  to  reveal  any  pathology.  When  all  tests 
have  been  done,  the  patient  feels  confident  that 
the  doctor  knows  and  is  not  guessing.  Prior  to 
the  tests  however,  the  doctor  states  thev  are  ex- 
pected to  be  negative.1 

‘ Gnothi  Seauton 

Experience  has  shown  that  to  establish  good 
interpersonal  relations,  a person  must  know  him- 
self. The  physician  is  constantly  involved  in  per- 
sonal relationship,  and  it  is  essential  if  treatment 
is  to  be  effective,  that  he  know  himself  so  that 
he  may  seek  to  understand  his  patients  instead 
of  reacting  to  them.  At  the  onset,  assurance  and 
persuasion  is  important  for  the  patient  has  to  be 
supported  mentally.  Psychopharmacotherapy  as 
an  adjunct  may  be  necessary  in  order  to  enhance 
the  receptivity  of  the  patient  as  well  as  to  control 
or  lessen  the  emotional  and  behavioral  disturb- 
ances. The  patient  must  be  made  to  feel  that  the 
physician  understands  his  case  and  is  a sympa- 
thetic listener. 

In  a fair  majority  of  cases,  a little  more  know  1- 
edge  and  insight  into  the  whims  of  emotions 
would  add  considerably  to  the  comfort  of  the 
patient.  An  effective  aid  in  the  management  of 
these  patients  is  communication.  Be  an  interest- 
ed listener,  not  alone  to  the  body  but  to  the  hu- 
man being  who  has  the  body.  By  listening  to  the 
patient  and  talking  to  him,  the  therapeutic  effort 
is  greatly  advanced.5  Sincere  interest  inculcates 
confidence  in  the  patient  and  allays  anxiety.  It 
is  not  advisable  for  the  physician  to  talk  about 
himself  in  an  attempt  to  reassure  the  patient 
that  he  is  not  alone  in  his  suffering,  since  it  may 
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act  to  deter  the  patient  from  ventilating  further 
about  his  problems.  Equally  reassuring  to  the 
fear-laden  and  anxiety-ridden  patient  is  the  feel- 
ing that  the  physician  will  not  condemn  him  or 
sit  in  judgment.  It  is  important  that  the  therapist 
clearly  show  concern  by  a close,  kindly  and  un- 
derstanding attention.  If  patients  are  shown  sim- 
ple human  patience  and  if  the  doctor  possesses  a 
professional  confidence  that  his  knowledge  and 
insight  into  human  behavior  will  add  something 
of  value  to  the  patient,  an  important  step  toward 
effective  treatment  will  be  accomplished.  Above 
all,  there  must  be  an  atmosphere  of  patience  and 
unhurriedness,  so  that  the  patient  relates  his  anx- 
ieties and  fears  at  his  own  pace.  From  all  this 
comes  a sense  of  security.  But  a word  of  advice 
— excessive  or  unwarranted  reassurance  and 
early  promises  seldom  fool  the  patient.  Maximum 
long  range  benefit  and  satisfaction  for  the  phy- 
sician can  happen  only  if  and  when  the  patient 
is  treated  as  a totally  integrated  bio-psycho-so- 
cial  entity.  When  the  patient  feels  a positive  as- 
surance that  he  is  in  safe  hands,  the  sense  of  se- 
curity he  gets  does  something  to  his  autonomic 
nervous  system  e.g.  his  blood  pressure,  heart  ac- 
tion and  gastro-intestinal  tract.0 

The  pyschosomatic  constellations  engendered 
by  fear  and  chronic  anxiety  fall  into  several  dis- 
cernible types.  We  have  the  “over-informed.”  He 
has  read  and  heard  much,  true  and  false,  about 
his  illness  and  is  prepared  to  question  the  physi- 
cian’s judgment.  Underlying  his  intense  interest 
is  marked  anxiety  for  his  welfare.  In  the  manage- 
ment of  this  patient,  re-education  is  essential  to 
remove  the  mass  of  misinformation  he  has  gath- 
ered. Frank  discussion  and  sympathetic  under- 
standing provide  emotional  reassurance  and 
support  for  his  anxious  state  and  prepares  him 
for  therapy.  Next  comes  the  “fearful-silent”  type; 
he  is  the  tacit  person  and  is  slow  to  respond  — 
the  reticence  of  depression.  He  is  overwhelmed 
by  his  illness  and  withdraws,  fearful  even  to  dis- 
cuss his  condition.  In  management,  caution  is  of 
the  essence,  for  this  type  is  the  depressed  pa- 
tient and  is  a potential  suicide.  Here  encourage- 
ment may  help  him  to  speak  out,  thereby  reliev- 
ing to  a certain  degree,  his  mental  load.  Much 
reassurance  is  necessary.  The  “multisvmptomat- 
ic”  individual  is  excessively  aware  of  his  body 
which  never  ceases  to  cause  him  pain  and  dis- 
comfort. His  illness  is  largely  manifested  by  hys- 
teria which  is  the  means  by  which  he  expresses 
his  emotional  tension.  Because  his  symptoms  are 


anxiety  relieving,  the  patient  may  subconsciously 
resist  being  treated.  Care  is  necessary  to  rule  out 
organicity.  The  “overtalkative”  is  overemotional 
and  usually  surprisingly  uninformed;  and  is  re- 
luctant to  listen  to  an  explanation  of  his  illness. 
The  excessive  talking  is  an  attempt  to  conceal 
his  anxiety.  Here  the  emotional  barrier  must  be 
penetrated  to  allow  for  reasonable  discussion. 
Last  but  not  least  is  the  “aggressive-angry”  type 
or  the  “hostile”  one.  He  is  hostile  and  the  source 
of  his  hostility  is  usually  in  himself.  He  may  be 
disturbed  at  his  own  body  because  of  its  weak- 
ness, or  his  hostility  may  be  a defense  against 
anxiety.  It  is  hard  to  avoid  the  tendency  to  react 
with  annoyance  toward  this  type.  However,  here 
the  patient  is  more  likely  to  benefit  by  ventila- 
ting his  angry  feelings.7 

An  even  more  formidable  test  of  the  doctor’s 
insight  is  the  patient  with  hidden  hostility  that 
may  show  itself  more  subtly  by  interfering  with 
logical  thinking  and  emotional  behavior.  Re- 
pressed action  of  this  type  may  be  suspected 
whenever  a patient  of  average  intelligence  finds 
it  hard  to  understand  or  carry  out  the  physician’s 
clearly  expressed  directions  and  recommenda- 
tions. Another  problem  is  the  overly  affectionate 
patient,  usually  female,  whose  indiscriminate 
adoration  of  the  doctor  must  be  discernible  from 
the  reasonable  respect  and  admiration  forming 
the  basis  of  good  doctor-patient  relationship.8  In 
the  severe  form,  such  patients  may  make  person- 
al remarks  to  the  therapist,  be  unduly  curious 
about  his  personal  life,  or  act  coyly  or  provoca- 
tively. Here  the  doctor  must  be  on  the  alert  for 
such  reaction  and  in  a straight-forward  and  mat- 
ter-of-fact manner,  place  the  relationship  on  its 
proper  footing. 

Every  device  in  one’s  psychotherapeutic  arma- 
mentarium must  be  used  in  order  to  convince 
the  patient  of  the  emotional  origin  of  his  illness. 
However,  at  times  reassurance  and  explanations 
may  not  be  enough,  for  by  the  time  the  patient 
consults  a physician,  the  emotional  illness  is  usu- 
ally complex  and  the  conditioned  reflexes  are 
well  ingrained.  If  the  underlying  factors  are  not 
clear  and  the  case  is  taxing  the  physician,  then 
referral  to  a psychoanalytically  minded  psychia- 
trist may  be  necessary. 

Summary 

To  summarize,  long  before  the  term  psycho- 
somatic became  an  integral  part  of  medicine,  the 
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country  doctor  was  usually  cognizant  of  the  role 
played  by  psychic  influences;  this  was  because 
of  his  closeness  to  the  daily  lives  of  his  patients. 
With  the  development  of  scientific  medicine, 
laboratory  methods  and  mechanized  medicine, 
the  diseased  organ  came  to  fore  and  the  patient 
seemed  to  be  an  object  of  relative  unimportance. 
However,  at  present,  psychologic  awareness  is 
gradually  but  with  increasing  intensity,  employ- 
ing the  interrelationship  of  psyche  and  soma.  It 
must  be  remembered  that  the  total  person  is  in- 
volved and  that  any  rigid  dualistic  separation  of 
“psyche”  and  “soma”  is  impossible. 

Stresses  vary  in  their  intensity  and  individuals 
differ  in  their  sensitivity  and  resistance  to  stress- 
ful situations. 9 Generally,  the  mere  bringing  to 
the  open  of  all  the  emotionally  charged  associa- 
tions, serve  to  “free”  the  symptoms,  and  the  pa- 
tient no  longer  clings  to  them;  for  besides  un- 
derstanding their  significance,  they  cease  to  have 
an  emotional  hold  and  diminish  or  vanish.  Re- 
assurance is  the  most  important  aspect;  and  it  is 
well  to  take  heed  that  human  relationship  rep- 
resents an  important  addition  to  the  repertoire 
of  fundamental  medical  concepts  of  patients 
with  non-organic  disorders. 


Psychotherapy  therefore  consists  of  re-educa- 
tion, re-integration  and  re-orientation  of  the 
whole  personality.  Psychosomatic  study  is  essen- 
tia] if  we  are  effectively  to  connect  the  associa- 
tion of  the  physical  complaint  to  the  psychic  and 
emotional  behavior  of  the  person. 

An  approach  to  the  psychic  constellations  has 
been  presented  involving  primarily  the  lessening 
of  fear,  anxiety  and  emotional  tension,  the  use 
of  psychopharmacotherapy,  ideal  doctor-patient 
rapport,  and  attempts  to  give  the  patient  an  in- 
sight as  well  as  to  keep  him  functioning.  This  is 
termed  the  holistic  approach. 

REFERENCES 

1.  Nielsen,  J.  M.,  and  Thompson,  G.  N.:  The  Engrammes  of 
Psychiatry.  Charles  C.  Thomas,  Springfield,  111.,  1st  edition,  1947. 

2.  Tortora,  A.  R.:  The  Art  of  Effective  Medical  Treatment,  Resi- 
dent Physician.  To  be  published. 

3.  Moench,  L.  G.:  Office  Psychiatry,  The  Year  Book  Publishers. 
Chicago,  1952. 

4.  Tortora,  A.  R.:  Mental  Rehabilitation  of  the  Patient  with  Myo- 
cardial Infarction,  Delaware  State  Medical  Journal.  30:298,  Oct. 
1958. 

5.  Tortora,  A.  R.:  Acute  Myocardial  Infarction:  Changing  Con- 
cepts About  Prolonged  Bed  Rest.  Medical  Times,  86-700,  (June) 
1958. 

6.  Regan,  L.  J.:  JAMA,  158:255,  1955. 

7.  Therapeutic  Notes  Bulletin.  Parke-Davis  Co.  64:29(Feb.)  1957. 

8.  Bird,  B.:  Talking  with  Patient.  J.  B.  Lippincott.  Phila.,  1955. 

9.  Tortora,  A.  R.:  The  Impact  of  Acute  Myocardial  Infarction, 

Missouri  Medicine.  To  be  published.  

8303  Fourth  Ave. 


100 


Arizona  Medicine 


February,  1959 


ALPHA  TOCOPHEROL  IN  GYNECOLOGICAL  PRACTICE 
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T 

1 HIS  IS  A study  of  Vitamin  E based  entirely 
on  clinical  observations  concerning  its  effects. 
The  effect  of  this  vitamin  on  female  physiology 
is  the  concern  of  the  major  part  of  this  paper.  Vi- 
tamin E has  long  been  labeled  the  fertility  fac- 
tor in  human  nutrition  and  is  found  widely  in 
many  foods,  the  richest  source  being  wheat  germ. 
The  unit  of  Vitamin  E used  in  this  study  has 
been  in  capsule  form  containing  200  milligrams 
with  an  assay  of  70  international  units  per  cap- 
sule. The  product  used  routinely  during  a 12- 
year  clinical  evaluation  has  been  Breon’s  Ecofrol 
( alpha-tocopherol ) . 

Other  investigators  in  the  clinical  evaluation 
of  this  vitamin  have  claimed  the  following  ef- 
fects for  alpha-tocopherols : 

1.  Oxygen  conservation  in  tissues. 

2.  Antithrombin  effects. 

3.  Resolution  of  scar  tissue. 

4.  Capillary  dilitation. 

5.  Improved  capillary  permeability  without 
loss  of  capillary  integrity. 

6.  Aids  in  the  resolution  and  prevention  of 
thrombosis  through  fibrinolitic  activities. 

7.  Increase  of  platelets. 

8.  Diuretic  activity. 

9.  Improvement  of  epitheliation. 

10.  Increased  muscle  efficiency. 

11.  Retardation  of  vascular  sclerosis. 

From  these  aforementioned  effects  of  alpha- 
tocopherol,  it  seems  fair  to  conclude  that  the  vi- 
tamin is  primarily  concerned  with  the  circula- 
tory system.  The  physiological  effect  of  this  vita- 
min results  from  the  improvement  of  circulation 
in  the  organ  affected  or  the  disease  process.  A 
basic  change  of  all  disease  processes  is  the  im- 
pairment of  the  capillary  and  arteriolar  bed  of 
the  tissue  involved.  Any  preparation  that  tends 
to  regenerate  or  restore  arteriolar  damage  should 
materially  help  the  organism  to  arrest  or  resolve 
its  affliction.  Vitamin  E apparently  acts  in  this 
way. 

Since  this  paper  covers  a clinical  observation 
period  of  over  12  years  duration,  the  author  is 


reporting  observed  effects  rather  than  statistical- 
ly enumerating  many  case  records. 

I wish  to  add  to  the  above  list  of  observed  Vi- 
tamin E effects,  the  apparent  regulatory  effect 
of  this  vitamin  on  ovarian  function.  The  toco- 
pherols  seem  to  affect  the  normal  maturation  of 
ovarian  follicles,  aid  in  the  resorption  of  per- 
sistent follicles  and  follicular  cysts  and,  in  some 
way,  augment  corpus  luteum  function.  By  these 
mechanisms,  a more  physiological  ovarian  func- 
tion results  and  directly  a normal  menstrual 
function. 

First  Observations 

My  first  observations  with  this  vitamin  were  in 
the  climacteric.  The  use  of  estrogens  or  estrogen- 
androgen  preparations  during  the  menopause 
should  usually  be  limited  to  controlling  vasomo- 
tor instability.  The  use  of  estrogen  or  estrogen- 
androgen  preparations  for  the  control  of  vaso- 
motor symptoms  can  be  supplemented  or  re- 
placed with  alpha-tocopherol  orally.  The  dosage 
of  Vitamin  E necessary  varies  from  200  to  600 
milligrams  daily  (70  I.U.  to  210  I.U. ) The  com- 
plete control  of  vasomotor  symptoms  will  not  oc- 
cur immediately.  Relief  is  obtained  after  about 
seven  to  14  days  of  therapy  and  can  then  be 
maintained  by  the  use  of  200  milligrams  daily. 
In  addition  to  control  of  vasomotor  symptoms, 
these  menopausal  patients  note  a better  sense  of 
well-being;  hypertension,  if  present,  is  often  re- 
duced and  associated  arteriolar  spasms  in  the 
extremities  are  relieved.  The  patient  observes 
an  increased  muscle  efficiency  and  less  fatigue. 

The  vasomotor  instability  is  not  the  only  symp- 
tom of  the  menopause  that  brings  the  patient 
for  treatment.  Abnormal  bleeding  of  the  uterus 
is  one  of  the  prominent  complaints.  Some  of 
these  may  have  been  produced  by  the  indiscrim- 
inate use  of  estrogens.  The  patient  with  menor- 
rhagia or  metrorrhagia  should  be  carefully  eval- 
uated. A general  physical  examination,  including 
a pelvic  and  rectal  examination  should  be  done. 
A Papanicolaou  smear  should  be  taken  routine- 
ly. The  cases  that  show  pelvic  pathology  indica- 
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ting  surgery  or  radiation  therapy  should  be  han- 
dled in  that  manner.  There  are  many  cases,  how- 
ever, that  show  no  palpable  pathology  or  visable 
cervical  pathology  and  the  Papanicolaou  and  en- 
dometrial biopsies  are  negative.  This  patient  is 
placed  on  Breon’s  Ecofrol  with  the  following 
dosage:  600  milligrams  (three  capsules)  is  given 
for  seven  days  and  the  dosage  is  then  reduced 
to  200  milligrams  daily.  This  is  started  at  any 
time  in  the  disturbed  menstrual  cycle.  Control  of 
the  bleeding  episodes  can  be  expected  within 
three  to  four  weeks  of  therapy,  but  continuance 
of  the  therapy  is  necessary  for  an  indefinite  pe- 
riod or  until  the  climacteric  is  proceeding  in  a 
more  physiological  manner.  This  is  not  a tempo- 
rary preparation  to  give  temporary  relief,  but  a 
physiological  preparation  that  helps  maintain  a 
more  normal  physiology  and,  therefore,  the  pa- 
tient stays  well  by  continuing  the  therapy.  It  has 
been  a consistent  clinical  observation  that  pa- 
tients in  this  category  will  control  their  dysfunc- 
tional bleeding  in  this  manner. 

Breon’s  Ecofrol  in  the  manner  just  described 
was  also  used  in  patients  who  were  found  to 
have  endometrial  hyperplasia  by  diagnostic  dili- 
tation  and  curettage.  In  this  group,  there  was  no 
other  palpable  pelvic  pathology  and  Papanico- 
laou biopsies  were  negative.  I do  not  feel  that 
these  women  are  more  prone  to  develop  carci- 
noma of  the  endometrium,  and  this  opinion  is 
borne  out  by  women  observed  over  a more  than 
12  year  period.  Vitamin  E therapy  was  started 
at  the  time  of  their  first  visit  before  the  diagnos- 
tic dilitation  and  curettage  was  performed. 
When  pathological  diagnosis  established  the 
cause  of  bleeding  as  endometrial  hyperplasia, 
the  Ecofrol  therapy  was  continued  at  a dose  of 
200  milligrams  daily.  The  patients  who  contin- 
ued this  therapy  faithfully  for  the  next  six  to  12 
months  had  no  further  abnormal  uterine  bleed- 
ing and  many  of  them  underwent  a progressive 
oligomenorrhea.  Many  of  them  had  subsequent- 
ly an  uneventful  menopause  with  gradual  cessa- 
tion of  menses.  Other  effects  as  noted  previously 
were  observed.  The  most  consistent  effect  being 
a definitely  increased  feeling  of  well-being  pro- 
duced by  Ecofrol  therapy. 

Fibromyomata 

In  the  menopausal  or  pre-menopausal  age 
group,  a not  infrequent  finding  is  an  enlarged 
uterus.  This  palpable  enlargement  is  often  sym- 
metrical or  may  be  asymmetrical  resulting  from 


small  fibromyomata.  The  diagnosis  of  fibromyo- 
mata should  be  established.  There  may  be  no 
symptomatology  from  this  condition,  or  there 
may  be  pelvic  pain  of  varying  severity.  Dysmen- 
orrhea may  also  be  a complaint.  I feel  that  sur- 
gery for  fibromyomata  should  be  limited  to  the 
cases  that  present  either  one  or  all  of  the  follow- 
ing signs  or  symptoms: 

1.  Excessive  or  abnormal  bleeding. 

2.  Increasing  size  of  the  tumor. 

3.  Pelvic  pain  referable  to  the  tumor. 

4.  Positive  Papanicolaou  smear. 

In  the  patients  showing  the  above  signs  or 
symptoms  in  lesser  degree,  or  in  patients  with 
fibromyomata  not  falling  in  the  above  catego- 
ries, Vitamin  E therapy  should  be  tried.  The  fol- 
lowing effects  are  usually  demonstrable. 

1.  Decrease  of  pain. 

2.  Decrease  in  the  tumor  size. 

3.  Decreased  menstrual  flux. 

Because  of  the  effect  of  Vitamin  E in  the  ab- 
normal dysfunctional  bleeding  of  the  meno- 
pause, I began  to  use  it  in  the  younger  group  of 
gynecological  patients  with  menstrual  disorders. 
This  category  included  women  with  either  hy- 
permenorrhea  or  oligomenorrhea.  Of  course,  in 
this  younger  group,  various  other  factors  play  a 
role  in  their  menstrual  disturbance  and  must  be 
ruled  out  as  contributory  causes  of  menstrual 
upsets.  However,  there  is  an  appreciably  large 
group  of  women  whose  menstrual  disturbances 
are  not  explained  by  physical  examination  of  or 
palpable  pathology  in  the  pelvic  viscera.  They 
f all  also  into  a category  of  dysfunctional  bleed- 
ing and  are  considered  to  have  a glandular  im- 
balance. We  often  do  diagnostic  curettage  on 
these  women  and  find  no  apparent  pathology  in 
the  endometrium.  The  curettage  is  but  a tempo- 
rary means  of  controlling  a hvpermenorrhea  and 
is  more  often  a treatment  of  the  effect  rather 
than  the  cause.  On  physical  examination,  these 
younger  patients  may  show  palpably  enlarged 
ovaries  diagnosed  as  cystic  ovaries.  The  ovarian 
enlargements  are  usually  not  alarming  enough 
to  require  a laparotomy  or  cul-de-sac  visualiza- 
tion. The  ovarian  enlargements  are  usually  due 
to  persistent  follicles  or  follicular  cysts,  but  also 
may  be  caused  by  persistent  corpora  lutea.  These 
ovaries  are  sometimes  manipulated  and  resected 
by  surgeons,  particularly  if  accompanied  by 
some  pelvic  pain.  These  surgical  procedures  are 
of  little  value  since  here  again  the  effect  is  re- 
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moved  rather  than  the  cause.  These  patients  re- 
spond well  to  Vitamin  E therapy  and,  in  order 
to  standardize  the  dosage,  they  receive  the  same 
dosage  as  the  climacteric  patient,  namely  Ecofrol 
600  milligrams  daily  for  seven  days  and  then  a 
maintenance  dose  of  200  milligrams  daily.  Eighty 
per  cent  of  this  group  revealed  a return  of  nor- 
mal menstrual  function  within  90  days  of  thera- 
py, the  remaining  20  per  cent  required  hormone 
therapy  in  addition. 

Other  Uses 

Breon’s  Ecofrol  is  also  used  in  the  treatment 
of  cystic  mastitis  and  other  conditions  of  the  fe- 
male breast  characterized  by  increased  engorge- 
ment and  tenderness.  Simple  premenstrual  en- 
gorgement, causing  pain  in  the  breasts,  is  re- 
lieved by  Vitamin  E therapy  in  doses  of  400  mil- 
ligrams daily  taken  for  three  to  four  menstrual 
cycles.  Women  diagnosed  as  having  cystic  mas- 
titis or  fibrocystic  disease  of  the  breast  by  clin- 
ical evaluation  alone,  or  by  biopsy  where  the  di- 
agnosis is  in  question,  are  benefited  by  Vitamin 
E therapy.  It  is  surprising  but  true  that  in  cystic 
mastitis  or  fibrocystic  disease  of  the  breast.  Vita- 
min E therapy  will  apparently  cure  or  so  greatly 
regress  the  condition  that  cure  is  apparent.  In 
this  condition,  Vitamin  E was  given  in  doses  of 
600  milligrams  daily  until  improvement  in  the 
cystic  condition  was  noted  clinically.  The  period 
necessary  to  obtain  clinical  improvement  with 
this  method  varied  from  three  to  six  months.  The 
dose  was  then  reduced  to  200  milligrams  daily 
as  a maintenance  dosage. 

Because  of  the  antithrombin  effects,  fibrino- 
lytic activity,  and  the  improvement  of  peripheral 
circulation  claimed  for  Vitamin  E therapy,  I 
have  used  this  therapy  in  the  treatment  of  post- 
partum and  postoperative  thrombophlebitis  and 
phlebothrombosis.  This  therapy  was  used  ex- 
clusively in  the  treatment  of  postpartum  and 
postoperative  thrombophlebitis  either  acute  or 
subacute.  Acute  cases  are  defined  as  patients  ex- 
hibiting local  swelling,  erythema,  tenderness  and 
constitutional  reactions  of  fever,  elevated  leu- 
cocyte count  and  tachycardia.  The  sub-acute 
case  shows  these  symptoms  to  lesser  degree  with 
no  apparent  constitutional  general  reaction. 
Breon’s  Ecofrol  was  started  in  large  doses  oral- 
ly and,  in  some  cases,  augmented  by  Breon’s  pa- 
renteral tocopherol.  The  oral  dose  consisted  of 
four  capsules  (800  milligrams)  four  times  daily, 
equivalent  to  1120  I.U.  This  is  continued  until 


clinical  subsidence  of  the  involved  veins  is  dem- 
onstrable. This  usually  takes  place  in  24  to  48 
hours.  The  dose  may  then  be  reduced  to  400 
milligrams  three  times  a day  until  the  thrombosis 
has  subsided.  A definite  improvement  in  throm- 
bophlebitis is  usually  noted  within  12  hours. 
Pain  may  be  relieved  in  as  little  time  as  24  hours. 
Early  ambulation  is  advisable  and  should  be 
done  within  48  hours.  No  cases  of  embolism  oc- 
curred with  early  ambulation.  Phlebothrombosis 
responds  just  as  dramatically  to  the  above  rou- 
tine. 

In  the  antepartum  patient,  with  marked  vari- 
cosities of  the  lower  extremities,  the  discomfort 
and  pain  often  found  with  this  condition  can  be 
relieved  with  alpha-tocopherol.  Any  associated 
phlebothrombosis  is  often  cured.  Varicose  ulcers 
or  associated  skin  pigment  changes  are  restored 
to  normal  with  continued  tocopherol  therapy. 

Patients  considered  as  embolic  risks  before  or 
after  surgery  can  be  prophylactically  treated 
with  Vitamin  E prior  to  surgery  and  the  risk  will 
be  minimized.  It  is  well  to  note  here  that  a toco- 
pherol-like compound  has  been  found  in  the  ac- 
celerator globulin  of  the  blood  plasma.  The  anti- 
thrombin  factor  of  the  blood  may  be  alpha-toco- 
pherol. 

Breon’s  Ecofrol  is  a safe  and  effective  prep- 
aration in  the  treatment  of  these  intravascular 
changes.  It  is  certainly  more  safe  and  equally  ef- 
fective as  anticoagulant  therapy,  e.g.  Dicumerol 
and  Heparin.  There  are  no  hemorrhagic  compli- 
cations with  the  use  of  alpha-tocopherol. 

Effective  In  Lymphedema 

The  remarkable  effect  of  alpha-tocopherols  on 
the  human  circulatory  system  does  not  appear 
to  be  limited  to  the  arteriovenous  system.  I have 
two  cases  on  record  of  lymphedema  of  one  low- 
er extremity  occurring  as  a complication  of  radi- 
ation and  radium  therapy  for  carcinoma  of  the 
cervix  (invasive  squamous  cell  carcinoma.) 
These  cases  showed  marked  improvement,  ar- 
rest and  subsiding  of  the  lymphedema  with  Vita- 
min E therapy  in  doses  of  1,200  milligrams  of 
Breon’s  Ecofrol  daily.  One  of  these  patients  re- 
ceived parenteral  Breon’s  alpha-tocopherol  intra- 
muscularly. The  dose  of  intramuscular  alpha- 
tocopherol  was  400  milligrams  per  week  for  one 
month. 

One  of  these  patients  left  the  community  be- 
fore final  evaluation  could  be  obtained.  Contact 
with  this  patient  was  subsequently  lost.  How- 
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ever,  the  second  patient  is  still  under  observation 
and  is  able  to  control  the  lymphedema  of  the 
left  lower  extremity  with  Vitamin  E therapy. 

From  the  foregoing  discussion,  it  is  my  opin- 
ion that  Breon’s  Ecofrol,  or  Vitamin  E therapy, 
has  a definite  place  in  the  treatment  of  these 
aforementioned  conditions.  I would  also  like  to 
note  and  reiterate  that  almost  all  of  the  female 
patients  I have  placed  on  Vitamin  E therapy 
have  noticed  an  increased  feeling  of  well-being. 
Most  all  have  noted  a greater  muscle  efficiency 
with  less  fatigue.  The  older  geriatric  women  in 
my  practice  have  noted  better  peripheral  circu- 
lation. Mild  edematous  conditions  of  the  lower 
extremities,  secondary  to  vascular  disturbances, 
have  been  relieved.  Vascular  spasms  with  re- 
sulting pain  are  relieved  while  on  Vitamin  E 
therapy.  Remarkably,  women  who  were  seen  as 
gynecological  patients,  who  had  previous  history 
of  cerebral  accidents,  suffered  no  further  cere- 
bral episodes  while  on  Vitamin  E therapy.  Many 
women  continued  the  daily  use  of  Ecofrol  after 
the  gynecological  condition  was  relieved  be- 
cause they  “feel  better”  while  taking  it. 

It  must  be  emphasized,  however,  that  the  phy- 
siological resopnse  to  Vitamin  E therapy,  dra- 
matic as  it  may  be,  is  not  always  rapidly  ob- 
tained. The  results  are  apparently  cumulative  in 
that  therapy  for  a few  weeks  to  a few  months 
may  be  necessary  for  complete  beneficial  re- 
sponse. 

I have  never  noted  any  toxic  reactions  to  or 


undesirable  side  effects  from  Ecofrol  therapy. 
Occasionally,  the  patient  may  complain  of  mild 
vertigo  wihle  taking  Vitamin  E. 

Summary 

After  a 12-year  study  of  the  use  of  alpha-toco- 
pherol, it  is  my  opinion  that  this  preparation  has 
a physiological  effect  on  the  function  of  the 
ovary  and  pelvic  circulation.  It  is  of  great  and 
often  curative  benefit  in  the  following  condi- 
tions: 

1.  Vasomotor  instability  of  the  menopause. 

2.  Relief  of  dysfunctional  bleeding  of  the 
uterus. 

3.  Amelioration  and  cure  of  simple  cystic  con- 
ditions of  the  ovaries. 

4.  Physiological  effects  on  fibromyomata  of 
the  uterus  resulting  in  less  pain  and  tenderness, 
restoration  of  normal  menses  and  diminution  in 
size. 

5.  Apparent  cure  of  chronic  cystic  mastitis. 

6.  Relief  of  premenstrual  painful  breast  en- 
gorgement. 

7.  Cure  of  thrombophlebitis  and  phlebothrom- 
bosis. 

8.  Control  of  lymphedema. 

9.  Increased  feeling  of  well-being  while  on 
therapy. 
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A NEW  TREATMENT  FOR  CHRONIC  AND  RECURRING 
(STUBBORN)  TRICHOMONAS  VAGINALIS  CASES.* 

by 


Karl  John  Karnaky,  M.D. 
Houston,  Texas 


T HERE  IS  apparently  no  condition  in  medicine 
in  which  physicians  are  seeing  more  and  more 
cases  which  no  longer  respond  to  the  usual  treat- 
ment than  Trichomonas  Vaginalis.  This  has  also 
been  observed  in  this  writer’s  practice  and  in 
the  Obstetrical  and  Gynecological  Research  In- 
stitute. Trichomonas  Vaginalis  might  be  labeled 
the  headache  to  those  who  treat  women  for  va- 
ginal conditions. 

This  investigator  has  been  trying  to  find  some 
method  whereby  these  chronic  and  recurring 
Trichomonas  vaginalis  cases  could  be  elimina- 
ted, thereby  eliminating  those  coming  back  and 
forth  to  the  same  or  different  physicians  seeking 
relief  from  chronic  and  recurring  Trichomonas 
vaginalis  with  its  itching  and  leucorrhea. 

This  investigator  has  tried  almost  all  medica- 
tions advocated  in  the  medical  literature,  but 
soon  found  these  medications  were  no  longer  as 
efficient  as  they  were  when  they  were  first  start- 
ed. Many  were  no  better  than  the  many  medi- 
cations already  in  the  literature. 

NEW  LOW  pH  ( 1.8-2. 2)  VAGINAL 
POWDER  AND  TARLET 

Eleven  years  ago  this  investigator  started  back 
to  his  work  on  his  original  research  on  acidity 
(PH)  of  the  vagina,  since  it  is  well  known  and 
well  proved  that  no  vaginal  pathogens  can  live 
below  a pH  of  2.90.  It  has  also  been  well  shown 
and  proved  that  chemicals  which  were  at  first 
very  toxic  to  Trichomonas  Vaginalis  were  not 
the  answer  to  getting  rid  of  these  chronic  and 
recurring  Trichomonas  Vaginalis  cases,  even 
when  applied  to  the  vagina  in  all  or  any  form. 
It  has  been  discovered  time  after  time  that 
Trichomonas  Vaginalis  becomes  resistant  to 
anti-Trichomonal  agents. 

It  has  been  shown  by  the  very  accurate  elec- 
tronic pH  recorder,  by  vaginal  cultures,  and 
vaginal  pH  studies  that  Trichomonas  Vaginalis 
will  not  grow  in  a vagina  with  a pH  below  pH 

“From  the  Obstetrical  and  Gynecological  Research  Institute  and 
the  private  practice  of  this  author. 


Fig.  1.  Shows  the  constant  vaginal  leucorrhea  of  Trichomonas 
vaginalis  with  its  associated  itching  and  burning.  This  is  the 
leucorrhea  that  is  usually  found  in  these  chronic  and  recurring 
(stubborn)  cases. 


Fig.  2.  Shows  the  new  classifications  of  the  vagina  as  dis- 
covered in  the  Obstetrical  and  Gynecological  Research  Institute, 
Houston,  Texas.  Schroeder  classified  the  vagina  into  three  groups, 
namely,  I,  II,  and  II  based  on  the  absent  or  presence  of  the 
Doderlein  bacilli.  This  author  classifies  the  vagina  into  8 
groups,  shown  as  planes.  The  highest  pH  recorded  was  9.0. 
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4.9  6.3  76  8S 

pH 

Fig.  3.  Shows  the  lowest  pH.  4.9  and  the  highest  pH,  8.5 
found  in  vaginas  infected  with  Trichomonas  vaginalis.  Approxi- 
mately 80  per  cent  of  the  vaginas  with  Trichomonas  vaginalis 
gave  a recording  of  pH  5.6.  In  the  acute  vaginitis  cases  the  pH 
varied  from  pH  6.3  to  7.6  in  most  cases. 

4.9  and  in  a culture  below  pH  5.0.  By  the  use 
of  the  very  accurate  electronic  pH  recorder  it 
has  been  found  that  Trichomonas  Vaginalis  will 
survive  in  vaginal  secretion  with  a pH  of  4.9 
to  8.5.  (Fig.  1,2  and  3) 

This  writer  has  been  trying  to  find  ways 
whereby  the  vagina  could  be  lowered  to  a new 
low  pH  without  burning  the  vagina  and/or 
perineum.  At  first,  it  was  observed  that  the 
lowering  of  the  vagina  below  pH  3.90  produced 
severe  burning  of  the  vagina  and/or  perineum, 
with  white  membrane  production.  Finally,  a 
special  method  was  found  whereby  the  vaginal 
pH  could  be  lowered  to  1.0  to  1.8  without  burn- 
ing the  vagina. 

At  these  very  low  pHs  no  Trichomonas  Vag- 
inalis or  vaginal  pathogens  can  survive.  Only  the 
Doderlein  bacilli  can  live  and  multiply  at  such 
low  pHs.  A new  method  was  also  devised  where- 
by this  new  low  pH  could  be  maintained  for  up 
to  64  days.  This  was  accomplished  by  adding 
newly  discovered  vaginal  adhesives  which  cause 
this  medication  to  adhere  to  the  vaginal  walls 
for  days,  weeks,  and  even  months,  thereby  elimi- 
nating the  necessity  of  vaginal  packs  and  per- 
ineal pads. 

THE  NEW  LOW  pH  (1.8  to  2.2) 
POWDER  AND  TABLET  METHOD* 

In  those  chronic  and  recurring  cases  the  pa- 
tient is  fitted  very  accurately  with  a cupped  con- 
traceptive diaphragm.  (Fig.  4)  After  the  dia- 
phragm is  well  fitted  and  in  its  position  within 

“Trimagill  is  the  trade  name  for  the  new  low  pH  powder  and 
tablets. 


the  vaginal  canal,  the  proximal  end  of  the 
diaphragm  is  pulled  down  from  under  the 
symphysis  pubis  and  held  down  against  the 
posterior  vaginal  wall.  With  one  finger  holding 
the  proximal  lip  of  the  diaphragm  down,  two  to 


Fig.  4.  Shows  the  very  accurately  fitted  diaphragm  in  place. 
The  letter  D represents  the  diaphragm.  It  is  important  that  a 
well  fitted  diaphragm  be  used.  The  diaphragm  may  be  slightly 
too  small  but  must  not  be  too  large. 


Fig.  5.  Shows  the  contraceptive  applicator  being  filled  before 
the  New  Low  pH  powder  is  instilled  into  the  diaphragm  and 
into  the  vagina.  The  powder  is  so  finely  pulverized  that  it  almost 
pours  or  can  be  instilled  like  a jelly.  Two  to  four  or  six  appli- 
cators full  is  instilled  into  the  diaphragm  and  under  the  dia- 
phragm in  the  office  by  the  physician  and  the  patient  carries 
out  this  procedure  twice  weekly. 
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six  contraceptive  applicator*  fulls  of  the  new 
low  pH  powder  is  placed  in  the  diaphragm  plus 
two  to  four  new  low  pH  tablets.  Fig.  5 and  6) 

The  patient  is  taught  how  to  get  her  fingers 
under  the  proximal  lip  of  the  diaphragm  and 
shove  this  part  of  the  diaphragm  down  against 
the  posterior  vaginal  wall,  so  that  she  may  in- 
sert at  home,  two  to  four  new  low  pH  tablets 
in  the  diaphragm  weekly.  (Fig.  7 and  8)  The 
tablets  and  powder  are  best  if  inserted  in  the 
morning  so  that  by  night  they  have  become  soft. 

She  also  places  2 doses  of  the  new  low  pH 
powder  and  1 tablet  under  the  diaphragm  week- 
ly when  she  fills  the  diaphragm  cup. 

She  is  also  taught  how  to  remove  the  dia- 
phragm once  or  twice  monthly,  or  whenever  she 
wishes,  or  if  it  ever  becomes  uncomfortable. 
(Fig.  8)  Most  patients  wear  the  diaphragm 
from  one  to  the  next  menstrual  period.  If  the 
diaphragm  becomes  uncomfortable,  it  indicates 
that  the  diaphragm  is  too  large. 

There  has  been  no  harm  wearing  the  dia- 
phragm even  through  each  menstrual  period 
and  over  a period  of  12  months  if  the  diaphragm 
is  correctly  fitted.  If  a diaphragm  which  is  too 


Fig.  6.  Shows  the  insertion  of  the  new  low  pH  tablets  into 
the  cup  and  under  the  diaphragm  which  has  been  fitted 
in  the  vaginal  canal.  The  physician  inserts  2 to  4 or  even 

5 of  the  new  low  pH  tablets  into  diaphragm  and  1 to  2 

under  the  diaphragm.  The  patient  inserts  2 to  4 of  the 

tablets  in  the  diaphragm  plus  1 to  2 under  the  diaphragm. 

Both  powder  and  tablets  are  inserted  and  instilled  into  the 
cup  and  under  the  diaphragm  as  it  sits  in  the  vaginal  canal. 

It  has  been  found  best  to  instill  the  powder  first  and  then 
insert  the  tablets. 


large  is  inserted,  a pressure  groove  in  the  vaginal 
wall  will  form  and  granulation  tissue  will  form 
which  will,  in  some  cases,  have  to  be  coagulated. 

The  patient  may  remove  the  diaphragm  any- 
time she  wishes,  clean  it,  reinsert  it  and  refill 
it  with  the  new  low  pH  powder  and  2 to  6 
new  low  pH  tablets.  Coitus  is  not  interfered 


Fig.  7.  Shows  a model  of  the  vagina  with  a diaphragm  in  it 
filled  with  the  new  low  pH  powder  and  tablets.  There  is  no 
harm  that  can  be  produced  from  this  new  low  pH  powder  and 
tablets  even  at  its  low  pH  of  1.8  to  2.2. 


Fig.  8.  Shows  a diaphragm  removed  from  the  vagina  after 
being  in  the  vagina  continually  for  3 months.  There  was 
no  harm  produced  from  this  constant  presence  of  this  new  lew 
pH  powder  and  tablets  (in  paste  form  here).  This  patient  used 
too  many  tablets  and  instilled  the  powder  too  often. 

This  procedure  has  been  used  for  over  two  years  without  en- 
countering any  harm  therefrom.  The  vaginal  walls  become 
more  no-mal  in  color  if  they  were  abnormal  in  color  before  this 
treatment  was  started. 
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with  and  so  the  diaphragm  is  worn  during 
coitus. 

ACTION  OF  THE  NEW  LOW  pH  METHOD 

The  anterior  vaginal  wall  and  all  of  the 
cervical  walls  and  up  in  the  cervical  canal  for 
a short  distance  will  become  very  acid,  pH  1.8 
to  2.0,  immediately  ( within  3 minutes ) after  the 
new  low  pH  medication  is  applied.  The  pH 
remains  with  pH  ranges  of  2.0  to  3.5  for  4 to  7 
days.  In  some  cases  the  pH  3.5  has  remained 
for  64  days  with  but  one  filling  of  the  dia- 
phragm with  the  new  low  pH  powder  and 
tablets.  At  these  low  pHs  Trichomonas  vaginalis 
and  all  vaginal  pathogens  are  killed  almost  im- 
mediately. The  Doderlein  bacilli  lives  and  multi- 
plies at  these  low  pHs. 

As  mentioned  before,  incorporated  within  the 
new  low  pH  tablet  and  powder  are  new  vaginal 
adhesives  which  cause  the  medication  to  adhere 
to  the  anterior  vaginal  wall,  all  cervical  walls 
and  especially  cover  over  the  anterior  vaginal 
wall  and  to  the  cervical  external  os.  This  ad- 
hesive causes  the  diaphragm  to  adhere  firmly 
to  the  lateral  and  anterior  vaginal  walls. 

In  those  cases  where  the  Trichomonads  re- 
main up  in  the  cervical  canal  during  the  vaginal 
treatment  period,  this  medication,  at  such  low 
pH,  with  the  spreading  agent,  moves  up  in  the 
cervical  canal  for  certain  distances,  killing  those 
Trichomonads  which  are  in  the  proximal  one- 
fourth  of  the  cervical  canal.  This  author  has  seen 
a Trichomonad  with  the  cervical  gland  removed 
as  a biopsy.  It  has  also  been  shown  many  times 
that  cervical  secretion  upset  and  causes  an  ab- 
normal pH,  or  pHs,  which  are  very  favorable 
for  Trichomonas  Vaginalis  growth. 

In  those  patients  whose;  recurring  Trichomonas 
vaginalis  is  from  the  cervical  canal,  this  treat- 
ment usually  will  destroy  the  Trichomonads 
within  the  cervical  canal  after  the  contraceptive 
has  been  worn  for  at  least  3 months.  In  some 
cases  the  continuous  diaphragm  will  have  to 
be  worn  for  4 to  12  months. 

In  those  patients  in  whom  the  husband  is  in- 
fected with  Trichomonas  vaginalis  and  reinfects 
his  wife  at  coitus,  enough  of  this  medication 
which  spills  over  the  diaphragm  to  produce  a 
vaginal  pH  of  3.0  to  3.5,  which  kills  any  Tri- 


°A  new  vaginal  instillator  of  this  new  low  pH  powder  will 
be  placed  on  the  market  soon  to  replace  the  contraceptive  appli- 
cators which  too  often  fill  up  so  tight  that  the  powder  packs 
in  the  tube.  This  new  instillator  does  not  become  blocked  with 
the  powder. 


chomonads  which  are  ejaculated,  even  if  the 
wife  forgets  to  insert  the  one  tablet  and  powder 
under  the  diaphragm  weekly.  This  prevents  a 
re-infection. 

In  those  patients  whose  reinfection  is  from 
the  bladder,  Skene’s  ducts,  or  elsewhere,  Tri- 
chomonads are  also  destroyed  when  they  reach 
the  perineum  or  the  vaginal  canal.  The  spread- 
ing agent  in  this  new  preparation  causes  this 
new  low  pH  powder  to  extend  for  certain  dis- 
tances up  into  these  glands,  destroying  Tri- 
chomonas Vaginalis.  In  this  manner  the  vaginal 
canal  remains  free  of  Trichomonas  Vaginalis  and 
free  of  itching,  burning  and  leucorrhea. 

CLINICAL  RESULTS 

In  30  out  of  40  old  chronic  and  persistant 
Trichomonas  vaginalis  cases,  the  patient  re- 
mained free  of  Trichomonas  vaginalis  after  she 
had  worn  the  continuous  diaphragm  for  3 
months.  The  recurring  cases  of  itching,  burning 
and  leucorrhea  were  instructed  to  wear  the  con- 
tinuous diaphragm  for  1 to  6 or  more  months. 
This  method  eliminates  the  itching,  burning 
and  leucorrhea  immediately  as  long  as  it  is 
worn.  This  method  can  do  no  harm,  but  can 
give  these  women  relief  from  their  constant 
itching,  burning  and  leucorrhea.  Those  who  are 
really  bothered  with  Trichomonas  vaginalis  will 
be  eager  to  learn  how  to  use  this  method  be- 
cause of  the  relief  obtained. 

THE  TABLET  METHOD 

Those  who  have  not,  can  not,  or  will  not  wear 
the  continuous  diaphragm  filled  with  the  new 
low  pH  powder  and/or  tablets  are  instructed 
to  insert  deep  in  the  vagina  2 to  8 applicator 
fulls  of  the  new  low  pH  powder  and/or  1 
to  2 new  low  pH  tablets  twice  weekly.  This 
medication  is  inserted  in  the  morning  so  that  the 
preparation  will  become  a soft  paste  within  2 
to  3 hours  and  before  night,  so  that  if  coitus 
takes  place,  there  will  be  no  harm  to  the  penis 
and  there  will  be  an  adhering  very  low  pH 
paste  covering  the  cervical  canal  (external  os) 
and  the  vaginal  walls.  This  paste  will  not  adhere 
to  the  penis  and  is  not  messy.  This  procedure 
keeps  the  vaginal  pH  near  3.0  to  3.5. 

By  inserting  this  medication  twice  weekly, 
the  vagina  is  kept  free  of  annoying  Trichomonas 
vaginalis  and  the  patient  will  be  free  of  the 
annoying  itching  and/or  burning. 


108 


Arizona  Medicine 


February,  1959 


CONCLUSIONS  AND  SUMMARY 

New  methods  are  presented  whereby  the  vagi- 
nal pH  can  be  kept  at  a very  low  pH  for  days, 
weeks  and  months  and  years,  thereby  eliminat- 
ing all  Trichomonads  in  the  vagina,  as  well  as 
preventing  recurrences  of  Trichomonas  vagi- 
nalis, Hemophilus  vaginalis,  Candida  albicans 
and  other  bacterial  infections  of  the  vagina.  At 
these  pHs  only  the  Doderlein  bacilli  can  live 
and  multiply.  The  diaphragm  is  worn  during 
coitus,  since  the  diaphragm  does  not  interfer 
with  coitus.  The  powder  and  tablets  are  very 
powerful  contraceptive  and  should  not  be  used 
by  those  desiring  pregnancy  quickly.  There  is  no 
harm  from  these  medications  at  even  such  a low 
pH.  All  medications  in  this  preparation  are  non- 
toxie. 

The  patient  is  fitted  with  a well  fitting  vaginal 
diaphragm,  filled  with  new  low  pH  powder  and/ 
or  tablets  in  the  office  and  the  patient  inserts 
powder  and/or  tablets  twice  weekly  at  home, 


thereafter  for  at  least  3 months,  or  she  in- 
serts 1 to  2 new  low  pH  tablets  and/or  powder 
twice  weekly,  early  in  the  morning. 

By  the  use  of  this  powder,  the  vagina  is  kept 
at  a very  low  pH  of  2.0  to  3.0,  continuously,  a 
pH  which  is  so  low  that  only  the  normal 
Doderlein  bacilli  can  survive.  The  vaginal  canal 
remains  normal  constantly  in  all  its  physiological 
factors. 

Whenever  Trichomonads  are  ejaculated  into 
the  vagina  or  get  into  the  vagina  from  other 
source  or  sources,  they  are  killed  immediately. 

By  the  use  of  this  method  the  chronic  and 
recurring  Trichomonas  infections,  as  well  as  the 
signs  and  symptoms,  are  eliminated. 

The  adhesives  prevent  any  leakage  of  the 
medication  from  the  vagina. 

2614  Crawford 
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MEDICAL  PROBLEMS  OF  MODERN  WARFARE  AND  CIVIL  DISASTER 

12th  Naval  District  Symposium,  June  1958 

INTRODUCTION  TO  THE  PROBLEMS 
by 

Rear  Admiral  B.  W.  Hogan,  MC,  USN 
Surgeon  General  of  the  Navy 


Editor’s  Note  — Arizona  Medicine  has  presented 
and  will  continue  to  present  original  papers  from 
this  symposium.  The  present  discussion  deals 

AdMIRAL  RUSSELL,  Admiral  Greaves,  fellow 
officers  and  distinguished  participants  and 
guests  . . . On  behalf  of  the  surgeon  general  of 
the  navy,  Rear  Adm.  Bartholomew  W.  Hogan, 
I want  to  welcome  you  to  this  symposium  which 
has  convened  to  discuss  the  medical  problems 
of  modern  warfare  and  civil  disaster. 

For  many  generations,  the  medical  profession 
and  the  allied  medical  sciences  have  been  in- 
volved in  the  seemingly  endless  task  of  dealing 
with  man’s  adaptation  to  the  environment  in 
which  he  lives.  In  the  past,  the  environment  has 
consisted  in  the  main  of  natural  forces  such  as 
climate,  food,  water,  shelter,  protective  clothing, 
reproduction  of  the  species  and  a liberal  admix- 
ture of  worship  and  fear.  However,  with  the  ad- 
vent of  industrialization  of  so  many  parts  of  the 
world,  new  forces  in  the  production  of  traumatic 
injury  to  man,  including  the  onslaughts  of  bio- 
logical effects,  have  been  encountered. 

Medical  history  accents  the  remarkable  prog- 
ress that  has  been  made  since  the  turn  of  the 
20th  century  in  the  control  of  communicable 
diseases  which  followed  in  the  wake  of  the  great 
discoveries  of  Louis  Pasteur,  Robert  Koch  and 
so  many  other  notables. 

Hardly  had  the  surface  of  these  problems 
been  scratched  than  the  astounding  discoveries 
of  Pierre  and  Madame  Curie  and  Professor 
Roentgen  pointed  to  a new  force  which  was  to 
have  phenomenal  biological  and  physiological 
implications.  Radiation  energy,  whether  from 
man-made  machines  or  from  nuclear  energy,  was 
destined  to  have  a profound  effect,  not  only  on 
the  lives  of  men,  but  on  all  mankind  and  his  en- 
vironment as  well. 

The  initial  interest  in  the  new  force  was  di- 
rected more  to  its  development  in  the  diagnosis 
and  treatment  of  diseases.  However,  the  discov- 
ery by  Rutherford,  in  1919,  that  the  structure  of 


with  specific  military  plans,  and  is  published  in 
the  hope  it  will  stimulate  adequate  planning  for 
the  civilian  population. 

matter  could  be  changed  by  bombarding  the  ele- 
mental atomic  nucleus  with  alpha  particles  from 
a radium  source  gave  great  impetus  to  the  prob- 
lem we  are  facing  today  in  this  atomic  and  ther- 
monuclear age. 

The  almost  concurrent  development  by  Cock- 
loft and  Warton  in  England,  and  Lawrence  in 
the  United  States,  of  devices  for  producing  rela- 
tively large  quantities  of  high  energy  particles 
for  the  transmutationof  matter  was  followed  on 
Dec.  2,  1942  by  Fermi  and  his  co-workers  who 
produced  the  first  self-sustained  nuclear  chain 
reaction  by  employing  a highly  fissionable  ma- 
terial. Just  a few  years  later,  this  nuclear  reactor 
became  a weapon  of  war,  and  the  terrific  ener- 
gies produced  were  added  to  man’s  environ- 
ment. W e were  truly  projected,  if  not  catapulted 
into  the  Atomic  Age.  With  the  manufacture  of 
this  weapon  in  sufficient  quantities  to  produce 
a devastating  effect  in  man’s  environment,  the 
medical  profession  and  allied  science  specialists 
of  the  world  were  charged  with  the  responsibil- 
ity of  developing  accurate  knowledge  of  the  bio- 
logical and  kinetic  effects  of  this  energy,  and  of 
assisting  in  plans,  logistics  and  training  programs 
for  the  care  of  staggering  numbers  of  human 
casualties  which  could  be  expected  in  the  event 
of  an  atomic  or  thermonuclear  attack.  Thus 
there  began  a scientific  team-effort  which  is  un- 
paralleled in  history. 

Concerted  Action 

Not  only  was  the  military  interested  in  this 
colossal  problem  and  challenge,  but  the  term, 
“civil  defense,”  became  a by-word,  as  non-com- 
batants are  no  longer  immune  to  the  devastating 
effects  of  these  nuclear  weapons. 

The  collective  efforts  of  highly  qualified  and 
carefully  selected  scientists  in  the  field  of  nuclear 
research  have  been  channeled  through  top-level 


110 


Arizona  Medicine 


February,  1959 


committees  of  the  nation  for  evaluation  and  co- 
ordination of  the  total  effort.  Of  these,  it  might 
be  well  to  mention  at  this  time:  (1)  The  Divi- 
sion of  Biology  and  Medicine  of  the  United 
States  Atomic  Energy  Commission.  (2)  The 
Committee  on  Genetic  and  Somatic  Effects  of 
the  National  Academy  of  Sciences  of  the  Na- 
tional Research  Council.  (3)  The  National  Com- 
mittee on  Radiation  Protection,  centered  at  the 
National  Bureau  of  Standards,  Washington, 
D.  C. 

These  are  only  some  of  the  highly  important 
areas  of  concerted  action  in  this  field  which  is 
so  important  to  individual  and  national  survival. 

As  might  be  expected,  the  knowledge  that  is 
accumulating  on  the  overall  problems  of  radia- 
tion (through  the  efforts  of  individual  scientists, 
laboratories,  agencies  and  committees ) is  be- 
coming very  extensive  indeed.  Consequently,  it 
is  the  main  purpose  of  this  symposium  to  present 
for  your  consideration  the  most  pertinent  and 
timely  aspects  of  progress  to  date.  I am  sure  that 
the  information  about  to  be  passed  on  to  you  has 
been  weighed  quite  carefully  in  terms  of  its  po- 
tential value  to  the  role  you  shall  be  called  upon 
to  play  in  the  future  of  our  country.  To  be  ef- 
fective, the  usable  knowledge  of  the  effects  of 
special  or  non-conventional  weapons  upon  the 
human  race,  cannot  be  kept  locked  in  labora- 
tories, agencies  or  committees,  but,  must  be 
given  the  widest  possible  dissemination  com- 
mensurate with  the  national  welfare  and  se- 
curity. 

Recent  developments  in  ABC  or  thermonu- 
clear, biological  and  chemical  warfare,  the  use 
of  nuclear  power,  and  radioactive  isotopes  have 
accentuated  the  problems  in  medical  defense 
and  radiation  protection,  and  in  certain  instances 
have  created  new  ones.  The  Special  Weapons 
Defense  Division  of  the  Bureau  of  Medicine  and 
Surgery  has  the  responsibility  for  recommending 
policy  and  for  furnishing  guidance  concerning 
these  problems  to  the  surgeon  general  and  thus 
to  the  medical  department  at  large. 

It  is  my  desire  to  utilize  the  opportunity  af- 
forded by  this  symposium  to  comment  upon  re- 
cent thinking  and  concepts  in  ABC  warfare  de- 
fense and  radiation  protection.  In  the  presenta- 
tions that  follow  mine,  I am  sure  you  will  obtain 
a first  hand  account  of  the  medical  problems  as 
they  exist  in  the  shore  establishments  and  fleets, 


and  it  is  felt  that  the  benefits  will  be  mutual  for 
our  military  and  civilian  groups  alike. 

One  of  the  most  difficult  aspects  of  planning 
for  ABC  warfare  medical  defense  and  radiation 
protection  is  a delineation  of  responsibilities  of 
the  medical  department.  This,  of  necessity,  re- 
quires a thorough  knowledge  of  the  medical  as- 
pects of  the  problems  in  relation  to  the  over-all 
problems. 

First,  I shall  discuss  briefly  ABC  warfare  medi- 
cal defense  and  then  review  some  of  the  newer 
facets  of  radiation  protection.  Medical  defense 
against  ABC  weapons  will  be  discussed  in  its 
relations  to  passive  defense,  since  this  is  essen- 
tially a wartime  problem  for  which  we  must 
prepare  prior  to  hostilties.  Radiation  protection 
is  with  us  at  all  times  and  demands  an  ever- 
increasing  interest,  especially  as  the  navy,  and 
civilian  industry  increase  the  use  of  nuclear 
power. 

ABC  Warfare  Defense 

ABC  warfare  defense  cannot  be  discussed 
without  looking  into  the  broader  field  of  passive 
defense  of  which  it  is  a part.  In  this  regard, 
OPNAV  INSTRUCTION  3440.4  (formerly 
OPNAV  INSTRUCTION  3300.2  of  Sept.  30, 
1952)  lays  down  the  broad  responsibilities  in 
ABC  warfare  defense  of  the  various  bureaus  of 
the  navy  department  as  well  as  those  of  the  sub- 
ordinate commands.  It  is  important  to  note  that 
passive  defense  includes  defense  against  all 
methods  of  warfare,  not  merely  against  atomic, 
biological,  and  chemical.  The  responsibility 
areas  of  the  Bureau  of  Medicine  and  Surgery,  as 
outlined  in  OPNAV  INSTRUCTION  3440.3,  are 
as  follows: 

1.  Develop  procedures,  and  develop,  procure, 
and  distribute  equipment  and  materials  for  the 
treatment  of  mass  casualties  resulting  from 
atomic  biological  and  chemical  warfare  attacks. 

2.  Advise  agencies  responsible  for  the  pro- 
vision of  protection,  decontamination,  and  de- 
tection devices  as  to  medical  aspects  involved  in 
their  operation  or  development. 

3.  Develop  techniques,  and  develop,  procure, 
and  distribute  devices  for  the  rapid  identifica- 
tion of  biological  warfare  agents. 

4.  Investigate  and  develop  means  of  increas- 
ing the  resistance  of  individuals  to  the  effects 
of  atomic,  biological,  and  chemical  warfare 
agents. 
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5.  Establish  tolerance  and  regulations  for 
radiation  and  provide  information  on  physio- 
logical effects  of  exceeding  such  tolerances  by 
varying  amounts. 

6.  Train  medical  and  paramedical  personnel, 
as  required,  to  develop  adequate  atomic,  bio- 
logical, and  chemical  warfare  defense  concepts 
and  realistic  techniques. 

7.  Indoctrination  of  all  hands  in  the  elements 
of  “buddy  aid,”  self  aid  and  first  aid. 

OPNAV  INSTRUCTION  3440.6  of  May  26, 
1955,  the  United  States  Navy  Passive  Defense 
Manual,  outlines  defense  planning  responsibili- 
ties, organization,  general  concepts  of  passive 
defense  operations,  relation  to  civil  defense,  the 
make-up  and  function  of  standard  passive  de- 
fense teams,  and  a compilation  of  laws,  execu- 
tive orders,  and  regulations  pertaining  to  do- 
mestic emergencies,  passive  defense,  civil  de- 
fense, and  related  problems. 

The  above  instructions  indicate  the  areas  of 
management,  technical,  and  operational  respon- 
sibilities which  must  be  considered  in  the  prepa- 
ration and  implementation  of  local  passive  de- 
fense bills.  To  assist  in  preparation,  and  inter- 
pretation of  the  instructions  by  the  Special 
Weapons  Defense  Division  of  the  Bureau  of 
Medicine  and  Surgery,  progress  has  been  made 
with  regard  to  a delineation  of  the  medical  de- 
partment’s technical  and  operational  responsi- 
bilities within  the  over-all  passive  defense  or- 
ganization. The  primary  responsibilities  of  the 
medical  department  which  are  involved  in  this 
delineation  are  as  follows: 

1.  Advisory,  2.  Prophylaxis  and  therapy  (pro- 
phylaxis mainly  applicable  to  biological  war- 
fare defense),  3.  Instruction  in  self  aid  and  first 
aid  — which  has  been  standardized  on  a navy- 
wide basis  and  will  be  referred  to  later.  ( Mainly 
applicable  to  atomic  warfare  and  chemical  war- 
fare), 4.  Mass  casualty  handling  and  evacua- 
tion, 5.  Epidemiological  countermeasures  in 
biological  warfare,  including  epidemic  intelli- 
gence in  recognition  of  a biological  warfare 
attack,  6.  Training  of  medical  and  paramedical 
personnel.  7.  Indoctrination  of  all  personnel  in 
the  medical  aspects  of  ABC  warfare,  8.  Decon- 
tamination of  actual  casualties  ( not  of  other  per- 
sonnel), 9.  Detection  of  ABC  contamination  in 
certification  of  food  and  water  for  consumption 
(not  in  the  general  environment),  10.  Identifica- 


tion of  biological  warfare  agents,  and  11.  Re- 
cording and  accountability  for  personnel  ex- 
posed to  ionizing  radiation. 

There  is  little  question  regarding  delineation 
of  responsibility  insofar  as  the  first  seven  items 
are  concerned;  most  of  the  confusion  that  has 
arisen,  and  still  exists  occasionally,  arises  from  a 
misunderstanding  of  items  8 through  11. 

Responsibilities 

The  responsibilities  of  the  medical  department 
in  various  situations  will  therefore  be  considered; 
first,  the  duties  of  the  medical  department  in  a 
nonmedical  command,  such  as  ship  or  station. 
The  pre-attack  duties  logically  come  first  and 
among  these,  in  addition  to  advisory  functions, 
are  planning,  indoctrination  of  all  hands  in  the 
medical  aspects  of  atomic,  biological,  and  chemi- 
cal warfare  defense,  prophylactic  procedures  in 
prevention  of  biological  warfare  casualties,  and 
thorough  teaching  of  first  aid,  self  aid  and 
“buddy  aid”  to  all  personnel.  These  pre-attack 
duties  are  closely  tied  together.  Planning  means, 
in  part,  preparing  a medical  annex  to  the  passive 
defense  bill  of  the  ship  or  station.  The  medical 
officer  needs  adequate  training  if  he  is  to  fulfill 
his  duties  in  ABC  warfare  defense.  The  courses 
now  given  in  this  subject  at  the  Naval  Schools 
Command,  Treasure  Island,  Calif.,  and  other 
naval  and  and  army  facilities  are  stressing  plan- 
ning concepts  that  will  be  helpful  at  all  opera- 
tional levels.  They  will  be  enumerated  later. 

Among  the  clearly  delineated  post-attack 
duties  of  the  medical  department  are:  Triage, 
(or  sorting  of  casualties);  treatment  of  casual- 
ties, including  post-exposure  prophylactic  pro- 
cedures; decontamination  of  casualties,  (but  not 
to  decontaminate  non-casualties);  advisory  ca- 
pacity function  concerning  decontamination  of 
non-casualties  and  water  and  food  supply  con- 
trol; the  evaluation  of  potential  casualties,  such 
as  asymptomatic  radiation  exposures,  biological 
warfare  exposures,  if  known,  and  personnel  ex- 
posed to  war  gases  having  a latent  period. 

Post-attack  duties  include  several  functions 
which  need  clarification.  The  decontamination 
of  personnel,  with  the  exception  of  actual  casual- 
ties, is  not  the  responsibility  of  the  medical  de- 
partment. Sample  bills  that  have  come  to  our 
attention  have  shown  that  there  is  a widespread 
misconception  that  decontamination,  in  general, 
is  a primary  duty  of  the  medical  department. 
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One  bill  that  was  seen  had  the  entire  medical 
department  leaving  the  sick  bay  and  battle  dress- 
ing stations  to  go  to  the  decontamination  sta- 
tions when  general  quarters  sounded.  Actually, 
the  only  decontamination  that  is  the  responsibil- 
ity of  the  medical  department  is  the  decontami- 
nation of  casualties,  and  this  for  the  obvious 
reason  that  a sever lv  wounded  man  must  come 
to  the  medical  department  for  treatment  as  soon 
as  possible.  Decontamination,  in  general,  of 
personnel  as  well  as  of  material,  is  the  responsi- 
bility of  the  damage  control  department  on  ship- 
board, and  the  responsibility  of  similar  non- 
medical personnel  ashore.  The  rationale  for  not 
assigning  this  responsibility  to  the  medical  de- 
partment is  that  the  medical  department,  at 
the  time  of  enemy  attack,  will  be  overloaded 
with  purely  medical  duties  and  must  not  be 
saddled  with  additional  responsibilities. 

Another  duty  about  which  confusion  appears 
to  exist  in  regard  to  responsibility  is  in  the  detec- 
tion and  identification  of  biological  warfare 
agents.  Consistent  with  their  responsibilities,  the 
development  of  physical  devices  for  rapid  de- 
tection of  biological  warfare  agents  is  the  re- 
sponsibility of  the  Bureau  of  Ships  afloat,  and 
the  Bureau  of  Yards  and  Docks  ashore.  These 
devices  are  intended  to  reveal  the  presence  of 
viable,  airborne,  pathogenic  agents,  and  their 
use  is  regarded  as  a warning  procedure.  Their 
continued  development  and  operation  will  be 
the  responsibility  of  nonmedical  personnel,  as 
are  other  types  of  warning  devices.  Biological 
methods  of  detection  and  identification  are  the 
responsibility  of  the  medical  department.  It  is 
planned,  however,  that  the  collection  of  non- 
clinical  samples  for  identification  shall  be  ac- 
complished by  nonmedical  personnel.  Sampling 
devices  for  collecting  pathogenic  organisms  and 
agents  from  the  air,  water  or  surfaces  for  iden- 
tification by  bacteriological,  serological  and 
other  technics  are  quite  far  along.  These  de- 
vices, suffice  it  to  say,  are  readily  adaptable  also 
for  training  of  medical  department  personnel  in 
this  area. 

Since  the  strictly  biological  identification  pro- 
cedures are  a clear-cut  responsibility  of  medical 
department  personnel,  the  operation  of  sampling 
devices,  both  present  and  future  should  be  at 
least  under  the  advisory  supervision,  but  not 
necessarily  control,  of  the  medical  department. 

Detection  of  ABC  contamination  of  food  and 


water,  and  identification  of  the  BW  and  CW 
agents  therein,  are  medical  department  respon- 
sibilities in  which  sampling  may  of  necessity 
have  to  be  done  by  nonmedical  personnel  under 
general  medical  supervision,  because  of  the 
press  of  other  duties.  Identification  of  the  BW 
agents,  because  of  the  techniques  involved,  can 
only  be  done  by  medical  personnel,  and  the  final 
certification  of  the  safety  of  the  food  and  water 
can  only  be  made  by  the  medical  department. 
Treatment  of  water  and  food  to  make  them  safe 
for  consumption  is  not  a medical  department  re- 
sponsibility, but  close  collaboration  with  medi- 
cal personnel  will  be  necessary  in  order  to  obtain 
medical  department  certification. 

In  regard  to  the  responsibilities  of  the  medical 
department  in  strictly  medical  commands,  the 
duties  are  similar  to  those  listed  above,  but 
with  the  added  responsibility  for  the  entire  pas- 
sive defense  operations  of  the  command.  Hence, 
I believe  that  it  cannot  be  too  strongly  empha- 
sized that  our  medical  and  paramedical  counter- 
parts in  the  civilian  passive  defense  organiza- 
tions of  the  United  States  should  make  it  quite 
clear  to  non-medical  officials  of  these  organiza- 
tions that  more  suitable  arrangements  and  train- 
ing be  developed  to  require  that  non-medical 
organized  groups  (e.g.  police  forces,  school 
teachers,  firemen,  fraternal  groups,  air  wardens, 
etc. ) assume  a major  share  of  these  responsibili- 
ties — for  the  sake  of  enabling  medical  personnel 
to  have  more  freedom  to  take  care  of  mass 
casualty  situations. 

Radiation  Protection 

The  National  Academy  of  Sciences  and  the 
National  Research  Council  in  June  1956  pub- 
lished a report  on  the  findings  and  recommenda- 
tions of  several  committees  established  to  carry 
on  a continuing  study  of  the  biological  effects 
of  nuclear  radiation.  One  of  the  committees  thus 
established  deals  with  the  effects  of  radiation 
on  genetics. 

A summary  of  this  report  states  that  any 
radiation  dose,  however  small,  can  induce  some 
mutations,  and  practically  all  radiation-induced 
mutation  which  has  an  effect  large  enough  to 
be  detected  is  considered  harmful.  Futher,  we 
have  a sizeable  natural  radiation  background, 
probably  3-5  r in  a lifetime. 

However,  additional  sources  of  radiation  ex- 
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posure  encountered  in  radiology,  radioisotope, 
diagnosis  and  therapy,  special  weapons  testing, 
and  the  increasing  use  of  nuclear  power,  and 
industrial  and  reseach  applications  of  radio- 
isotopes and  nuclear  science  must  make  phy- 
sicians everywhere  aware  of  the  increased 
dangers. 

Based  on  these  findings,  the  committee  has 
reported  that  the  general  public  of  the  United 
States  should  be  protected,  by  whatever  controls 
may  prove  necessary,  from  receiving  a total  re- 
productive lifetime  dose  (conception  to  age  30) 
of  more  than  10  roentgens  of  man-made  radia- 
tion to  the  reproductive  cells.  Of  this  reasonable 
(not  harmless,  mind  you,  but  reasonable)  quota 
of  10  roentgens  over  and  beyond  the  inevitable 
background  of  radiation  from  natural  causes, 
we  are  now  using  on  the  average  some  3 to  4 
roentgens  per  person  for  medical  x-rays.  This  is 
roughly  the  same  as  the  unavoidable  dose  re- 
ceived from  background  radiation. 

Thus  far,  only  minor  medical  problems  have 
been  encountered  in  the  use  of  nuclear  power 
for  submarines,  due  largely  to  the  intensive  spe- 
cialized training  and  constant  vigilance  of  the 
medical  officers  assigned  to  that  program.  As 
the  U.  S.  naval  nuclear  propulsion  program  is 
extended,  we  should  except  there  will  be  many 
medical  problems  to  solve,  especially  if  aircraft, 
surface  ships,  and  the  various  types  of  guided 
missiles  become  so  powered. 

The  advent  of  the  atomic  and  thermonuclear- 
type  weapons  has  necessitated  many  changes  in 
the  concept  of  modern  warfare.  If  the  medical 
department  is  to  assume  its  traditional  role  in 
the  next  conflict,  we  must  prepare  now  to  render 
service  in  the  face  of  weapons  of  far  greater 
destructive  power  than  was  exhibited  by  the 
bombs  which  fell  on  Hiroshima  and  Nagasaki. 
Very  little  imagination  is  needed  to  transpose 
such  a scene  to  any  United  States  military  or 
naval  base. 

The  attack  will  not  come  on  a predetermined 
D-day  — rather,  it  will  be  at  the  enemy’s  con- 
venience. There  will  be  no  time  to  mobilize  or 
formulate  plans  during  the  initial  attack  and, 
since  the  targets  of  these  weapons  are  expected 
to  sustain  large  numbers  of  casualties,  the  role 
of  the  medical  department  will  be  more  im- 
portant than  ever.  Germany’s  experience  during 
World  War  II  emphasized  the  fact  that  medical 


services  must  play  a primary  role  in  the  initial 
phase  of  any  recovery  plan,  for  morale  purposes 
if  for  no  other  reason. 

It  will  never  be  economically  feasible  to  fur- 
nish each  medical  activity  with  medical  comple- 
ment capable  of  providing  adequate  medical 
care  to  that  activity  in  the  event  of  nuclear 
weapons  attack.  Even  if  it  were  feasible  to 
provide  such  service,  there  is  a very  good  chance 
that  the  medical  personnel  would  be  rendered 
ineffective  by  the  attack.  It  is  assumed,  there- 
fore, that  should  the  enemy  use  thermonuclear 
weapons,  medical  care  of  casualties  must  be 
rendered  by  sources  outside  the  target  area. 

Example  of  Hiroshima 

Let  us  view  the  situation  that  existed  at  Hiro- 
shima. Of  more  than  200  doctors  at  Hiroshima 
before  the  attack,  over  90  per  cent  were  casual- 
ties and  only  about  30  physicians  were  able  to 
perform  their  normal  duties  as  late  as  a month 
after  the  raid.  Out  of  over  1,700  nurses,  more 
than  1,600  were  killed  or  injured.  Many  stocks 
of  supplies  were  destroyed,  and  only  three  out 
of  a total  of  45  hospitals  were  usable.  With  such 
elimination  of  facilities  and  personnel,  the  lack 
of  care  and  rescue  activities  at  the  time  of  the 
disaster  is  understandable. 

This,  then,  is  an  example  of  what  could  occur. 
By  knowing  what  we  can  do  and  how  to  do 
it  in  an  atomic  disaster,  we  — even  as  individuals 
— can  do  our  part  in  minimizing  the  terrible 
effects.  On  a personal  basis,  we  should  know 
what  to  do  to  protect  ourselves  and  our  immedi- 
ate family  or  group.  Pre-attack  preparations, 
supplies  and  shelter  should  be  considered.  As 
members  of  the  medical  department,  we  need 
the  specialized  type  of  knowledge  to  fulfill  our 
responsibilities  as  physicians,  dentists  and  nurses. 
Part  of  our  job  will  be  to  prepare  ourselves  to 
care  for  the  sick  and  injured  under  the  most 
trying  circumstances.  We  have  all  at  one  time 
or  another  done  the  most  we  could  for  the 
greatest  number  of  sick  or  injured.  However, 
with  mass  casualties  this  philosophy  may  break 
down,  and  we  will  be  forced  to  exercise  selective 
judgment  as  to  what  to  do,  when  to  do  it,  and 
to  whom  it  may  apply.  Each  will  be  guided  by 
his  own  conscience,  training  and  experience. 

One  of  the  biggest  jobs  for  the  military  medi- 
cal officers  will  be  that  of  training  — not  only 
our  own  medical  department  personnel,  but  all 
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hands  — in  the  elements  of  medical  care  with 
the  greatest  emphasis  on  self  aid  and  first  aid. 
Many  responsibilities  we  will  be  forced  to  dele- 
gate to  non-medical  personnel!  They  will  do  the 
mass  of  the  work  with  the  representative  medical 
officers  acting  as  roving  leaders. 

Recognizing  the  importance  of  ABC  defense 
training  programs,  the  Bureau  of  Medicine  and 
Surgery  in  1948  directed  the  Naval  Medical 
School  of  the  National  Naval  Medical  Center, 
Bethesda,  Md.  to  prepare  a five-day  course  in 
the  medical  aspects  of  special  weapons.  This 
course  was  enthusiastically  received  and  has 
been  repeated  from  one  to  four  times  each  year. 
In  1953  the  course  was  extended  to  two  weeks. 
Approximately  3,000  army,  navy  and  air  force 
officers,  both  reserve  and  regular,  have  com- 
pleted this  special  training.  The  present  course 
is  an  intensive  review  of  the  medical  problems 
associated  with  nuclear,  biological  and  chemi- 
cal warfare  — it  includes  an  introduction  to 
nuclear  physics,  weapons  systems,  the  problems 
of  space  medicine,  the  management  of  mass 
casualties,  civil  defense  and  military  stress  pat- 
terns. The  March  1958  presentation  re-empha- 
sized  the  employment  and  capabilities  of  strictly 
conventional  weapons. 

For  several  years,  medical  officers  have  par- 
ticipated in  the  Line  Atomic,  Biological  and 
Chemical  Defense  Course  at  Treasure  Island, 
San  Francisco.  In  January  of  this  year,  a four 
weeks’  course  in  ABC  warfare  defense  was  or- 
ganized for  medical  officers  and  will  be  given 
twice  each  year.  Special  weapons  orientation 
courses  are  also  available  at  Norfolk,  Va.;  San 
Diego,  Calif.,  and  Sandia,  N.  M.  A Weapons 
Effects  Course  is  also  available  at  the  Sandia 
base.  A five-day  symposium  on  atomic  weapons 
for  200  medical  department  officers  was  given 
in  1957  and  repeated  in  1958  at  Sandia.  This 
was  sponsored  by  the  air  force  — under  army 
supervision. 

Fort  Detrick,  Md.,  is  the  center  for  biological 
warfare  training  and  medical  department  of- 
ficers are  assigned  to  the  research  program.  In 
chemical  warfare  training  programs,  medical 
service  corps  officers  are  on  the  teaching  staff 
at  Fort  McClelland,  Philadelphia,  and  Treasure 
Island. 

The  Bureau  of  Medicine  and  Surgery  has  regu- 
larly filled  the  available  billets  in  the  one  week 


Walter  Reed  Army  Medical  Center  and  Brooks 
Army  Medical  Center  courses  in  the  “Manage- 
ment of  Mass  Casualties.”  A total  of  34  senior 
naval  medical  officers  have  completed  these 
army  courses  this  year. 

Admiral  Greaves,  district  medical  officer  of 
the  12th  naval  district,  has  sponsored  previous 
seminars  on  special  weapons  for  all  medical 
department  officers  in  the  San  Francisco  area, 
such  as  is  being  held  here  today. 

Additional  Training 

Atomic  propulsion  has  created  a priority  re- 
quirement for  nuclear  trained  submarine  medical 
officers.  These  officers  receive  basic  submarine 
medical  training  over  a period  of  six  months. 
They  are  then  ordered  to  a submarine  squadron 
for  six  months’  operational  experience;  next  they 
are  assigned  to  the  University  of  Rochester  for 
an  academic  year  of  training  in  radiobiology, 
leading  to  a Master  of  Science  degree.  Subse- 
quently each  officer  is  ordered  to  a reactor  site 
at  Arco,  Idaho  for  engineering  indoctrination 
for  periods  varying  from  three  months  to  one 
year. 

These  officers  are  then  ordered  to  their  re- 
spective nuclear  powered  submarines  prior  to 
the  installation  of  the  reactor  core.  As  you  know, 
all  of  our  future  submarines  will  be  reactor 
powered:  three  are  in  operation,  four  are  under 
construction;  12  have  been  authorized.  The  re- 
actors of  these  submarines,  although  of  the 
same  general  design,  differ  in  their  engineering 
characteristics.  For  this  reason  a medical  ex- 
perience with  one  nuclear  powered  submarine 
is  not  necessarily  applicable  to  other  reactor 
installations.  It  is  anticipated  that  similarly 
trained  medical  officers  will  be  assigned  to  re- 
actor-powered surface  ships. 

In  September  1958  the  naval  medical  school 
initiated  a course  for  nurse  corps  officers  in 
clinical  isotope  techniques  with  emphasis  on 
the  nursing  care  of  patients  under  study  with 
isotopes  and  the  management  of  nuclear  casual- 
ties. It  is  the  intention  of  the  bureau  to  train 
a sufficient  number  of  nurse  corps  officers  to 
permit  assignment  of  one  graduate  to  each  of 
the  larger  naval  hospitals. 

Correspondence  courses  prepared  and  ad- 
ministered by  the  naval  medical  school  are 
available  to  regular  and  reserve  officers  of  the 
three  services.  Courses  in  atomic  medicine,  and 
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the  treatment  of  chemical  warfare  casualties 
are  extremely  popular.  New  courses  in  radio- 
isotope techniques  ...  in  atomic,  biological 
and  chemical  defense  . . . and  the  management 
of  mass  casualties  have  been  prepared.  A total 
of  503  officers  have  completed  the  atomic  medi- 
cine course  and  may  be  presumed  to  have  an 
intimate  knowledge  of  Admiral  Behren’s  text. 
As  of  April  30,  we  had  378  officers  enrolled  in 
the  atomic  medicine  course  — of  this  number, 
175  are  U.  S.  Public  Health  Service  officers. 

For  the  training  of  medical  support  personnel, 
the  naval  medical  school  publishes  a variety 
of  manuals  designed  as  laboratory  and  field 
guides.  Within  the  past  two  years,  three  new 
manuals  have  been  prepared  and  four  com- 
pletely revised.  A new  x-ray  manual  is  in  press, 
and  a new  radioactive  isotope  therapy  tech- 
nicians’ manual  has  been  completed.  It  is  the 
policy  of  the  naval  medical  school  to  make  these 
manuals  available  without  cost  to  the  military 
services,  the  public  health  service,  civilian  phy- 
sicians, medical  students,  and  technicians. 

In  December  1957,  the  secretary  of  the  navy 
directed  that  the  teaching  of  self  help  and  first 
aid  be  “augmented,  modernized  and  standard- 
ized” on  a navy- wide  basis.  This  navy -wide  train- 
ing program  is  based  on  the  philosophy  that 
first  things  come  first  — training  is  first  at  every 
level  and  for  an  effective  passive  defense  plan 
— first  aid  and  self  help  training  is  unquestion- 
ably first. 

Reserve  Officers  Have  Vital  Role 

The  navy  medical  department,  in  common 
with  the  medical  services  of  the  army  and  the 
air  force,  recognizes  its  debt  to  its  reserve  medi- 
cal officers.  World  War  II  and  the  Korean  con- 
flict brought  many  back  to  active  duty  where 
their  skills  in  the  various  specialties  contributed 
immeasurably  to  the  fine  record  made  in  con- 
serving life  and  health  in  the  armed  forces.  The 
excellent  way  in  which  they  performed,  their 


fine  devotion  to  duty  and  to  humanity  in  gen- 
eral will  always  be  a lasting  tribute  to  military 
medicine,  to  the  nation  and  to  themselves. 

You  may  be  assured  that  the  importance  of 
the  reserve  medical  officer  is  fully  recognized 
and  is  no  less  so  now  than  it  has  been  in  the 
past.  As  a matter  of  fact,  the  need  for  the  re- 
serve has  perhaps  never  been  greater  than  it 
is  right  now  because  of  the  part  they  will  be 
called  upon  to  play  if  nuclear  warfare  is  ever 
loosed  upon  the  world. 

Yearly  the  race  for  weapons  supremacy  pro- 
ceeds unabated.  The  weapons  are  designed  for 
total  warfare,  the  characteristics  of  which  have 
never  been  experienced  and  can  only  be  im- 
agined. Survival  will  become  of  primary  im- 
portance — not  only  national  survival,  but  racial 
survival.  We  plan  to  survive  in  this  country, 
and  to  do  that  we  must  have  medical  pre-plan- 
ning. That  is  why  the  reserve  medical  officers 
are  more  important  now  than  ever  before.  Their 
training  in  organization,  logistics  and  combat 
experience  will  be  invaluable  qualifications. 

I urge  all  of  you  who  belong  to  organized 
units  to  take  an  active  part  in  the  medical  pre- 
paredness planning  for  disaster  in  your  com- 
munities. Reserve  units  so  engaged  have  effected 
excellent  liaison  with  all  armed  forces  within 
their  areas  and  thus  have  added  to  the  strength 
and  security  of  planning  which  we  must  have 
between  civilian  and  armed  forces  to  effect  an 
adequate  disaster  program  for  our  nation. 

I would  point  out  the  more  tangible  needs  for 
the  reserve  medical  officer,  and  that  is  in  medi- 
cal disaster  planning  for  local  disasters  in  your 
community.  The  Bureau  of  Medicine  and  Sur- 
gery is  cognizant  of  the  capacity.  I urge  you 
who  have  not  participated,  to  enter  this  field 
of  community  service  for  which  the  armed  forces 
have  prepared  you.  In  this  way  you  can  forge 
another  link  to  the  chain  that  affects  the  de- 
fense and  security  of  the  nation. 


i LABORATORIES,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


118 


Arizona  Medicine 


February,  1959 


£sditorial  tSection 


ARIZONA  MEDICINE 

Journal  of 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 


VOL.  16 


FEBRUARY,  1959 


NO.  2 


Darwin  W.  Neubauer,  M.D Editor,  Tucson 

Louis  G.  Jekel,  M.D Assistant  Editor,  Phoenix 


EDITORIAL  BOARD 


Andre  J.  Bruwer,  M.D 

Michael  Carreras.  M.D 

Med. 

Soe.  U.S.  & Mexico 

R.  Lee  Foster,  M.D. 

William  li.  Oatway,  Jr.  M.D 

Clarence  L.  Robbins,  M.D 

Leslie  B.  Smith,  M.D 

Elmer  E.  Yoeman,  M.D 

ASSOCIATE 

EDITORS 

C.  Thomas  Read,  M.D 

Charles  W.  Elkins,  M.D 

Paul  L.  Singer,  M.D 

Roger  F.  White,  M.D 

Gerd  Schloss,  M.D 

Robert  Lacoek,  M.D 

Donald  N.  McLeod,  M.D 

Alvin  L.  Swenson,  M.D 

William  B.  McGrath,  M.D 

L.  D.  Sprague,  M.D 

. Medical  Economics 

REPORTERS 

Jesse  D.  Hamer,  M.D. . American  Medical  Assoc,  and  Legislation 
Walter  T.  Hileman,  M.D.,.  .House  of  Delegates  and  Council  Action 

W.  R.  Manning,  M.D Annual  Meetings 

Mrs.  Juan  Fonseca  Women’s  Auxiliary 

Howell  S.  Randolph,  M.D Historical 

Nelson  C.  Bledsoe,  M.  D Historical 

COMMITTEE  ON  PUBLISHING 

Darwin  W.  Neubauer,  M.D.,  Chairman Tucson 

R.  Lee  Foster,  M.D Phoenix 

Frederick  W.  Knight,  M.D Safford 

C.  L.  Robbins,  M.D Tucson 

ADVERTISING  AND  SUBSCRIPTION  OFFICES 
J.  N.  McMEEKIN,  Publisher  and  Business  Manager, 

801  N.  1st  Street,  Phoenix,  Arizona 
Eastern  Representative 
A.  J.  JACKSON,  President 
State  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 


CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific- 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


COMMITTEE  CHAIRMEN  PLEASE 
I NOTE 

I N THE  future,  Arizona  Medicine  will  attempt 
to  cover  the  action  of  the  various  boards  and 
committees  as  submitted  to  the  governing  coun- 
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We  strongly  urge  the  chairmen  of  the  various 
committees  to  promptly  submit  their  reports  so 
that  the  membership  may  be  fully  cognizant  of 
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M.D.  SHORTAGE  AHEAD? 

Reprinted  from  The  AMA  News  Nov.  3,  1958 

UCH  HAS  been  said  and  written  in  recent 
months  about  whether  America’s  present  medi- 
cal schools,  and  those  planned,  can  train  enough 
physicians  to  care  for  a rapidly  growing  popula- 
tion. 

While  medical  leaders  seemingly  agree  that 
continued  population  growth  with  its  accompa- 
nying social  and  economic  changes  will  bring 
about  a need  for  more  physicians,  there  is  dis- 
agreement on  how  many  will  be  needed. 

It  so  happens  that  for  years  the  physician-to- 
population  ratio  in  the  U.S.  has  been  about  130 
physicians  for  each  100,000  people.  And  many 
of  the  current  projections  which  call  for  unusu- 
ally high  future  needs  of  medical  personnel  have 
been  based  on  this  ratio. 

But  medicine  is  a dynamic  profession,  not  a 
static  one.  Ratios  of  yesterday  have  no  more 
meaning  today  in  medicine  than  in  other  fields. 
Take  wheat  farming  for  example.  The  number 
of  wheat  farmers  in  America  has  dropped  greatly 
in  the  last  decade  despite  a growing  population. 
Yet  the  quality  of  wheat  has  improved  and  the 
quantity  produced  has  increased. 

Another  reason  the  number  of  physicians  vs. 
the  number  of  people  has  little  meaning  is  that 
while  the  number  of  doctors  has  increased  from 
197,605  to  226,625  in  the  past  decade,  there  has 
been  a decline  in  the  proportion  engaged  in 
active  practice. 

The  number  of  doctors  hasn’t  been  as  impor- 
tant to  the  public  as  the  supply  and  distribution 
of  physicians’  services. 

In  planning  for  the  future,  it  is  extremely  dif- 
ficult to  determine  whether  any  ratio  might  be 
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reduced  or  should  be  augmented.  It  also  is  dif- 
ficult to  predict  how  much  new  advances  in 
medical  science  will  change  the  demand  for 
services  of  physicians. 

Less  Care  Needed 

Lengthy  physician  care  already  has  been  re- 
duced by  such  developments  as  polio  vaccine, 
new  drugs,  and  antibiotics.  In  a pneumonia  case, 
the  physician  once  made  about  36  visits.  Today, 
he  makes  about  five.  Modern  transportation, 
greater  concentration  of  population,  increased 
use  of  hospitals,  new  techniques  and  equipment 
and  the  employment  of  paramedical  personnel 
enable  physicians  to  care  for  more  people  in  a 
day.  And  there  is  every  reason  to  believe  that 
more  and  even  greater  medical  advances  will  be 
coming  in  the  not  too  distant  future. 

But  it  also  is  true  that  with  the  steady  increase 
in  population  come  greater  proportions  of  the 
very  old  and  the  very  young  — groups  requiring 
most  medical  care.  And  the  public  has  an  in- 
creasing interest  in  health  and  greater  ability  to 
pay  — partly  as  the  result  of  new  medical-insur- 
ance plans. 

Pregnancy  has  been  the  most  important  vari- 
able in  the  demand  for  doctors’  services  since 
World  War  II.  But  it  is  as  difficult  to  predict  the 
number  of  pregnancies  10  or  15  years  hence  as 
it  is  to  forecast  what  the  stock  market  will  do  a 
decade  from  today. 

But  even  if  high  predictions  of  future  needs 
are  cast  aside  in  favor  of  the  more  conservative 
forecasts,  there  still  are  problems  ahead  in  the 
field  of  medical  education. 

To  train  more  and  better  physicians,  medical 
schools  must  augment  the  number  of  students 
admitted  or  additional  school  facilities  must  be 
provided. 

During  the  1957-58  school  year,  there  were 
619  budgeted,  unfilled  full-time  faculty  posi- 
tions in  U.S.  medical  schools  — an  increase  of 
approximately  90  per  cent  over  the  previous 
year. 

Major  Problem 

This  presents  a major  problem  to  medical  edu- 
cators. Its  magnitude,  unless  the  trend  is  re- 
versed, has  developed  to  the  point  where  it  may 
jeopardize  certain  aspects  of  medical  education, 
research,  and  care  in  the  period  that  lies  ahead. 

If  we  cannot  fill  all  of  the  full-time  faculty 
positions  in  our  present  medical  schools,  how 
will  new  or  expanded  schools  be  staffed? 


In  the  past  15  years,  13  additional  four-year 
medical  education  programs  have  been  activated 
in  the  U.S.  Two  other  schools  — Kentucky  and 
West  Virginia  — are  in  the  development  stage. 
At  the  close  of  the  1957-58  school  term,  the  85 
medical  schools  graduated  6,861.  Fifteen  years 
ago,  the  number  of  graduates  totaled  5,223. 

A number  of  the  new  physicians  are  going  into 
other  fields  rather  than  into  private  practice.  If 
that  trend  continues,  it,  too,  will  have  a bearing 
on  the  number  of  doctors  who  must  be  trained 
in  the  years  ahead. 

It  would  certainly  be  unwise  to  rush  into  a 
crash  program  for  the  wholesale  training  of  phy- 
sicians that  eventually  would  result  in  an  over- 
supply of  doctors  and  a greater  shortage  of  phy- 
sicians, chemists,  and  others  in  the  scientific 
fields.  But  equally  as  undesirable  would  be  to 
face  a shortage  of  physicians  10  or  15  years  from 
now. 

It’s  a complex  problem  calling  for  careful  and 
continuous  study.  The  needs  must  be  carefully 
analyzed.  They  must  be  met  as  a result  of  sound 
developments  based  on  the  best  possible  knowl- 
edge. 

The  challenge  is  one  that  cannot  be  ignored. 


Equipment  Is  At  Times 
No  Better  Than  The 
Follow-up  Service  Needed. 

WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 
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REVIEW  OF  CHINESE 

COPY  OF  the  September  1958  issue  of  the 
Chinese  Medical  Journal  is  at  hand  for  review. 
Of  extreme  interest  to  the  reviewer  is  the  fact 
that  this  journal  is  published  in  the  English  lan- 
guage by  the  People’s  Medical  Publishers  in 
Peking,  China.  This  reviewer  has  approached 
“M.D.  for  an  explanation  of  this  anachronism. 

It  is  likely  that  the  explanation  lies  partly  in  the 
early  development  of  the  faculties  at  the  Uni- 
versity of  Peking.  One  may  draw  a small  ray  of 
hope  from  a situation  such  as  this  — it  is  difficult 
to  deny  the  essential  universality  of  science  and 
art,  and  particularly  the  healing  arts.  But  the 
ray  of  light  is  darkened  by  one  of  the  news  items 
in  the  journal  dealing  with  “Canton  Scientists 
Denounce  U.S.  Nuclear  Test  Crimes,”  though 
similar  denunciation  is  found  about  Soviet 
atomic  tests.  It  would  appear  obvious  that  poli- 
tics and  medicine  are  co-ordinated  in  China. 

From  the  medical  point  of  view,  the  journal 
appears  to  be  of  high  quality.  The  first  article 
deals  with  the  clinical  and  statistical  aspects  of 
leptospirosis.  The  bibliography  refers  to  Ameri- 
can, British,  German,  Russian  and  Chinese  lit- 
erature of  vintage  ranging  from  1886  to  1957. 
Several  articles  on  schistosomiasis  are  presented, 
including  one  on  “A  Pathologic  Study  of  Intes- 
tinal Schistosomiasis  Associated  with  Cancer,” 
from  the  departments  of  pathology  and  patho- 
anatomy  of  the  Shanghai  First  Medical  College. 

A few  figures  from  this  article  are  of  interest: 
“Out  of  a total  of  1,117  autopsies  and  54,847 
surgical  specimens  from  1950  to  1955  there  were 
179  cases  of  uncomplicated  intestinal  schisto- 
somiasis (24  autopsies,  155  surgical  specimens), 
162  cases  of  simple  intestinal  cancer  (four  au- 
topsies, 158  surgical  specimens),  and  33  cases 
of  intestinal  schistosomiasis  associated  with  can- 
cer (four  autopsies,  17  resected  surgical  speci- 
mens, and  12  biopsies).”  It  was  found  that  79 
per  cent  of  simple  intestinal  cancer  and  70  per 
cent  of  intestinal  schistosomiasis  associated  with 
intestinal  cancer  were  located  in  the  rectum  and 
sigmoid.  The  authors  believe,  judging  by  their 
pathological  investigations,  that  “the  schisto- 
somal lesions  in  the  intestine  create  an  environ- 
ment favorable  to  cancer  development.”  How- 
ever, they  are  cautious  about  their  interpreta- 
tions, and  feel  that  “adequate  evidence  of  schis- 
tosomal infection  as  a direct  cause  of  intestinal 
cancer  has  not  been  found  so  far.”  An  interesting 
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observation  was  that  “carcinoma  developing  on 
top  of  chronic  schistosomiasis  was  usually  high- 
ly differentiated,  metastasis  occurring  late  and 
rarely.” 

An  interesting  historical  note  appears  on  page 
259  concerning  “Hua  T’uo,  the  father  of  surgery.” 
He  lived  about  190  AD.  His  fame  rests  chiefly 
on  his  “discovery  of  the  use  of  anesthetics  and 
his  marvelous  skill  as  a surgeon.  He  gave  pa- 
tients an  effervescing  powder  in  wine  which  pro- 
duced numbness  and  insensibility.”  Many  major 
operations  were  performed  with  this  aid.  Hua 
T’uo  is  also  said  to  have  been  the  first  exponent 
of  systematic  exercise. 

“The  used  doorstep  never  rots,  the  same  with 
the  body.  The  system  was  called  the  frolics  of 
the  five  animals,  which  are  the  tiger,  the  deer, 
the  bear,  the  monkey  and  the  bird.  “If  one  feels 
out  of  sorts,  just  practice  any  one  of  these  frol- 
ics. It  will  produce  sweating,  give  a feeling  of 
lightness  of  the  body  and  increase  the  appetite.” 

In  an  article  on  “Cushing’s  Syndrome  Associ- 
ated with  Bronchogenic  Carcinoma,”  it  is  of  in- 
terest to  learn  that  only  16  cases  of  Cushing’s 
syndrome  have  been  reported  in  China. 

Ophthalmologists  will  be  interested  in  an  ar- 
ticle from  the  department  of  the  history  of  med- 
icine at  Peking  Medical  College  on  “Ophthal- 
mology in  Traditional  Chinese  Medicine,”  the 
earliest  reports  of  eye  diseases  going  back  to  the 
14th  century  BC,  being  inscriptions  found  writ- 
ten on  tortoise  shells. 

The  last  20-odd  pages  of  the  journal  comprise 
useful  abstracts  of  Chinese  medical  literature 
and  reveal  an  interesting  cross-cection  of  topics 
currently  of  interest  to  Chinese  physicians,  most 
of  the  topics  being  also  of  current  interest  to 
physicians  in  various  parts  of  the  Western  world 
as  well.  One  puts  aside  one’s  first  perusal  of  the 
Chinese  Medical  Journal  with  a feeling  of  grat- 
itude to  one’s  profession  for  being  a truly  inter- 
national one;  a profession  that  may  hold  one  of 
the  keys  to  an  eventual  understanding  of  each 
other  by  the  peoples  of  our  earth.  It  is  a pity  to 
find  the  one  sour  note  referred  to  earlier  in  this 
review,  in  connection  with  a meeting  of  scien- 
tists in  Canton.  The  old  familiar  propaganda 
phrases  about  “U.S.  imperialist  atom  maniacs’ 
can  fulfill  no  constructive  purpose  in  an  other- 
wise excellent  journal. 


A.J. 
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when  psychic 
symptoms 
distort  the  picture 


Partal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Partal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Partal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 

a superior  psychochemical 
for  the  management  of  both  major  and 


"A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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SYMPOSIUM  ON  CANCER  OF  THE 
COLON  AND  RECTUM 
American  Cancer  Society 
New  York  — October,  1958 

XV.  The  Preoperative  Preparation  in  Patients 
with  Carcinoma  of  the  Colon  and  Rectum  — 

Dr.  Howard  A.  Patterson 

T HERE  ARE  few  patients  in  whom  preopera- 
tive preparation  is  as  important  as  it  is  in  those 
patients  who  are  to  be  operated  on  for  cancer 
of  the  colon  or  rectum.  The  plan  is  dependent  on 
the  presence  or  absence  of  and  the  degree  of  ob- 
struction. The  competence  (or  lack  of  it)  of  the 
ileocecal  valve  may  largely  determine  whether 
or  not  surgical  intervention  must  be  quickly  re- 
sorted to  or  postponed  until  conditions  are  more 
favorable.  Careful  evaluation  of  many  factors, 
with  appropriate  corrective  measures,  will  make 
a one-stage  operation  feasible  in  most  cases.  Me- 
chanical cleansing  of  the  bowel  and  the  use  of 
antibacterial  agents  are  both  of  great  impor- 
tance. The  best  methods  of  preparing  the  colon 
have  been  brought  into  better  focus  in  recent 
years. 

The  first  primary  anastomosis  was  carried  out 
in  1833.  This  was  later  followed  by  the  develop- 
ment and  limited  use  of  preoperative  vaccines, 
now  long  discontinued. 

In  the  presence  of  obstruction,  if  the  ileocecal 
valve  is  competent,  one  is  forced  to  early  sur- 
gery, the  Miller-Abbot  tube  is  dangerous  in  this 
group. 

In  the  preoperative  preparation  of  the  patient, 
consider  the  nutritional  status  and  presence  or 
absence  of  anemia,  the  sensitivity  of  the  patient 
to  drugs,  the  previous  use  of  steroids  and  the 
morale  of  the  patient. 

It  is  important  to  empty  the  bowel,  have  it 
clean,  and  to  eliminate  the  pathogenic  bacteria 
that  are  present. 

The  preoperative  laxative  preparation  varies  — 
castor  oil  or  magnesium  sulfate. 

In  the  period  around  1937  sulfanilamide  came 
in,  this  was  followed  by  some  refinements  in 
the  development  of  sulfaguanidine,  sulfaphthali- 
dine,  sulfa-suxidine,  etc. 

Micrococeic  enterocolitis  is  definitely  feared 
with  any  of  the  antibiotics  used.  Dr.  Patterson 
is  now  using  Neomycin  with  one  of  the  non- 
absorbable sulfas,  or  Racitracin  with  Neomycin. 
Neomycin  is  given  3 gms.  t.i.d.  for  three  days, 


NOTES 

or  Neomycin  10  gms.  within  a 36  hour  period. 
Certainly  the  complications  are  increased  with 
the  use  of  antibiotics. 

The  greater  the  distance  that  one  performs 
the  anastomosis  from  the  sigmoid,  the  less  the 
danger  with  the  anastomosis.  A naso-gastric 
tube  is  inserted  and  withdrawn  within  48  hours. 
A urethral  catheter  is  inserted  and  allowed  to 
remain  in  place  to  avoid  bladder  distension.  In 
all  patients  with  varicosities  or  thrombophlebitis, 
ACE  bandages  are  applied  prior  to  surgery. 

XVI.  The  Abdominoperineal  Resection  — Dr. 
Calvin  VI.  Smyth 

Adequate  operation  for  cancer  should  include: 
( 1 ) Removal  of  the  lesion  and  its  containing 
organ;  (2)  Removal  in  continuity  of  all  paths  of 
lymphatic  spread;  (3)  Wide  enough  excision  to 
go  well  beyond  the  probable  zones  of  extension 
by  contiguity.  The  combined  abdominoperineal 
resection  ( Miles  operation ) meets  these  criteria. 
Since  Miles  described  his  original  operation,  it 
has  been  variously  criticized  as  too  extensive, 
not  extensive  enough,  and  as  unnecessarily  sen- 
tencing the  patient  to  colostomy  life.  As  pro- 
cedures for  cure,  the  anterior  resection  and  the 
“pull-through”  operation  have  been  revived,  their 
proponents  are  enthusiastic  about  them.  This 
enthusiasm  is  not  shared  by  Dr.  Smyth  who 
believes  that  their  present  disadvantages  far  out- 
weigh the  avoidance  of  abdominal  colostomy. 

In  carcinoma  of  the  recto-sigmoid,  there  are 
three  directions  for  spread  — upward,  lateral- 
ward  or  downward.  This  latter  route  becomes 
only  important  after  the  lymphatics  above  are 
obstructed.  Dr.  Smyth  encourages  a high  liga- 
tion of  the  inferior  mesenteric  vein  and  artery. 
Possibly  25  per  cent  of  these  patients  could  have 
the  sphincter  saved,  but  these  cannot  be  de- 
termined in  advance,  and  colostomy  must  be 
accepted  with  any  lesion  below  the  peritoneal 
reflection. 

It  is  his  firm  opinion  that  the  “pull-through” 
procedure  only  substitutes  a perineal  colostomy 
for  an  abdominal  colostomy. 

XVII.  Anterior  Resection  and  the  “Pull- 
Through”  Procedures  for  Cancer  of  the  Rectum 
and  Rectosigmoid  Region  — Dr.  George  A.  Hall- 
enbeck 

Revision  of  the  traditional  concept  of  spread 
of  cancer  of  the  rectum  via  lymphatics  justified 
trial  of  sphincter-saving  operations  for  selected 
patients  with  cancer  of  the  upper  portion  of  the 
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rectum  and  rectosigmoid.  The  principles  of  “an- 
terior resection”  and  of  two  types  of  “pull- 
through”  operations  were  defined.  The  accept- 
ability of  these  operations  must  depend  on  their 
efficacy  in  controlling  the  cancers  for  which 
they  are  employed.  He  feels  that  they  can  obtain 
the  same  results  from  “pull-through,”  the  anterior 
resection,  or  the  Miles  operation. 

If  the  lesion  is  within  5 cm.  of  the  dentate 
line,  they  do  a Miles  procedure,  from  5 to  10 
cm.  above  the  dentate  line,  Dr.  Smyth  en- 
courages a “pull-through”  procedure,  and  above 
10  cm.  they  recommend  an  anterior  resection. 
He  always  allows  a 4 cm.  margin  below  the 
lesion  to  serve  as  the  line  for  resection. 

The  abdominal  portion  of  the  operation  is  the 
same  for  the  three  procedures.  They  obtain  a 
controllable  sphincter  in  90  per  cent  of  the  cases. 
Many  of  the  patients  have  temporary  tenesmus 
and  50  per  cent  of  them  following  the  “pull- 
through”  procedure  at  the  Mayo  Clinic  must 
wear  perineal  pads. 

Sexual  impotence  occurs  in  90  per  cent  of  the 
males  with  the  Miles  procedure  with  somewhat 
better  results  on  the  “pull-through”  and  anterior 
resection.  Dr.  Smyth  believes  that  the  5 year 
survival  rates  compares  favorably  between  the 
three  procedures. 

XVIII.  Principles  and  Problems  of  Resection 
of  the  Colon  for  Cancer  — Dr.  Leland  S.  Mc- 
Kittrick 

The  past  decade  has  seen  two  major  contribu- 
tions toward  increasing  the  life  expectancy  of 
the  patient  with  cancer  of  the  colon.  More  pa- 
tients now  survive  the  operation,  and  since  we 
can  more  safely  remove  a segment  of  the  bowel, 
it  then  becomes  logical  to  give  more  attention 
to  the  lines  of  spread  and  to  perform  a more 
anatomical  dissection  of  the  regional  nodes.  If 
more  people  survive  the  operation,  and  if  all 
of  these  patients  have  a more  extensive  removal 
of  diseased  or  potentially  diseased  tissue,  more 
patients  should  be  cured  of  their  disease  than 
when  a more  limited  procedure  was  carried  out 
and  the  mortality  rate  higher  than  it  now  is. 
Most  patients  with  cancer  of  the  bowel  will 
probably  not  have  the  good  fortune  to  be  oper- 
ated upon  by  those  especially  experienced  in 
intestinal  resection.  If  too  extensive  a surgical 
procedure  is  attempted  by  the  less  experienced 
surgeon,  the  mortality  rate  may  well  be  exces- 
sive and  the  total  salvage  disappointing. 

Dr.  McKittrick  is  very  loath  to  ligate  the  in- 


ferior mesenteric  vessels  at  their  root  and  he 
feels  that  he  has  seen  a number  of  cases  of 
gangrene  develop  where  this  has  been  done. 

He  has  noticed  mycotic  aneurysms  at  the  site 
of  the  anastomosis  of  the  large  bowel  over  the 
iliac  vessels  from  the  development  of  infections 
in  these  areas. 

While  the  usual  spread  is  cephalad  through 
the  lymphatics,  retrograde  spread  may  also  oc- 
cur. 

In  his  experience,  64  per  cent  of  his  patients 
had  nodal  involvement  at  time  of  surgery.  Me- 
tastases  are  present  in  nodes  independent  of  the 
size  of  the  node  and  they  may  skip  local  nodes. 
It  is  Dr.  McKittrick’s  philosophy  that  “small 
tumor  necessitates  large  operation.”  He  en- 
courages the  surgeon  to  go  as  far  as  is  feasible 
with  reasonable  ease.  He  has  found  that  many 
times  a small  abscess  will  form  at  the  mesenteric 
border  in  an  end-to-end  anastomosis,  and  remain 
totally  asymptomatic. 

XIX:  Colotomy  and  Coloscopy  in  the  Man- 
agement of  Colon  Neoplasms  — Dr.  Michael  R. 
Deddish 

Coloscopy  has  revealed  additional  mucosal 
lesions  at  the  time  of  colotomy  for  clinically 
benign  adenomas,  and  also  when  colon  resection 
is  performed  for  carcinoma.  Adenomas  other 
than  those  detected  radiographically  were  found 
in  46.6  per  cent  of  103  patients  examined.  Forty 
per  cent  of  the  lesions  found  in  addition  to  those 
demonstrated  by  radiography  measured  more 
than  one  centimeter  in  diameter.  In  32  patients 
undergoing  segmental  resection  for  cancer,  ad- 
ditional lesions  were  found  in  47  per  cent.  Car- 
cinoma was  found  in  25  per  cent  of  those  pa- 
tients in  whom  the  preoperative  diagnosis  was 
that  of  a benign  polyp.  Significant  prophylaxis 
of  cancer  in  colonic  lesions  may  be  practiced 
by  direct  inspection  of  the  mucosa. 

Prior  to  large  bowel  surgery,  Dr.  Deddish 
encourages  a five-day  preparation  of  the  patient, 
using  a low  residue  diet  during  these  days,  and 
only  clear  liquids  during  the  last  two  days. 

He  makes  a 2 cm.  long  incision  in  the  taenia 
and  closes  this  opening  longitudinally  to  do  his 
coloscopies.  Inspection  is  in  a counterclockwise 
manner;  additional  polyps  are  found  in  50  per 
cent  of  the  patients  where  he  carries  out  this 
additional  procedure.  He  strongly  urges  a routine 
examination  of  the  cecum. 

In  a review  of  the  polyps  they  have  removed, 
they  have  found  carcinoma  in-situ  in  5 per 
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cent,  early  infiltrative  lesions  in  13  per  cent, 
and  frank  carcinoma  in  10  per  cent. 

XX.  Surgery  in  the  Advanced  Patient  — H.  E. 
Lockhart-Mummery 

Dr.  Lockhart-Mummerv  believes  that  the  de- 
liberate policy  of  excision  of  the  primary  tumor 
whenever  possible  leads  to  the  unexpected  salv- 
age of  certain  patients  who  would  otherwise 
succumb  to  their  disease. 

At  St.  Mark’s  Hospital  in  London,  they  found 
cancers  in  the  rectum  and  rectosigmoid  were 
resectible  in  46  per  cent  of  the  cases  in  1928, 
while  they  were  resectable  in  93  per  cent  in 
1957.  They  have  an  operative  mortality  of  3.6 
per  cent;  16.5  per  cent  of  their  procedures  were 
considered  palliative,  76.6  per  cent  radical  pro- 
cedures intended  for  cure. 

Cancer  of  the  colon  they  found  resectable  in 
63  per  cent  in  1928,  and  94  per  cent  in  1954;  20 
per  cent  of  their  procedures  they  considered  to 
be  palliative. 

Length  of  survival  for  cancer  of  the  rectum, 
even  in  their  palliative  procedures,  9 per  cent 
lived  more  than  five  years.  There  seemed  to  be 
a spontaneous  quiescence  of  the  cancer  with 
removal  of  the  primary  lesion.  The  average  dura- 
tion of  life  was  1.7  years.  Most  of  them  had  a 
fairly  satisfactory  life  during  this  period. 

Removal  of  the  solitary  metastasis  in  the  liver 
has  been  carried  out  in  16  patients.  Twelve  of 
them  survived  operation  for  an  average  survival 
time  of  2.7  years. 

Forum  by  Drs.  Smyth,  Hallenbeck,  McKittrick, 
Deddish,  Lockhart-Mummery  and  Patterson. 

Preoperative  preparation  varied  considerably. 

1.  Used  Sulfasuxidine,  attempted  to  get  a clean, 
dry  bowel,  would  not  use  antibiotics  except  for 
specific  indications  in  the  postoperative  period. 

2.  The  second  man  used  a combination  of  Neo- 
mycin and  Terramycin  and  then  used  SRD  post- 
operativelv.  3.  One  used  magnesium  sulfate  daily 
and  Sulfasuxidine.  4.  Another  attempted  to  get 
the  bowel  clean.  Used  preopera tively  Neomycin 
10  gms.,  and  antibiotics  postoperatively.  5.  The 
fifth  used  Sulfaphthalidine,  but  no  antibiotics. 

There  was  considerable  discussion  and  a strong 
feeling  that  antibiotics  should  be  used  only  if 
indications  existed. 

Dr.  Coller  has  found  that  resecting  of  liver 
lesions  at  the  University  of  Michigan  has  been 
done  without  remarkable  results. 

The  possibility  of  going  in  at  four  to  six  weeks 
in  the  patient  with  the  liver  lesion  was  con- 


sidered, feeling  that  the  second  look  procedure 
might  be  of  value  here.  At  this  time  see  what 
the  lesion  had  done,  whether  it  was  an  active 
lesion,  whether  it  was  a relatively  quiescent  one. 
Consider  then  the  possibility  of  a liver  resection. 

None  of  the  men  present  recommended  an 
“extended’’  Miles  procedure. 

In  coloscopv,  Dr.  Coller  examines  both  ways 
from  the  incision  as  does  Dr.  Lockhart-Mum- 
mery. They  were  the  only  other  men  who  carried 
out  coloscopv  at  the  time  of  their  abdominal 
surgery. 

In  a total  resection  of  the  colon,  if  not  more 
than  a few  cm.  of  the  ileum  are  removed,  the 
patient  will  rarely  develop  diarrhea. 

In  the  child  with  a few  polyps,  go  very  slow 
for  you  may  have  a patient  who  in  time  will 
develop  polyposis.  In  the  adult  with  more  than 
five  polyps,  do  a resection  of  the  colon. 

At  the  time  of  surgery,  6 to  8 per  cent  of  the 
double  lesions  are  detectable  in  the  colon. 

In  a voting  to  see  what  procedure  would  be 
carried  out  at  the  peritoneal  reflection,  the 
following  votes  were  cast:  One  would  do  an 
anterior  resection,  one  would  do  an  abdominal 
perineal  resection.  Dr.  McKittrick  wants  at  least 

10  cm.  below  the  lesion,  he  would  not  recom- 
mend a “pull-through”  procedure,  he  has  noted 

11  per  cent  recurrence  at  the  suture  line.  A 
second  man  recommended  an  anterior  resection, 
two  more  recommended  abdominal-perineal  re- 
sections. All  of  them  agreed  that  in  the  obese 
it  is  best  not  to  try  an  anterior  resection.  Dr. 
Coller  was  satisfied  with  the  6 cm.  margin  be- 
low the  tumor.  A third  man  was  satisfied  with 
an  anterior  resection.  Dr.  McKittrick  recom- 
mended an  anastomosis  of  the  side  of  the  colon 
to  the  rectal  stump.  A fourth  man  recommended 
abodminal-perineal  resection  and  Dr.  Lockhart- 
Mummery  recommended  resection  for  lesions  at 
or  above  the  peritoneal  resection  to  be  anterior. 
So  you  can  see  from  this  faculty  of  eight  that 
four  recommended  anterior  resections  and  four 
abodominal-perineal  resections  for  the  lesion  at 
the  peritoneal  reflection. 

With  acute  intestinal  obstruction,  five  were 
in  favor  of  a cecostomv,  all  recommending  a 
tube  procedure,  three  recommended  transverse 
colostomy. 

None  of  the  panel  used  nitrogen  mustard  and 
they  felt  that  it  was  not  in  a position  to  be 
generally  adopted.  None  of  the  men  advocated 
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a prostatectomy  in  association  with  abdominal 
perineal  resection.  Dr.  Coller  encourages  pri- 
mary closure  of  the  perineal  wound  and  the 
application  of  positive  suction  to  the  area.  He 
further  recommends  that  if  the  abdominal  wound 
is  contaminated,  to  do  a delayed  closure,  packing 
it  with  gauze,  doing  a secondary  closure  at  48 
hours,  with  sutures  that  were  previously  in- 
serted. This  delayed  closure  he  uses  as  his  skin 
closure  in  all  closures  of  colostomies. 

Dr.  Smyth  does  not  use  the  two-team  tech- 
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THE  BIOMEDICAL  PROBLEMS  OF  THE  ATOMIC  AGE* 

By  Charles  Little  Dunham,  M.D.#* 

Washington,  D.C. 


nuclear  fission 
it  raised  many 


HEN  in  1942  controlled 
ushered  in  the  “Atomic  Age, 
questions  which  physicists  have  been  busily  try- 
ing to  answer  ever  since.  In  addition,  it  posed 
a host  of  new  problems  for  those  of  us  in  the 
health  sciences. 

The  hazards  of  ionizing  radiation  were  already 
understood  in  a general  way.  The  cause  and 
effect  relationship  between  exposure  to  x-rays 
or  the  emanations  of  radium  and  skin  cancer 
was  clearly  recognized  by  1902,  a bare  seven 
years  after  the  discovery  by  Roentgen  of  x-rays. 
It  has  been  known  since  the  mid-20s  that  radia- 
tion of  germ  cells  can  result  in  gene  mutation, 
and  radiation  exposure  during  embryonal  life 
may  result  in  developmental  abnormalities.  Only 
a few  years  later,  radiation-induced  leukemia 
in  mice  was  observed. 

What  is  now  named  the  National  Committee 
on  Radiation  Protection  and  Measurement  had 
been  co-operating  with  the  International  Com- 
mission on  Radiological  Protection  since  1929  in 
developing  recommendations  concerning  the 
maximum  permissible  exposure  of  the  relatively 
few  adult  workers  using  x-ray  machines,  radium 
and  later  other  sources  of  ionizing  radiation.  The 
recommendations  of  this  committee  were  based 
on  scientific  facts,  obtained  both  experimentally 
and  by  observation  of  injuries  incurred  by  pio- 
neers in  radiology  and  radiological  physics,  and 
by  the  workers  in  the  luminous  dial  industry. 

Consequently,  Dr.  Stafford  Warren,  Dr.  Robert 
Stone  and  Dr.  Hymer  Friedell,  who  were  prin- 
cipally responsible  for  the  medical  program  of 
the  Manhattan  Engineering  District,  wartime 
atomic  bomb  project,  enlisted  the  services  of  the 
best  radiological  physicists  and  industrial  hy- 
giene specialists  then  available  in  developing 
an  extraordinary  program  of  radiation  protec- 
tion for  the  workers  on  the  project.  Furthermore, 
they  sensed  the  need  for  much  more  information 
on  the  biological  effects  of  ionizing  radiation 
and  initiated  a broadly  conceived  research  pro- 
gram for  that  purpose.  This  program  drew  on 

° Alpha  Omega  Alpha  Lecture,  George  Washington  University, 
School  of  Medicine,  April  12,  1958. 
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Energy  Commission. 

Reprinted  by  permission  from  The  Phares  of  Alpha  Omega 
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the  talents  of  many  university  scientists  and 
scientists  in  the  government  notably  from  the 
National  Cancer  Institute  and  the  National  Bu- 
reau of  Standards.  It  clearly  defined  the  syn- 
drome of  whole  body  radiation  injury  before 
it  was  observed  in  Japan  in  1945.  It  initiated 
experimental  studies  on  the  genetic  effects  of 
radiation,  the  effects  of  radiation  on  life  span, 
and  on  the  carcinogenic  action  of  internally  de- 
posited radioactive  materials. 

The  program,  even  though  hurriedly  con- 
ceived in  war-time,  did  not  neglect  the  more 
basic  studies  of  the  action  of  ionizing  radiations 
at  the  molecular  level  in  organic  systems.  The 
significance  of  free  radical  formation  and  of 
oxygen  in  radiation  effects  was  studied.  In  fact 
the  work  going  on  now  in  this  country  in  radia- 
tion biology  is  largely  an  extension  and  refine- 
ment of  these  and  the  earlier  studies,  mentioned 
above. 

With  large  electrical  power-producing  atomic- 
plants  such  as  the  one  at  Shippingport,  Pa.,  now 
a reality  and  nuclear  war  an  ever  present  threat, 
the  need  to  know  has  not  lessened.  As  is  so 
often  the  case,  the  more  we  have  learned  about 
radiation  effects,  the  more  we  have  come  upon 
new  and  in  many  instances  more  difficult  ques- 
tions to  be  answered.  Nevertheless  we  have 
arrived  at  a state  of  knowledge  of  the  subject 
which  permits  me  to  state  unequivocally  that 
there  is  no  man-made  general  environmental 
hazard  about  which  we  know  so  much.  For 
instance  there  is  no  comparable  body  of  know- 
ledge concerning  the  effects  of  smog  upon 
which  to  base  an  estimate  of  its  possible  de- 
leterious effects  on  our  citizens. 

Some  of  you  would  prefer  to  hear  about  the 
uses  of  radioisotopes  and  the  tools  of  our  atomic 
energy  program  in  medicine  and  agriculture 
rather  than  the  possible  harmful  effects  of  ion- 
izing radiation. 

The  things  I will  talk  about  today  are  equally 
challenging  to  the  scientist  and  are  of  immedi- 
ate importance  whether  an  era  of  permanent 
peace  lies  ahead  or  a nuclear  war. 

Atomic  energy  is  here  to  stay  and,  like  fire, 
it  can  be  a s;reat  boon  to  mankind.  Like  fire. 
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if  used  carelessly  it  gets  out  of  hand,  and  it  can 
cause  death  and  destruction  of  property.  To 
date,  remarkably  little  of  this  sort  of  thing  has 
occurred  — for  example  — only  two  deaths  — 
one  in  1945  and  one  in  1946  have  been  directly 
and  immediately  attributable  to  radiation  in  our 
entire  atomic  energy  industry.  If  used  in  war, 
fire  can  be  devastating.  Remember  that  more 
property  was  destroyed  and  more  people  were 
killed  in  the  July  10,  1945,  fire  raid  on  Tokyo 
than  at  either  Hiroshima  or  Nagasaki  from 
atomic  weapons  now  a reality,  all  this  would 
pale  by  comparison  in  the  event  of  a nuclear 
war. 

There  are  large  areas  for  scientific  study  where 
we  must  have  much  more  information.  We  must 
develop  more  definitive  methods  for  treating 
radiation  injury.  We  must  define  ever  more  pre- 
cisely the  effects  of  any  given  type  and  rate  of 
exposure  to  radiation  on  the  human  organism, 
and  we  must  determine  what  effects  are  ir- 
reparable and  what  effects  are  reparable. 

Whole  Body  Radiation  Injury 

The  syndrome  of  very  severe  whole  body  radi- 
ation injury  as  seen  in  Japan  following  the 
atomic  bombings  of  Hiroshima  and  Nagasaki 
occurred  in  individuals  receiving  1,000  r or  more 
of  radiation.  These  persons  died  in  a few  days 
of  a fulminating  illness  characterized  by  nausea, 
vomiting,  diarrhea,  prostration  and  a gradually 
rising  fever.  Hemorrhage,  ulceration  of  the  gas- 
trointestinal tract,  and  sepsis  were  not  prominent 
features  of  their  illness.  On  the  other  hand, 
persons  suffering  severe  and  moderately  severe 
injury,  generally  those  who  received  300  to  800 
r,  developed  initial  transient  nausea  and  vomit- 
ing. This  was  followed  by  aplasia  of  the  bone 
marrow  and  lymphoid  tissues  with  an  attendant 
severe  interference  with  the  normal  defense 
mechanisms  against  bacterial  disease.  During 
the  second  to  third  week  following  exposure, 
hemorrhagic  phenomena,  oropharyngeal  and 
gastrointestinal  ulceration  and  epilation  set  in 
and,  in  fatal  cases,  led  to  exitus  in  the  next  one 
to  three  or  four  weeks.  In  non-fatal  cases  gradual 
recovery  occurred  as  the  bone  marrow  once 
more  regained  its  ability  to  form  new  blood  cells. 

There  are  a number  of  experimental  pro- 
cedures which  can  be  used  in  the  laboratory 
to  double  and  even  triple  the  ability  of  an  ani- 
mal to  survive  whole  body  radiation  exposure. 
One  can  pre-treat  mice  or  rats  with  half  a dozen 


drugs  and  double  survival.  Not  one  of  these 
drugs  is  yet  proved  as  a practical  prophylactic 
in  humans  against  exposure  to  radiation.  Either 
the  timing  of  the  medication  has  to  be  too  pre- 
cise to  be  practical  for  emergency  situations,  or 
the  toxic  dose  of  the  drug  approaches  too  closely 
the  effective  dose. 

In  rodents,  isologous,  homologous  and  hetero- 
logous bone  marrow  infusions  given  during  the 
first  24  hours  after  exposure  have  proved  effec- 
tive in  descending  order  of  effectiveness.  Hom- 
ologous transplants  have  apparently  been  effec- 
tive in  monkeys.  Heterologous  transplants  (rat 
to  mouse)  have  had  some  success  in  rodents. 
In  man,  homologous  transplants  have  been  tried 
in  a few  patients  with  aplastic  anemia.  These 
anemia  cases  were  either  idiopathic  or  caused 
by  radiation  or  nitrogen  mustard  therapy.  No 
successful  takes  have  been  reported  to  date. 
So  far  the  experience  in  human  beings  follows 
the  pattern  seen  with  skin  grafting.  It  is  easy 
to  graft  skin  from  one  identical  twin  to  another; 
impossible  to  do  it  from  a non-identical  twin 
or  other  sibling.  It  is  hypothesized  that  the  re- 
cipient must  have  received,  as  in  the  experi- 
mental animal,  a dose  of  radiation  sufficiently 
large  to  knock  out  quite  completely  and  for 
a matter  of  weeks  not  only  the  bone  marrow, 
but  the  immune  mechanisms  as  well  if  the  trans- 
planted marrow  is  to  take  permanently  and  per- 
mit survival  of  the  animal.  Certainly  here  is  a 
challenge.  Even  if  this  hurdle  is  passed,  there 
is  still  the  problem  of  preservation  and  stock- 
piling of  human  marrow.  If  the  latter  problem 
can  be  solved  satisfactorily,  maybe  each  person 
could  bank  some  of  his  own  marrow  against  the 
day  of  need.  Meanwhile  there  is  excellent  evi- 
dence for  the  value  of  antibiotics  and  of  platelet 
infusions  as  a means  of  tiding  the  patient  over 
the  critical  period  during  which  his  marrow 
and  his  ability  to  form  antibodies  are  at  a low 
ebb. 

Internally  Deposited  Radionucleidcs 

One  of  the  great  challenges  is  the  problem 
of  removing  internally  deposited  radionucleidcs. 
EDTA  ( ethylenediamine-tetra-acetic  acid ) and 
zirconium  citrate  have  proved  clearly  useful  in 
increasing  the  excretion  of  plutonium  still  cir- 
culating in  the  blood  or  not  firmly  bound  to 
bone  or  other  tissue.  We  have  nothing  which 
will  do  even  that  for  strontium-90  let  alone 
selectively  remove  deposited  strontium-90,  plu- 
tonium or  radium  from  bone  without  decalcifv- 
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mg  the  bone  in  the  process. 

These  are  the  areas  in  the  therapy  of  acci- 
dental radiation  exposure  or  contamination 
where  some,  if  not  spectacular,  progress  has  been 
made.  I feel  certain  that  continued  efforts  in 
the  future  will  be  rewarded  with  the  develop- 
ment of  more  effective  and  specific  approaches 
to  the  treatment  of  persons  who  may  be  in- 
volved in  various  types  of  radiation  accidents. 

Radiation  Burns 

I am  less  sanguine  about  radiation  skin  burns. 
Here  we  are  dealing  with  a slow,  relentless  pro- 
cess which  follows  local  exposure  of  the  skin 
to  several  thousands  of  roentgens.  In  the  acute 
form  in  severe  cases,  there  is  first  erythema  then 
blister  formation  with  subsequent  healing  with 
scar  formation  and  a disordered  blood  supply. 
Then  follow  years  of  repeated  break-down  and 
healing,  often  eventuating  in  cancer.  In  the 
form  of  burns  resulting  from  chronic  repeated 
exposure  as  occurred  in  the  early  radiation 
workers,  the  late  stages  are  the  same,  but  the 
early  acute  stages  may  have  been  less  obvious 
or,  from  a clinical  standpoint,  absent  altogether. 
With  all  due  respect  to  my  dermatologist  col- 
leagues, our  knowledge  of  the  therapy  of  radia- 
tion burns  has  remained  superficial.  The  prob- 
lem is  largely  a chronic  one  and  hence  lacks  the 
challenge  of  a dramatic  event.  Nevertheless,  the 
mere  fact  that  many  years  intervene  between 
insult  and  end  result  affords  an  opportunity  to 
study  the  chain  of  events  more  closely  and  see 
if  some  means  of  breaking  the  chain  cannot 
be  developed.  I know  of  only  one  group  of  in- 
vestigators in  this  country  methodically  tackling 
this  problem  at  the  biochemical  and  histopatho- 
logic levels.  Their  studies  are  directed  primarily 
at  the  initial  reactions  in  the  skin  to  moderate 
doses  of  radiation.  Yet  here  is  a problem  which 
confronts  the  radiotherapist  daily,  and  it  limits 
the  amount  of  radiation  that  can  be  given  to  a 
cancer.  It  is  certainly  not  going  to  be  an  easy 
one  to  solve,  but  whether  we  ever  have  an 
atomic  war  or  not,  it  needs  a lot  more  attention 
than  it  is  getting  today. 

Inhalation  of  Radioactive  Materials 

Another  challenging  problem  is  that  in  certain 
situations  the  hazard  from  radioactive  materials 
may  depend  solely  on  the  introduction  of  the 
material  into  the  body  by  way  of  the  lungs, 
or  as  in  the  case  of  inhalation  of  tritium  gas,  the 
effect  on  the  lung  itself  may  be  the  critical 
factor.  The  study  of  this  type  of  hazard  has 


two  facets.  One  is  the  definition  of  the  permis- 
sible concentrations  of  various  radionucleides  in 
soluble  and  insoluble  forms  in  the  air.  The  other 
is  a definition  of  the  end  result  in  humans  of 
deposition  of  excessive  amounts  of  radioactive 
materials  in  the  lung  and  what  to  do  about  it. 

Let  us  take  the  problem  as  it  presents  itself 
in  a fairly  simple  form.  Plutonium  metal  is  to 
all  intents  and  purposes  a pure  alpha  emitter. 
The  radiation  cannot  penetrate  the  homy  layer 
of  the  skin.  Plutonium  can  therefore  be  handled 
with  impunity  as  far  as  skin  burns  are  concerned. 
It  is  very  poorly  absorbed  from  the  intestine, 
of  the  order  of  1/1, 000th  to  1/10, 000th  of  a per 
cent,  so  it  is  not  too  great  a hazard  as  an  in- 
gestant.  If  inhaled,  some  of  it  is  retained  in  the 
lung  and  eventually  moves  to  the  liver  and  bone. 
Plutonium  is  more  toxic  than  radium.  The  maxi- 
mum permissible  body  burden  for  workers  is 
0.04  microcuries  as  compared  with  0.1  micro- 
curie for  radium.  The  Number  One  question 
now  is:  What  is  the  greatest  concentration  in 
air  which  can  be  permitted,  with  the  assurance 
that  no  worker  exceeds  the  permissible  body 
burden?  Obviously  there  are  economic  con- 
siderations which  come  to  play  here.  Plutonium 
is  used  in  nuclear  weapons,  and  will  certainly 
some  day  be  used  in  power  reactors.  To  keep 
the  air  concentrations  in  our  plants  down  to 
permissible  levels  is  very  expensive. 

We  know  that  in  general,  particles  larger  than 
5 micra  in  diameter  are  not  likely  to  remain  in 
the  lung  very  long.  They  find  their  way  up  the 
bronchial  tree  and  are  swallowed  or  spit  out. 
Of  the  smaller  particles,  we  believe  that  those 
reaching  the  alveoli  are  trapped  but  we  have 
no  good  data  in  humans  on  what  percentage  of 
fine  particles,  i.e.,  less  than  5 micra,  are  actually 
retained.  Because  of  this  gap  in  our  knowledge, 
those  concerned  with  establishing  the  maximum 
permissible  concentrations  in  air  have  had  to 
put  what  may  be  relatively  large  factors  of  safety 
in  their  recommendations.  Obviously  we  must 
obtain  this  information  as  soon  as  possible.  It 
is  not  easy,  and  we  certainly  do  not  wish  to  find 
out  about  it  in  the  same  manner  in  which  we 
learned  about  how  much  radium  has  to  be  in 
the  bone  to  cause  bone  cancer. 

Disposal  of  Radioactive  Wastes 

Before  speaking  of  some  of  the  hazards  of 
atomic  energy  activities  which  are  currently  the 
subject  of  so  much  discussion  in  the  lay  press, 
I should  mention  the  challenge  of  the  Burgeon- 
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ing  problem  of  handling  and  disposing  of  large 
quantities  of  liquid  radioactive  waste  products. 
There  are  two  aspects.  In  these  so-called  wastes 
is  an  almost  limitless  supply  of  radiostrontium 
and  radiocesium  and  a host  of  other  radioiso- 
topes which,  if  they  can  be  removed  and  isolated, 
could  be  put  to  commercial  and  medical  uses. 
Low  level  and  in  general  relatively  short-half 
life  radioactive  wastes  from  experimental  labora- 
tories and  the  like  are  today  encased  in  cement 
in  oil  drums  and  dumped  off  our  coastal  waters. 
There  is  much  talk  of  the  hazards  of  dumping 
this  material  into  the  ocean.  It  is  said  that  we 
must  learn  much  more  about  the  oceans,  the 
movements  of  the  waters  at  great  depth,  and 
the  mixing  times  at  varying  depths.  Fortunately 
the  difficulty  of  safe  transportation  of  the  high 
level  radioactive  wastes  from  large  atomic  re- 
actors makes  this  an  impracticable  procedure  at 
the  present  time,  otherwise  we  might  be  wasting 
irretrivable  material  of  great  potential  value. 
Meanwhile  the  problem  of  safe  containment  of 
the  material  at  its  source  is  a very  real  one  and 
taxes  the  ingenuity  of  the  radiation  physicist  — 
the  sanitary  engineer,  the  geologist  and  the  met- 
allurgist, to  the  utmost. 

In  like  manner,  the  problem  of  airborne  ra- 
dioactive contamination  challenges  not  just  the 
radiation  biologist,  the  industrial  hygiene  engi- 
neer and  the  health  physicist,  but  equally  the 
meteoroligist,  the  soil  chemist,  the  plant  bio- 
chemist, the  aquatic  biologist,  and  the  radio- 
chemist. 

Chronic  Low-Dose  Rate  Radiation  Exposures 

Recently,  there  has  developed  an  extreme 
concern  in  some  quarters  over  the  matter  of  low 
level  radioactive  contamination  of  man’s  envi- 
ronment as  a result  of  the  testing  of  nuclear 
weapons.  Almost  equal  concern  has  been  ex- 
pressed over  what  is  believed  by  some  to  be  an 
inevitable  consequence  of  full-scale  develop- 
ment of  nuclear  fission  as  a fuel  for  power  pro- 
duction. Even  the  diagnostic  and  therapeutic 
uses  of  radiation  are  being  looked  at  with  a 
jaundiced  eye. 

This  is  not  the  place  to  discuss  the  psycholgi- 
cal  background  of  all  this.  The  fact  remains  that 
this  uneasiness  has  developed  in  peoples’  minds 
about  atomic  energy  whether  it  is  used  solely 
for  peaceful  purposes,  or  as  a part  of  our  na- 
tional defense  effort. 

The  radiation  effects  which  are  talked  about 
the  most  are  the  delayed  ones.  Were  the  most 


pessimistic  views  eventually  proved  to  be  true, 
they  would,  if  they  could  be  measured  at  all, 
appear  not  as  clear-cut  events  readily  related  to 
the  cause,  but  as  relatively  small  statistical  in- 
creases in  the  number  of  cases  of  bone  cancer, 
leukemia  and  congenital  abnormalities,  or  as  a 
shortening  of  the  average  life  span.  There  is  lit- 
tle doubt  that  some  price  in  human  suffering 
will  be  paid  for  atomic  energy.  This  is  not  a 
unique  situation.  It  has  been  true  for  every  tech- 
nological advance  from  the  discovery  and  use 
of  fire  to  the  automobile  and  the  airplane.  It  is 
for  the  biological  sciences  to  establish  the  cost, 
and  it  is  for  society  to  decide  whether  the  price 
is  too  great. 

Genetic  Effects 

In  the  field  of  genetics,  there  are  two  principal 
hazards  with  which  we  are  concerned  when  we 
study  the  effects  of  ionizing  radiation  as  a muta- 
genic agent.  First,  there  is  the  possible  risk  to 
the  human  race  as  a whole.  There  is  undoubt- 
edly some  amount  of  radiation  which,  if  the  en- 
tire race  were  subject  to  it,  would  result  in  a 
mutation  rate  which  would  lead  eventually  to 
degradation  of  the  species.  On  the  other  hand, 
the  maximum  tolerable  mutation  rate  for  hu- 
mans, tolerable  in  the  sense  of  survival  of  the 
race,  is  not  known. 

The  National  Academy  of  Sciences’  Commit- 
tee on  the  Effects  of  Atomic  Radiation  has  esti- 
mated that  in  the  normal  course  of  events  in 
the  next  30  years  100  million  children  will  be 
born  in  this  country  and  that  there  will  be  among 
them  some  2 million  with  tangible  genetic  de- 
fects. In  the  whole  world  2 billion  children  will 
be  born  during  the  same  period,  of  which  some 
40  million  will  have  tangible  genetic  effects.  If 
40r  is  taken  as  the  radiation  dose  per  generation 
necessary  to  double  the  present  “spontaneous 
mutation  rate,  the  lOr  dose  per  generation  men- 
tioned in  the  NAS  report  as  tolerable  but  not 
harmless  would  add  in  the  United  States  alone 
50,000  tangible  defects  in  the  first  generation, 
and  eventually  about  500,000  per  generation, 
i.e.,  about  16,000  per  year.  A dose  of  0.13r  to  the 
gonads  per  U.  S.  generation  is  currently  estima- 
ted to  be  incurred  from  the  present  rate  of 
weapons  testing.  This  would  produce  in  the 
first  generation  an  additional  650  persons  with 
tangible  genetic  defects,  and  if  this  rate  of  ex- 
posure continued,  there  would  eventually  be 
6,500  per  generation.  There  would  in  addition 
be  about  5,000  embryonic  and  neonatal  deaths, 


132 


Arizona  Medicine 


February , 1959 


stillbirths  and  childhood  deaths  in  the  first  gen- 
eration and  about  50,000  per  generation  eventu- 
ally. In  addition,  there  would  be  a larger  but 
unknown  number  of  minor  intangible  defects. 
For  the  whole  world,  you  would  have  to  multi- 
ply the  figure  by  about  20.  In  absolute  numbers, 
this  is  large,  but  in  terms  of  the  estimated  genet- 
ic effects  of  natural  background  it  is  a small 
fraction,  l/40th  or  l/10th,  depending  on  the 
true  doubling  dose,  and  in  terms  of  the  genetic 
effects  of  diagnostic  x-ray  gonadal  exposures,  it 
is  of  the  same  order.  In  terms  of  the  presently 
estimated  incidence  of  such  events,  this  would 
mean  eventually  if  weapons  testing  continued 
indefinitely  at  the  present  rate  an  increase  of 
l/300th.  If  the  doubling  dose  were  as  low  as 
lOr,  which  is  held  to  be  unlikely,  the  additional 
burden  would  be  l/75th. 

What  are  these  figures  based  on  — thousands 
of  experiments  in  fruit  flies,  a few  very  large  ex- 
periments involving  hundreds  of  thousands  of 
mice  in  which  only  seven  geneloci  have  been 
studied,  and  the  large  human  genetics  study  in 
Japan  by  the  Atomic  Bomb  Casualty  Commis- 
sion, plus  a few  human  genetics  studies  in  non- 
irradiated  populations.  The  figures  are  crude. 
They  must  be  improved.  There  are  needed  addi- 
tional careful  human  genetics  studies  involving 
a tremendous  amount  of  work  — taking  advan- 
tage of  documented  consanguineous  marriages 
and  using  blood  types  as  well  as  gross  indices  of 
genetic  change.  One  of  the  big  problems  is  the 
fact  that  many  human  abnormalities  — in  fact, 
most  — are  not  clearly  delineated  as  to  being  ge- 
netically determined  or  developmental  in  origin. 
Indeed  many  of  them,  like  mongolism,  seem  to 
be  the  result  of  both  genetic  and  environmental 
factors. 

It  has  been  generally  agreed  that  radiation 
mutations  are  cumulative  and  directly  propor- 
tional to  dose,  down  to  zero.  Yet  below  25 r no 
studies  have  been  done  in  other  than  single- 
celled  organisms.  Such  studies  may  never  be 
done  in  mammals,  for  in  order  to  test  accurately 
even  a few  loci  at  25r  would  require  an  experi- 
ment involving  a million  or  more  mice.  This 
means  that  much  more  basic  work  will  have  to 
be  done  at  the  macro-molecular  level  to  estab- 
lish once  and  for  all  that  the  single  hit  concept 
of  radiation  induction  of  gene  mutation  which 
seems  to  hold  for  bacteria,  viruses  and  the  fruit 
fly,  holds,  for  mammals  as  well  as  low'  dose  rates, 
and  with  low  total  doses. 


Life  Span 

Except  for  high  level  radiation  to  vital  organs, 
the  life  shortening  effect  of  ionizing  radiation  is 
the  result  of  total  blood  exposure,  or  it  max- 
manifest  itself  in  succeeding  generations  as  a 
result  of  genetic  damage.  There  is  considerable 
experimental  data  in  small  mammals  on  the  ef- 
fects of  fairly  large  single  event  whole  body  ex- 
posure, i.e.,  100  to  200  r and  more  given  either 
once  or  repeated.  There  is  much  less  informa- 
tion at  smaller  dose  increments.  In  general,  it 
can  be  said  that  with  large  increments  there  is  a 
curtailment  of  life  expectancy  from  the  time  of 
exposure  of  approximately  25  per  cent  per  LD/ 
50.  Thus  a single  dose  of  200  r would,  on  the 
average,  be  expected  to  reduce  an  individual’s 
life  expectancy  from  that  point  on  by  roughly 
12.5  per  cent.  With  smaller  increments,  totalling 
a few  r to  upwards  of  100  r,  the  effect  in  experi- 
mental animals  is  less  marked  and  probably  can 
be  explained  on  the  basis  of  a partially  effective 
reparative  process,  so  that  the  curtailment  of 
life  expectancy  is  a little  less  than  1 per  cent  per 
100  r.  If  this  holds  for  humans,  an  individual 
who  had  accumulated  at  the  age  of  20  years  ap- 
proximately 100  r in  increments  of  a few  roent- 
gens at  a time,  and  who  would  normally  be  ex- 
pected to  live  another  50  vears,  would  on  the 
average  lose  4-5  months  of  his  life  span. 

There  is  no  definite  information  at  low  dose 
rates,  i.e.,  0.1  r per  day  or  0.3  r per  week,  which 
is  in  the  range  of  the  permissible  levels  as  recom- 
mended bv  the  International  Commission  on  Ra- 

J 

diation  Protection.  A few  experiments  have  been 
done  in  mice  and  rats.  In  each  instance,  the  av- 
erage life  span  of  the  irradiated  group  was 
slightly  higher  than  that  of  the  control.  It  ap- 
pears, however,  that  the  sparing  effect  is  during 
middle  life  and  perhaps  chronic  low  level  ex- 
posure has  some  sort  of  non-specific  effect  by 
permitting  survival  of  experimental  animals  in 
the  presence  of  certain  ectoparasites.  In  any 
event,  the  longer-lived  animals  in  the  irradiated 
group  do  not  live  any  longer  than  the  longer- 
lived  animals  in  the  control  group.  The  causes 
of  death  in  these  low  dose  level  experiments  are 
not  noteworthy,  though  in  one  experiment  there 
was  an  increase  in  the  number  of  cases  of  leu- 
kemia. However,  there  was  not  a sufficient  num- 
ber of  cases  appearing  early  in  life  to  affect  the 
over-all  statistics.  In  any  event,  a dose  rate  of 
0.1  r per  30  years  period  would  reduce  the  av- 
erage life  span  bv  at  the  most  a few  davs. 
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To  all  intents  and  purposes,  premature  death 
resulting  from  radiation  of  experimental  animals 
is  indistinguishable  from  death  from  normal 
causes.  Is  radiation-induced  aging  identical  with 
the  natural  aging  process,  or  isn’t  it?  If  it  is,  what 
a wonderful  experimental  tool  we  have  for  study- 
ing the  aging  process!  Aging,  like  the  weather, 
is  something  people  talk  about,  but  do  very  little 
about  and  for  the  same  reason.  Maybe  now  we 
c an  do  something  about  it. 

Leukemia 

The  present  leukemia  rate  in  the  United 
States  is  approximately  11.400  cases  per  year.  It 
is  an  established  fact  in  many  experiments  done 
on  animals  that  large  doses  of  radiation  do  in- 
duce leukemia.  In  some  experiments,  although 
the  total  number  of  cases  was  not  increased,  the 
onset  was  greatly  accelerated  bv  the  radiation 
exposure.  Though  the  data  from  the  Atomic 
Bomb  Casualty  Commission  in  Japan  are  still 
fragmentary,  and  will  not  be  complete  for  a 
number  of  years,  they  can  be  interpreted  as  con- 
sistent with  the  concept  that  large  single  doses 
of  radiation  to  man  do  definitely  increase  or  ac- 
celerate the  appearance  of  leukemia.  The  data 
which  have  accumulated  on  the  incidence  of 
leukemia  among  radiologists  is  consistent  with 
the  hypothesis  that  large  total  doses  in  the  vicin- 
ity of  1.000  r.  even  when  received  in  small  in- 
crements, are  leukemogenic  in  some  individuals, 
finally,  the  studv  of  Court  Brown  and  Doll  in 
England  on  the  incidence  of  leukemia  in  radia- 
tion treated  patients  with  spondyloarthritis  ankv- 
loooietica  suggest  that  large  doses  of  radiation 
to  the  bone  marrow  may  result  in  leukemia.  The 
control  group  for  this  study  is  so  small  that  one 
really  has  no  information  on  what  the  incidence 
of  leukemia  in  these  patients  would  have  been 
without  radiotherapy.  However,  if  compared 
with  the  incidence  of  leukemia  generally  among 
the  British  population  as  a whole  the  effect  is 
clear-cut.  For  doses  of  less  than  100  r in  humans, 
and  in  statistically  significant  numbers  of  experi- 
mental animals,  there  are  essentially  no  data. 
The  available  experimental  data  from  fairly  ex- 
tensive studies  at  higher  levels  of  radiation  sug- 
gest that,  depending  on  the  tvoe  of  leukemia, 
the  induction  curve  may  be  either  sigmoidal  or 
linear.  Whether  or  not  there  is  a threshold  for 
leukemia  induction  by  radiation  is  not  known. 
While  it  has  been  generally  accepted  among 
students  of  leukemia  that  there  is  some  dose  of 
radiation  perhaps  in  the  vicinity  of  50  r below 


which  leukemia  is  not  induced,  Dr.  E.  B.  Lewis 
of  the  California  Institute  of  Technology,  and 
Dr.  Hardin  Jones  of  the  University  of  California 
at  Berkeley,  have  proposed  the  hypothesis  that 
leukemia  induction  from  ionizing  radiation  is  a 
linear  function  of  dose  regardless  of  dose  rate 
and  have  suggested  that  for  each  mr  exposure 
per  year  to  the  entire  population  of  the  United 
States,  there  would  eventually  be  an  additional 
10  cases  of  leukemia  per  year.  Using  this  same 
reasoning,  there  would  be  roughly  an  additional 
3,333  cases  per  year  were  the  population  to  re- 
ceive 10  r of  man-made  radiation  every  30  years, 
the  exposure  consistent  with  the  recommenda- 
tions of  the  NAS  committee  on  genetics.  The  es- 
timate of  new  cases  of  leukemia  as  result  of 
gamma  radiation  from  fallout  would  be  about 
40  per  year. 

It  has  been  postulated  also  that  bone-seeking 
radioactive  nucleids  such  as  radium  and  radio- 
strontium might  be  leukemogenic.  All  that  one 
can  say  at  the  present  time  is  that  among  the 
more  than  100  cases  of  radium  poisoning  in  the 
luminous  dial  industry,  and  in  an  equal  number 
of  individuals  who  have  received  radium  me- 
dicinally, leukemia  has  not  developed.  I believe 
there  is  one  questionable  case  in  one  of  the  se- 
ries. One  100  m/c/gram  calcium  mpc  would  lead 
to  an  exposure  to  nearby  bone  marrow  of  about 
0.14  r per  year,  that  is,  about  10  r in  a lifetime 
or  less  than  5 r in  30  years.  If  Lewis’s  hypothesis 
is  correct,  that  leukemia  induction  is  linear  with 
dose  to  the  bone  marrow,  and  were  all  the  bone 
marrow  to  receive  this  dose,  which  it  does  not, 
such  a body  burden  for  all  people  in  the  United 
States  could  mean  a 5-10  per  cent  increase  in 
leukemia  cases.  There  is  a considerable  body  of 
experimental  data  indicating  that  with  large  sin- 
gle doses,  leukemia  does  not  result  if  a fair  frac- 
tion of  the  hematopoietic  system  is  shielded  from 
total  body  radiation.  With  a certain  type  ol 
mouse  lymphoma,  even  shielding  one  extremity 
of  the  animal  will  vitiate  the  leukemogenic  ef- 
fect of  a large  single  exposure  to  radiation.  Leu- 
kemia is  not  a simple  disease:  chemicals,  steroid 
hormones,  genetic  constitution  can  ali  play  posi- 
tive or  negative  roles  in  its  induction. 

Actually,  there  is  very7  little  evidence  that  very 
small  increments  of  radiation  leading  to  small 
doses  would  of  themselves  produce  an  increased 
incidence  of  leukemia.  It  is  possible,  of  course, 
that  co-carcinogenic  factors  and  additive  factors 
will,  in  a given  susceptible  individual,  prepare 
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the  way  for  a small  dose  of  radiation  to  trigger 
a case  of  leukemia. 

Bone  Cancer 

The  present  incidence  of  bone  sarcoma  in  this 
country  is  about  2,000  cases  annually.  It  is  quite 
apparent  from  the  observations  of  radiothera- 
pists that  a dose  of  1,000  r given  locally  to  the 
bone  is  required  to  induce  cancer,  and  cancer 
induction  by  doses  of  less  than  2,000  r is  a very 
rare  occurrence.  As  to  the  induction  of  cancer 
by  chronic  radiation  from  bone-seeking  radionu- 
cleids,  we  have  a considerable  body  of  data  in 
humans  which  I have  already  referred  to.  Prac- 
tically all  of  this  information  deals  with  exposure 
incurred  during  adult  life.  Briefly,  it  can  be  stat- 
ed that  no  case  has  come  to  our  attention  of 
bone  cancer  in  an  individual  exposed  to  radium 
in  adult  life  who  had  left  in  him  at  the  time  of 
observation  (usually  20-30  years  after  the  ma- 
terial was  ingested)  less  than  0.4  microcurie  of 
radium,  plus  an  undetermined  amount  of  meso- 
thorium.  The  National  Committee  on  Radiation 
Protection,  and  the  International  Commission  on 
Radiological  Protection  have  taken  0.1  micro- 
curie as  the  permissible  radium  burden  for  adult 
workers.  With  radium,  the  exposure  to  the  bone 
is  not  uniform.  If  it  were,  a person  with  0.1  mi- 
crocurie would  be  getting  approximately  4 rs 
per  year  to  the  bone  and  one  with  one  micro- 
curie would  get  approximately  40  rs  per  year. 
Since  radium  distribution  tends  to  be  spotty,  one 
must  think  in  terms  of  localized  areas  receiving 
10  or  more  times  this  average  exposure.  Stronti- 
um-90  tends  to  be  much  more  evenly  distributed 
in  bone.  Its  radiation  is  a moderately  energetic 
beta  ray  as  opposed  to  the  principally  very  short 
range  alpha  radiation  from  radium.  The  dose 
to  the  bone  will  then  be  much  more  uniform. 
One  hundred  uuc  of  radiostrontium/gm  calcium, 
the  presently  considered  permissible  body  bur- 
den for  the  population  as  a whole,  would  give 
about  0.28  r per  year  or  20  r in  70  years,  i.e., 
three  times  the  exposure  to  bone  from  naturally 
occurring  radioactivity. 

Experimental  work  in  mice  at  low  body  bur- 
den levels  is  incomplete,  but  at  somewhat  high- 
er levels  of  strontium-90  in  mice,  the  curve  for 
bone  tumor  production  is  steeply  sigmoidal  in 
nature.  In  other  words,  very  few  if  any  bone 
sarcomas  will  result  from  100  uuc  strontium-90/ 
gram  of  calcium. 

Summary 

We  can  sum  up  these  effects  as  follows: 


The  genetic  effects  are  based  on  a consider- 
able body  of  data  and  the  estimates  given,  while 
not  at  all  precise,  do  give  a fair  picture  of  the 
likely  cost  of  nuclear  energy  to  society  in  terms 
of  health.  The  genetic  cost  is  an  order  of  magni- 
tude greater  than  the  most  pessimistic  estimates 
of  the  cost  in  terms  of  leukemia  and  bone  can- 
cer. Taken  all  together,  they  are  well  within  our 
experience  of  the  cost  of  other  technological  ad- 
vances which  we  accept  as  necessary  for  present 
day  life. 

The  most  important  single  fact  about  radia- 
tion effects  and  one  which  will  plague  you  is 
that  except  for  a severe  radiation  burn  whose 
chronic  sequelae  are  readily  recognized,  none  of 
the  delayed  effects  are  in  any  way  specific  to  ra- 
diation. A radiation-induced  leukemia  is  not 
identifiable  as  such.  A radiation-induced  muta- 
tion has  no  tag  on  it  telling  us  it  was  radiation 
induced.  Nor  can  a radiation-induced  cancer  be 
identified  any  more  than  one  induced  by  cig- 
arets.  This  is  all  very  baffling  to  the  public. 

Today  what  we  know  about  the  relationship 
between  exposure  and  time  of  appearance  of  ra- 
diation effects  permits  us  to  be  on  relatively  firm 
ground  in  assessing  alleged  radiation  injuries. 
But  in  a very  few  years  there  will  be  more  and 
more  confusion.  An  employer  will  be  hard  put  to 
prove  in  a given  case  that  a certain  type  illness 
was  not  due  to  radiation  exposure.  One  has  to 
speak,  as  I have  today,  in  terms  of  probabilities. 
It  is  your  growing  responsibility,  then,  to  learn 
all  you  can  about  radiation  effects  both  acute 
and  chronic  and  to  keep  them  clearly  in  mind 
when  the  question  of  radiation  injury  comes  up. 
I would  hope  none  of  you  would  do  as  a radiol- 
ogist did  not  long  ago  in  the  case  of  a claim  for 
damages  against  an  AEC  contractor.  The  claim- 
ant had  a severe  chronic  non-specific  ulcerative 
colitis,  and  the  radiologist  who  had  read  a little 
about  the  syndrome  of  acute  whole  body  radia- 
tion injury  was  aware  that  it  involved  a bloody 
diarrhea.  He  went  on  record  to  the  effect  that 
this  man’s  disease  could  very  well  have  been  the 
result  of  radiation  exposure  he  had  received  as 
a laborer  at  our  Pacific  proving  ground.  His  film 
badges  indicated  he  had  received  less  than  one 
r of  total  exposure.  In  other  words,  while  there 
are  disease  states  which  can  result  from  certain 
types  of  radiation  exposure,  there  are  others 
which  cannot,  with  the  greatest  stretch  of  the 
imagination,  be  so  related. 
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In  the  event  of  a nuclear  war  or  severe  nuclear 
accident,  you,  as  physicians,  have  a responsibil- 
ity to  diagnose  and  to  treat  intelligently  cases  of 
acute  radiation  injury.  In  addition,  you  must 
learn  something  of  the  types  of  radiation  acci- 
dents which  might  occur  and  be  prepared  to  as- 
sess the  true  likelihood  of  injury  to  the  persons 
involved;  for  the  present  time  at  least,  people 
incline  to  panic  at  the  word  radiation  — witness 
the  Houston,  Texas  episode  which  was  so  beau- 
tifully dramatized  on  TV  some  time  ago. 

The  atomic  age  has  increased  the  physicians’ 
responsibilities  greatly  as  it  has  that  of  other 
professions.  Its  problems  are  ramifying  into 
nearly  every  department  and  school  of  a uni- 
versity today.  The  schools  of  medicine,  and  ag- 


riculture are  already  deeply  involved.  There  is 
a whole  new  field  of  nuclear  energy  law  devel- 
oping, both  domestic  and  international.  Meterol- 
ogy,  geophysics,  sociology,  political  science  and 
even  education  departments  are  feeling  the  im- 
pact. This  list  is  not  complete.  If  it  were,  it 
would  be  too  long  to  relate  here.  It  is  a fact, 
however,  that  I and  the  staff  of  the  Atomic  En- 
ergy Commission’s  Division  of  Biology  and  Med- 
icine have  day  to  day,  and  in  many  instances 
very  close,  working  relationships  with  represen- 
tatives of  each  of  the  specialties  I have  named. 

Nuclear  energy  is  here  to  stay,  as  I said  ear- 
lier, and  wherever  your  future  in  medicine  may 
lie,  sooner  or  later  you  will  find  yourself  dealing 
with  some  aspect  of  it. 


A GUIDE  FOR  PHYSICIANS  AND  LAWYERS 

For  Handling  The  Problems  Arising  Out  of 
Personal  Injury  Litigation 
And 

Medical  Malpractice  Screening  Panel  Plan 
Prepared  Jointly  by  Committees 
of 

THE  PIMA  COUNTY  BAR  ASSOCIATION 
and 

THE  PIMA  COUNTY  MEDICAL  SOCIETY 

1958 


I.  INTRODUCTION . 

T 

I HE  following  working  guide  is  a result  of  the 
efforts  of  a joint  committee  from  the  Pima 
County  Bar  Association  and  the  Pima  County 
Medical  Society.  It  is  submitted  with  the  hope 
that  it  will  facilitate  the  solution  of  mutual  prob- 
lems of  the  two  professions  in  connection  with 
physical  examinations  of  litigants  and  medical 
testimony.  It  will  be  of  value  only  insofar 
as  the  individual  lawyer  and  physician  consider 
their  mutual  problems  with  a sense  of  co-opera- 
tion; it  should  not  only  benefit  each  of  the 
two  professions,  but  most  of  all  will  aid  in  ren- 
dering better  service  to  the  patient  or  client. 

To  avoid  possible  misunderstandings  and  to 
aid  better  relations  between  lawyers  and  physi- 
cians, and  problems  which  any  lawyer  or  physi- 
cian may  have  in  connection  with  personal  in- 
jury, litigation  or  arising  out  of  this  guide  or 
the  Medical  and  Malpractice  Screen  Panel  Plan, 
should  be  referred  to  a member  of  the  medical 
committee  of  either  of  the  Pima  County  Bar 
Association  or  the  Pima  County  Medical  So- 
ciety. 


The  basic  problem  simply  stated  is  the  old 
one  of  human  relations.  In  most  cases  it  could 
be  solved  by  one  simple  bitateral  action.  Be- 
fore a subpoena  is  issued,  or  before  the  begin- 
ing  of  a trial,  a conference  between  the  indi- 
vidual lawyer  and  physician  should  establish  a 
common  meeting  ground.  The  lawyer  who  re- 
fuses to  request  such  a conference  and  the 
physician  who  refuses  to  grant  such  a request 
need  not  expect  this  guide  to  solve  his  problem. 

There  follows  a general  outline  of  the  prin- 
ciples which  should  govern  physician-lawyer  re- 
lationship in  connection  with  personal  injury 
litigation. 

II.  WRITTEN  REPORTS: 

a.  The  lawyer 

1.  No  lawyer  should  ever  expect  a physician 
to  make  a written  report  concerning  the  condi- 
tion of  a patient  or  a party  referred  to  a physi- 
cian for  an  examination,  unless  and  until  the 
lawyer  advises  the  physician,  preferably  in  writ- 
ing, as  to  the  type  of  examination  required. 

2.  The  law  on  written  reports:  The  Arizona 
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statute  requires  “ a detailed  written  report  of  the 
examining  physician  setting  out  his  findings  and 
conclusions.’  The  text  of  this  statute  is  set 
forth  in  Exhibit  A. 

3.  How  to  request  written  report:  Most  exam- 

inations of  parties  other  than  the  doctor  s patient 
are  arranged  for  by  stipulation  between  the  law- 
yers. Whether  an  examination  is  to  be  made 
pursuant  to  such  a stipulation  or  pursuant  to 
an  order  of  the  court,  a request  in  writing  for 
an  examination  and  report  should  be  made  to 
the  physician.  A model  request  for  a report 
by  a patient's  lawyer  is  attached  hereto  as  Ex- 
hibit B.  A model  request  for  an  examination 
and  report  concerning  a party  not  a patient  of 
the  examining  physician  is  attached  hereto  as 
Exhibit  C. 

4.  A request  for  a written  report  should  con- 
tain most  or  all  of  the  following  items: 

(a)  Indicate  how  and  when  the  injury  is 
claimed  to  have  been  incurred. 

(b)  If  report  concerns  party  other  than  pa- 
tient, indicate  specifically  the  injuries  set  forth 
in  the  readings. 

(e)  If  report  concerns  patient,  inclose  writ- 
ten authorization  from  client  (patient). 

(d)  Request  history,  including  complaints 
made  by  party  examined. 

(e)  Request  past  history,  particularly  in  cases 
involving  aggravation  of  pre-existing  condition 
or  cases  where  previous  injury  or  illness  is  sus- 
pected. 

(f)  Indicate  whether  partial  or  complete  ex- 
amination desired.  Are  special  studies  such  as 
laboratory  work,  diagnostic  X-rays,  or  consulta- 
tion permitted  at  the  examining  physician’s  dis- 
cretion? 

(g)  Request  a specific  diagnosis. 

(h)  Ask  if  disability,  if  any,  is  temporary  or 
permanent.  Ask  for  prognosis. 

(i)  Inquire  if  physician  believes  that  a re- 
examination is  necessary  to  arrive  at  a prog- 
nosis, or  to  testify  concerning  party’s  condition. 

( j ) Reaffirm  any  previous  arrangement  con- 
cerning fees  and  instruct  physician  concerning 
his  statement. 

(k)  Indicate  number  of  copies  desired. 

(l)  What  is  cost  of  treatment  to  date?  Esti- 
mate cost  of  future  treatment,  if  such  is  re- 
quired. 

b.  The  physician 

A request  for  a report  should  be  in  writing 


Medical  terminology  should  be  kept  to  a mini- 
mum. Be  specific,  concise  and  prompt  and 
include  the  specific  medical  information  re- 
quested bv  the  lawyer. 

1.  Report  on  own  patient:  If  the  doctor  is 
giving  a report  on  one  of  his  own  patients  he 
should  first  receive  the  patient’s  written  authori- 
zation. The  following  points  should  be  cover- 
ed: (See  Exhibit  D). 

(a)  State  how,  when  and  where  the  accident 
or  injury  occurred. 

(b)  Where  the  person  was  first  seen  and  the 
extent  of  injuries. 

(c)  Length  of  convalescence  and  note  if  con- 
dition is  stationary,  or  patient  discharged. 

(d)  Prognosis  if  patient  is  still  under  treat- 
ment and  whether  disability,  if  any,  is  tempor- 
ary or  permanent. 

(e)  Indicate  the  presence  of  any  pre-exist- 
ing disease  or  prior  injury  and  its  effect  on  pre- 
sent condition;  also,  if  pre-existing  condition  was 
aggravated. 

(f)  Probable  cost  including  the  possibility  of 
future  medical  care. 

(g) Omit  any  reference  to  insurance. 

Since  this  information  is  usually  readily  avail- 
able to  the  doctor,  it  should  be  furnished  at 
nominal  cost  to  the  patient.  The  report  should 
include  original  and  five  carbons. 

2.  Report  on  person  not  under  doctor's  care: 
Where  doctor  is  asked  to  examine  a person  not 
under  his  care,  the  report  should  cover  the  fol- 
lowing points:  (See  Exhibit  E). 

( a ) History  of  accident  or  injury  as  described 
bv  person  being  examined. 

(b)  The  person’s  account  of  treatment,  and 
its  results.  Note  particularly  if  patient  is  still 
under  treatment. 

(c)  Examinations  of  injured  part  or  parts  and 
notation  of  abnormalities,  X-rays,  and  consulta- 
tions, if  indicated. 

(d)  Comments  on  result  of  examination  cov- 
ering the  extent  of  injuries,  conclusions  as  to 
permanent  disability,  if  any,  and  a request  for 
re-examination  of  the  person  at  a later  date 
if  needed  to  furnish  above  information  or  to 
testifv. 

( e ) The  original  and  five  copies  should  be  for- 
warded. 

3.  On  occasion,  the  lawyer  may  request  in- 
formation not  covered  by  a report.  This  should 
be  promptly  furnished.  Before  appearing  in 
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court,  a meeting  between  the  lawyer  and  the 
doctor  should  be  arranged. 

III.  SUBPOENAS 

a.  Duty  us  citizen  to  testify 

Our  system  of  justice  depends  upon  being 
able  to  require  any  citizen's  attendance  at  the 
trial  (notwithstanding  the  inconvenience)  and 
his  testimony  as  to  what  he  knows  about  the 
case.  The  doctor,  alas!  is  no  exception. 

b.  What  is  a subpoena? 

A subpoena  is  an  order  of  the  court  com- 
manding a person  upon  whom  it  is  served  to  at- 
tend court  at  a certain  time  and  place  and 
testify  as  a witness  in  a trial. 

c.  Lawyers  follow  different  policies  as  to  sub- 
poenaing medical  witnesse. 

Many  lawyers  never  subpoena  the  doctors 
they  expect  to  put  on  the  stand,  being  content 
to  make  personal  arrangement  with  the  doctors 
as  to  when  they  will  be  needed  and  relying  on 
them  to  appear. 

Other  lawyers  always  subpoena  their  medical 
witnesses,  contending:  (a)  It  is  an  advantage 
for  the  doctor  to  be  able  to  testifv,  if  asked,  that 
he  came  to  court  because  he  was  ordered  to  do 
so;  or  (b)  It  will  aid  the  lawyers  in  securing 
a recess  if  for  any  reason  the  doctor  fails  to 
show  up. 

d.  Recommended  policy. 

No  doctor  should  take  offense  at  receiving  a 
subpoena.  However,  if  a lawyer  plans  to  have 
one  served  upon  a doctor  he  should  so  notify 
him  promptly,  preferably  in  advance  of  service, 
where  circumstances  permit.  Discuss  with  the 
doctor  the  exact  time  he  expects  to  put  him  on 
the  stand  or  give  the  lawyer’s  best  estimate  at 
that  time,  and  arrange  to  notify  the  doctor  as 
to  the  exact  time  to  appear. 

Recognizing  the  demands  of  a doctor’s  profes- 
sion, a lawyer  should  make  every  effort  to  avoid 
any  unnecessary  inconvenience  or  delay.  On 
the  other  hand,  like  the  surgeon  in  the  operating 
room,  the  lawyer  is  the  producer,  director  and 
principal  actor  in  the  drama  of  the  court  room, 
and  will  be  greatly  preoccupied  with  other  im- 
portant phases  of  the  lawsuit.  The  doctor  is 
admonished,  therefore,  to  be  compassionate  if, 
notwithstanding  the  lawyer’s  best  efforts,  the 
doctor’s  testimony  does  not  occur  on  schedule. 

e.  The  witness  fee  for  per  diem  and  mileage. 

Any  witness  subpoenaed  is  entitled  to  demand 

a witness  fee  from  the  person  serving  the  sub- 
poena for  per  diem  ($1.50)  plus  15  cents  per 


mile  for  mileage  to  be  traveled  (computed  one 
way).  While  a subpoena  and  tender  of  the 
aforesaid  nominal  fee  require  a witness  to  at- 
tend court  and  testify  as  to  any  facts  within  his 
knowledge,  this  does  not  entitle  an  attorney  to 
require  a doctor  to  give  his  medical  opinions 
or  to  answer  hypothetical  questions.  As  to  this 
type  of  expert  testimony,  the  doctor  is  entitled 
to  arrange  separately  for  a fee,  as  discussed 
elsewhere  herein.  No  tender  of  fee  is  requird 
in  criminal  cass. 

IV.  CONDUCT  OF  TRIAL  FROM 
PHYSICIAN'S  STANDPOINT: 

a.  The  physician  as  a witness 

The  physician  finds  himself  with  the  respon- 
sibility of  aiding  the  ends  of  justice  when  called 
to  testify  in  a civil  or  criminal  trial.  The  testi- 
mony given  should  be  unbiased  and  unembar- 
rassed bv  expectation  of  a fee  or  other  reward. 
He  must  approach  the  subject  in  the  capacity 
of  a consultant  who  makes  a diagnosis  scien- 
tifically and  unswayed  by  any  other  thought 
than  that  of  giving  a correct  opinion  in  diag- 
nosis. 

When  the  physician  takes  the  witness  stand, 
he  should  remember  that  he  is  not  speaking 
to  a medical  group,  but  is  speaking  to  a lav 
group.  The  use  of  medical  terminology  should 
be  limited  as  far  as  possible. 

A physician  will  not  be  confined  to  a “yes”  or 
“no”  answer  when  that  will  not  accurately  an- 
swer the  question  propounded.  If  the  physician 
is  doubtful,  he  may  ask  the  court  for  permis- 
sion to  qualify  the  answer.  If  the  doctor  has 
reached  a conclusion  in  the  case,  he  should  not 
hesitate  to  state  his  opinion. 

b.  Don’t  be  an  advocate  or  volunteer 

A physician  should  remember  that  he  is  not 
an  advocate  trying  a lawsuit,  nor  should  the 
physician  feel  that  he  is  taking  sides  on  anv 
particular  medical  issue  or  medical  fact.  A main 
concern  of  the  physician  is  that  his  findings 
should  be  understood  bv  a jury  of  lay  persons. 
If  a physician  volunteers  information  not  in 
response  to  question  without  giving  thought  to 
the  advisability  of  same,  he  may  hinder  rather 
than  aid  justice.  However,  the  phyisician 
should  remember  that  the  attorney  has  little 
medical  knowledge;  and.  when  something  is 
brought  up  at  trial  which  needs  explaining,  he 
should  feel  free  to  do  so. 

c.  Courtesy  to  cross-examiner 
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The  physician  should  be  courteous  to  the  cross- 
examiner. As  soon  as  the  witness  becomes  dis- 
courteous to  the  cross-examiner,  he  loses  his 
effect  as  an  impartial  witness.  Sometimes  the 
jury  will  take  up  the  side  of  the  attorney  and 
will  then  discount  all  testimony  previously  given. 
The  courtroom  is  not  a place  for  sarcastic  re- 
marks. 

cl.  Don’t  be  afraid  to  state  your  honest  opin- 
ion 

Some  physicians  feel  that  they  should  hold 
in  reserve  their  actual  honest  opinion.  The  phy- 
sician is  called  as  a witness  in  order  that  the 
facts  can  be  made  known  to  a jury.  If  the 
doctor  feels  that  a particular  patient  is  maling- 
ering, this  should  be  freely  stated.  It  is  difficult 
to  make  such  a diagnosis;  but,  when  the  phy- 
sician honestly  has  such  an  opinion,  it  should  be 
stated.  By  the  same  token,  if  the  doctor  feels 
that  the  patient  has  serious  injuries  with  future 
consequences,  this  also  should  be  freely  stated. 
The  doctor  may  state  he  cannot  answer  the  ques- 
tion, if  he  honestly  cannot  do  so.  The  doctor 
is  not  suposed  to  know  every  phase  of  medicine. 

e.  Don’t  be  “ thin  skinned” 

The  physician  should  not  feel  that  he  is  on 
trial,  or  that  the  attorney  is  attempting  to  trap 
him.  The  attorney  is  very  definitely  trying  to 
present  a case  to  the  best  advantage  of  his 
client.  The  purpose  of  cross-examination  is  to 
test  the  accuracy  of  a witness.  However,  this 
does  not  mean  that  the  attorney  is  attempting 
to  discredit  the  ability  or  integrity  of  the  phy- 
sician. The  physician  should  explain  the  rea- 
son for  his  conclusion  and  remember  that  he 
himself  is  not  on  trial. 

f.  Talk  to  jury,  not  over  them 

The  doctor  should  couch  his  language  in 
phraseology  that  the  average  layman  can  under- 
stand. If  medical  terms  are  used,  they  should 
be  explained.  The  sole  purpose  of  the  testi- 
mony of  a physician  is  that  the  jurors  can  be 
apprised  of  knowledge  that  takes  a physician 
years  to  acquire. 

g.  Private  conference  of  attorney  and  doctor 

It  is  essential  that  the  attorney  and  physician 

consult  together  so  that  the  attorney  can  pro- 
pound proper  questions  to  the  physician.  This 
conference  is  vital  to  a well  prepared  trial.  The 
physician  should  explain  the  medical  report  to 
the  attorney  and  point  out  the  significant  findings 
so  that  the  attorney  can  properly  prepare  his 
case. 
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h.  The  province  of  the  objection  in  the  court- 
room 

A trial  is  supposed  to  be  conducted  accord- 
ing to  the  rules  of  evidence.  When  testimony 
is  offered  on  a particular  subject,  and  an  at- 
torney interposes  an  objection,  that  merely  means 
that  the  attorney  requests  the  court  to  pass  upon 
the  materiality,  the  relevancy,  or  the  competency 
of  such  testimony.  If  the  court  feels  that  evi- 
dence be  considered  along  with  other  evidence 
in  the  case,  the  objection  will  be  overruled.  If 
the  court  feels  that  the  objection  is  well  taken, 
the  objection  will  be  sustained. 

i.  Don’t  refer  to  insurance 

The  mere  mention  or  suggestion  of  insurance 
in  a personal  injury  action  will  usually  result  in 
a mistrial.  This  requires  the  parties,  witnesses, 
and  lawyers  to  attend  a retrial  of  the  case  at  a 
later  time. 

V.  COMPENSATION  FOR  MEDICAL  RE- 
PORTS AND  TESTIMONY: 

It  is  impossible  to  establish  a rule  governing 
physician’s  fees  in  all  cases.  Many  misunder- 
standings concerning  fees  could  be  avoided  by  a 
prior  conference  between  the  physician  and  his 
patient,  or  the  lawyer  calling  the  physician  as  a 
witness. 

a.  Agreements  as  to  compensation 

It  is  always  preferable  to  agree  in  advance 
as  to  the  fees  to  be  charged,  either  with  the 
patient  or  with  the  attorney  calling  the  physi- 
cian as  a witness,  if  this  is  possible.  Under  no 
circumstances  may  a physician  charge  a fee 
which  is  contingent  upon  the  outcome  of  the 
litigation  concerning  which  he  makes  an  exam- 
ination or  testifies. 

b.  Reports  to  attorney  for  physician’s  patient 

Where  a physician  makes  a report  to  the  at- 
torney for  his  own  patient  based  upon  records 
which  the  doctor  can  obtain  from  his  own  office 
and  upon  treatment  and  examinations  already 
made  by  the  physician  for  which  he  has  re- 
ceived fees  for  his  services  or  an  agreement  to 
pay  fees,  the  physician,  if  he  makes  a charge 
for  his  report,  should  make  one  that  is  nominal. 

If  the  physician  is  required  to  make  an  addi- 
tional examination  or  is  required  to  obtain  or 
interpret  records  not  in  his  possession,  the  physi- 
cian should  feel  free  to  make  an  additional 
charge  for  the  time  and  professional  services 
required. 

c.  Report  on  person  referred  for  examination 
only 
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Where  an  examination  and  report  concern- 
ing a person  referred  for  examination  only  is 
requested,  the  doctor  should  either  make  such 
a charge  as  is  customary  in  his  particular  field 
for  such  examination  and  report,  or  make  a 
charge  consistent  with  the  amount  of  time  and 
extent  of  professional  services  involved. 

d.  Expert  witness  compensation 

1.  The  physician’s  charge  for  testifying  in  be- 
half of  his  patient  should  be  equal  to  what  he 
would  charge  his  patient  for  the  same  amount 
of  time  and  skill  for  professional  services.  If 
he  is  required  to  prepare  and  testify  as  an  ex- 
pert witness  on  behalf  of  his  patient,  considera- 
tion should  be  given  to  this  in  fixing  the  com- 
pensation. 

2.  If  a doctor  is  called  to  testify  as  an  expert 
witness  in  a case  with  which  he  has  had  no 
prior  connection,  he  should  receive  such  com- 
pensation as  may  be  agreed  upon  with  the  law- 
yer representing  the  party  who  calls  him  as  a 
witness. 

e.  Responsibility  for  payment  of  compensation 

The  payment  of  a physician’s  fees  for  exam- 
inations and  reports  and  testimony  in  connection 
with  litigation  is  always  the  obligation  of  the 
patient  or  the  party  to  a court  action.  It  is 
contrary  to  the  Canons  of  Ethics  of  the  legal 
profession  for  a lawyer  to  agree  to  be  per- 
sonally responsible  for  the  costs  of  maintaining 
a lawsuit.  It  is  often  advantageous  to  request 
the  patient,  either  directly  or  through  his  lawyer, 
to  permit  the  lawyer  to  pay  the  physician’s  fee 
directly  out  of  any  recovery  which  may  be  had 
in  a particular  lawsuit. 

Nothing  in  the  foregoing  is  to  be  interpreted 
as  opposed  to  the  codes  of  legal  and  medical 
ethics. 
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EXHIBIT  A: 

“21-737.  Physical  and  mental  examination  of 
persons  — Order  for  examination.  In  an  action  in 
which  the  mental  or  physical  condition  of  a par- 
ty is  in  controversy,  the  court  in  which  the  ac- 
tion is  pending  may  order  him  to  submit  to  a 
physical  or  mental  examination  by  a physician. 
The  order  may  be  made  only  on  motion  for  good 
cause  shown  and  upon  notice  to  the  party  to  be 
examined  and  to  all  other  parties  and  shall  spe- 
cify the  time,  place,  manner,  conditions,  and 
scope  of  the  examination  and  the  person  or  per- 
sons by  whom  it  is  to  be  made.  (Rules  Civ.  Proc., 
Rule  35  (a.)” 

“21-738.  Physical  and  mental  examination  of 
persons  — Report  of  findings.  ( 1 ) If  requested 
by  the  person  examined,  the  party  causing  the 
examination  to  be  made  shall  deliver  to  him  a 
copy  of  a detailed  written  report  of  the  exam- 
ining physician  setting  out  his  findings  and  con- 
clusions. After  such  request  and  delivery,  the 
party  causing  the  examination  to  be  made  shall 
be  entitled  upon  request  to  receive  from  the  par- 
ty examined  a like  report  of  any  examination, 
previously  or  thereafter  made,  of  the  same  men- 
tal or  physical  condition.  If  the  party  examined 
refuses  to  deliver  such  report,  the  court  on  mo- 
tion and  notice  may  make  an  order  requiring 
delivery  on  such  terms  as  are  just,  and  if  a phy- 
sician fails  or  refuses  to  make  such  a report,  the 
court  may  exclude  his  testimony  if  offered  at 
the  trial. 

(2)  By  requesting  and  obtaining  a report  of 
the  examination  so  ordered  or  by  taking  the 
deposition  of  the  examiner,  the  party  examined 
waives  any  privilege  he  may  have  in  that  action 
or  any  other  involving  the  same  contro\  ersy,  re- 
garding the  testimony  of  every  other  person  who 
has  examined  or  may  thereafter  examine  him  in 
respect  of  the  same  mental  or  physical  condi- 
tion. (Rules  Civ.  Proc.  Rule  35  (bj. 
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Dear  Dr.  Smith: 

Your  patient,  Mrs.  Mary  Jones,  has  retained 
me  to  file  an  action  against  Mr.  Brown  to  recov- 
er damages  for  the  personal  injuries  which  she 
suffered  on  March  1,  1954,  when  her  car  was 
run  into  by  the  automobile  of  Mr.  Brown.  Mrs. 
Jones  tells  me  that  she  suffered  a herniated  disc 
and  that  she  has  been  continually  under  your 
care  since  the  date  of  the  accident. 

My  investigation  discloses  that  Mrs.  Jones’s 
car  was  stopped  and  another  automobile  collided 
violently  with  the  rear  end  of  Mrs.  Jones’s  auto- 
mobile. 

I should  appreciate  it  if  vou  would  send  me 
an  original  and  three  copies  of  a report  showing 
the  history,  both  past  and  present,  related  by 
Mrs.  Jones;  describing  briefly  the  treatment 
which  you  gave  her;  describing  your  diagnosis 
at  the  time  vou  first  saw  her;  indicating  the  dis- 
ability  now  suffered  by  Mrs.  Jones,  or  which 
she  might  likely  suffer  in  the  future;  also  indi- 
cating, if  possible,  your  prognosis  as  to  the  out- 
come of  her  condition,  and  also  indicating  what 
future  medical  treatment  might  be  required. 

I am  enclosing  a form  of  authorization  which 
Mrs.  Jones  has  signed  to  enable  you  to  send  your 
report  to  me.  I have  also  requested  Mrs.  Jones 
to  contact  you  pertaining  to  your  charge  for 
r laking  this  report,  and  also  pertaining  to  the 
j ayment  of  any  special  expenses  which  you 
i light  incur  in  making  this  diagnosis  or  progno- 
j is. 

It  seems  probable  that  this  case  will  be  tried 
i ome  time  during  the  month  of  July  of  this  year, 
and  I will  notify  you  within  at  least  a month  be- 
fore the  trial  date.  I will  also  arrange  to  contact 
you  for  an  interview  approximately  one  week 
prior  to  the  time  of  trial. 

Very  truly  yours, 

LLB:hr  L-  L-  BRADY 

EXHIBIT  C . 

March  , 19 

Dr.  Robert  Medic, 

Tucson,  Ariz. 

Re:  Brown  vs.  Jones 
Dear  Dr.  Medic: 

I should  like  to  confirm  my  conversation  with 
vour  secretary  that  you  will  examine  Mrs.  Marv 
Jones  on  April  , 19  , at  2 o’clock  p.m.,  at  your 

office. 

This  examination  is  pursuant  to  a stipulation 
entered  into  between  Mrs.  Jones’s  attornev  and 


myself.  Our  stipulation  contemplates  that  you 
may  perform  such  tests  and  such  an  examina- 
tion as  you  may  deem  necessarv  to  properly  di- 
agnose Mrs.  Jones’s  present  condition.  This,  of 
course,  included,  but  is  not  limited  to,  x-rays, 
laboratory  tests,  or  consultation,  should  you  deem 
is  necessary. 

In  her  complaint,  Mrs.  Jones  claims  to  have 
sustained  the  following  injuries  as  the  result  of 
an  automobile  accident  which  occurred  on 
March  1,  1954:  “That  her  back  and  neck  were 
sprained,  that  she  suffered  a herniated  interver- 
tebral disc,  that  she  lost  the  use  of  her  left  arm 
and  hand,  that  she  has  no  feeling  or  sensation  in 
portions  of  her  left  hand,  that  she  suffers  con- 
stant headaches  and  eye  aches,  and  that  she  has 
been  permanently  disabled. ” 

I should  appreciate  it  if  you  would,  at  your 
earliest  convenience,  forward  me  an  original  and 
five  copies  of  your  report.  I should  also  appre- 
ciate it  if  you  would,  in  addition  to  obtaining  a 
past  and  present  history  from  Mrs.  Jones  and 
furnishing  a diagnosis,  indicate  whether  or  not 
Mrs.  Jones  is  at  the  present  time  disabled  from 
performing  her  usual  duties  as  a receptionist, 
whether  disability  if  any,  is  temporary  or  perma- 
nent, your  prognosis,  and  whether  her  condition 
is  stationary. 

I am  enclosing  herewith  a copy  of  a report  by 
Dr.  M.  D.  Smith  pertaining  to  Mrs.  Jones’s  con- 
dition. 

After  you  have  completed  your  examination, 
would  you  please  send  me  your  statement  in 
duplicate. 

COUNCILOR  & O’BRIEN 

By 

jOqir  John  O’Brien 

EXHIBIT  D: 

Mr.  L.  L.  Brady 

April  , 19 

Re:  Mrs.  Mary  Jones,  Age  48 
Dear  Mr.  Brady: 

At  your  request,  we  are  furnishing  you  a sum- 
mary of  our  treatment  in  the  case  of  Mrs.  Mary 
Jones,  a patient  of  ours  who  had  been  injured  on 
March  1,  1954. 

Mrs.  Jones  states  she  was  riding  in  an  automo- 
bile as  the  driver  which  was  stopped  at  a red 
light.  She  states  she  was  struck  from  the  rear  by 
another  car  causing  her  to  be  pushed  violently 
forward.  In  doing  so  Mrs.  Jones  suffered  a severe 
snap  of  her  neck.  She  was  momentarily  stunned. 
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but  was  able  to  regain  her  composure  and  re- 
main at  the  scene  of  the  accident  until  the  acci- 
dent was  investigated  by  the  proper  authorities. 
She  then  went  to  her  home  where,  after  a period 
of  one  to  two  hours,  she  developed  a very  acute 
soreness  of  the  neck  and  contacted  me.  I met 
her  at  the  hospital  where  she  was  examined. 

Our  examination  at  the  hospital  showed  that 
Mrs.  Jones  had  a very  stiff  and  sore  neck.  She 
had  a small  range  of  motion.  She  was  quite  emo- 
tionally upset  and  complained  bitterly  of  pains 
throughout  her  neck.  Because  of  the  acuteness  of 
the  symptoms,  Mrs.  Jones  was  placed  in  the  hos- 
pital where  she  was  placed  in  cervical  traction 
for  her  acute  neck  pains.  At  the  time  of  her  ad- 
mission, x-rays  of  her  neck  were  taken  which 
failed  to  show  any  evidence  of  bony  injury. 
However,  our  diagnosis  on  admission  to  the  hos- 
pital was  an  acute  whiplash  injury  to  the  neck 
and  she  was  treated  for  this  condition  during 
her  stay  in  the  hospital.  She  remained  in  cervi- 
cal traction  in  the  hospital  for  a period  of  10 
days  after  which  she  was  fitted  with  a cervical 
collar  and  was  allowed  to  go  to  her  home.  She 
then  took  a series  of  physiotherapy  treatments 
at  our  office  and  still  remains  under  the  care  of 
our  physiotherapist  for  her  subjective  com- 
plaints. 

About  three  weeks  following  her  injury,  Mrs. 
Jones  complained  of  an  aching  and  burning  type 
of  pain  which  affected  her  in  the  upper  arm  and 
along  the  outer  aspect  of  the  right  forearm  ex- 
tending into  the  ring  and  little  fingers  of  her 
hand.  This  has  been  quite  persistent  and  quite 
annoying.  It  has  been  aggravated  by  coughing 
and  sneezing  and  occasionally  on  suddenly  turn- 
ing her  head,  she  develops  an  acute  pain  in  her 
arm,  forearm,  and  hand.  This  in  all  probability 
is  due  to  a hernation  of  the  intervertebral  disc 
in  the  cervical  spine.  At  the  present  time  I can- 
not give  you  the  outcome  of  this  case  because 
of  the  nature  of  her  injury.  She  remains  under 
conservative  treatment  consisting  of  traction  to 
her  neck  at  home,  and  physiotherapy  treatment. 
SUMMARY: 

The  patient  describes  an  accident  which  oc- 
curred March  1,  1954,  at  which  time  she  was 
struck  from  behind  by  another  car  and  suffered 
a so-called  whiplash  type  injury. 

She  responded  initially  to  conservative  treat- 
ment with  cervical  traction.  She  was  hospitalized 
for  10  days. 

The  diagnosis  on  initial  examination  was 


whiplash  injury  of  the  cervical  spine  — no  frac- 
ture. 

Three  weeks  later  she  began  to  have  symp- 
toms which  now  are  suggestive  of  rupture  of  an 
intervertebral  disc  in  the  cervical  spine.  She  is 
now  receiving  physiotherapy  and  further  trac- 
tion at  home.  Her  prognosis  is  guarded.  If  she 
does  not  respond  in  another  two  weeks,  consul- 
tation and  mvelographic  x-rays  will  have  to  be 
made  in  order  to  confirm  or  refute  the  impres- 
sion of  a ruptured  disc.  Surgery  might  then  have 
to  be  performed  for  relief  of  it.  She  should  be 
re-evaluated  in  not  less  than  another  three  weeks 
before  arriving  at  any  more  definite  prognosis 
for  her. 


EXHIBIT  E: 


Very  truly  yours, 

M.  D.  SMITH,  M.D. 

April  , 19 


To  Whom  It  May  Concern: 

Attn:  John  O’Brien 

Re:  Mrs.  Mary  Jones,  Age  48 

Mrs.  Mary  Jones  of  Tucson,  Ariz.,  was  exam- 
ined in  our  office  on  April  , 19  . 

History  — Mrs.  Jones  states  that  she  was  in- 
jured on  March  1,  1954,  when  the  car  in  which 
she  was  riding  while  stopped  at  a red  light  was 
struck  from  the  rear  by  another  car  and  she 
states  “it  snapped  my  neck.’’  That  same  day  she 
consulted  her  private  physician,  Dr.  M.  D.  Smith 
of  this  city,  and  she  states  that  she  was  placed  in 
the  hospital  and  stayed  there  for  about  10  days. 
During  this  time,  she  had  a very  sore  neck  which 
improved  somewhat;  she  was  kept  in  traction 
and  given  some  heat  treatments. 

In  two  or  three  weeks  after  she  left  the  hospi- 
tal, she  began  to  notice,  she  states,  pain  which 
runs  down  the  right  arm,  is  made  worse  if  she 
coughs  or  sneezes,  and  she  states  she  frequently 
drops  a glass  or  a plate  if  she  holds  it  in  her 
hand.  She  is  again  under  the  care  of  her  family 
physician  and  she  states  that  she  is  getting  some 
of  this  same  kind  of  traction  at  home  which  she 
in  the  beginning  received  as  a patient  in  the 
hospital.  She  states  that  she  has  constant  head- 
aches, that  she  doesn’t  sleep  well,  that  she  takes 
aspirin  without  relief.  She  states  that  she  cannot 
return  to  her  job  as  a receptionist  because  of  the 
headaches  and  pain  in  the  right  arm. 

Physical  Examination  — This  is  a well  devel- 
oped, well  nourished,  extremely  active,  white 
female,  who  does  not  appear  to  be  in  acute  dis- 


tress at  the  time  of  this  examination. 
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The  examination  of  the  head  and  neck  shows 
a normal  contour  of  the  head  with  a full  head  of 
hair.  The  pupils  of  the  eyes  are  round  and  equal 
and  react  briskly  to  light  and  accommodation. 
The  nose  is  clear,  the  throat  is  normal,  the  ton- 
sils are  absent,  the  tongue  is  clean,  the  teeth  are 
in  good  repair. 

Examination  of  the  neck  shows  no  abnormal 
masses  in  the  soft  tissue.  There  is  a full  range  of 
motion  with  rotation  of  the  head  to  either  side 
and  on  upper  extension  to  the  point  where  the 
patient  is  able  to  look  fully  at  the  ceiling  and 
is  able  to  place  her  chin  to  her  chest  in  flexion. 
The  patient  says  she  has  some  discomfort  along 
the  left  side  of  the  neck  on  performing  all  these 
motions  but  more  on  the  right.  Firm  pressure  on 
the  right  side  of  the  neck  is  not  accompanied  by 
any  subjective  complaints.  No  abnormal  crepi- 
tus is  felt  in  the  neck  during  these  motions. 

Examination  of  the  muscles  of  the  shoulder 
girdle  shows  no  evidence  of  atrophy  of  the  right 
shoulder  compared  with  the  left.  There  is  a full 
range  of  motion.  The  elbow  joints  and  wrist 
joints  of  both  upper  extremities  function  nor- 
mally. There  is  no  evidence  of  muscle  atrophy 
involving  the  muscles  of  the  arm  or  forearm  or 
hand.  Measurements  of  the  two  upper  extremi- 
ties show  them  to  be  equal  in  circumference  at 
their  component  levels.  The  reflexes  over  the 
right  forearm  and  elbow  are  slightly  hyperac- 
tive compared  with  their  fellows  on  the  left  side. 
The  patient  described  no  subjective  disturbance 
of  sensation  to  pin  prick  over  either  hand  or 
forearm.  The  patient  makes  no  complaints  rela- 
tive to  the  chest,  abdomen  or  lower  extremities. 

X-rays  of  the  cervical  spine  were  ordered  with 
the  following  report:  X-rays  of  the  cervical  spine 
taken  in  the  anteroposterior,  lateral  and  oblique 
projections  show  minimal  hypertrophic  changes 
between  the  fifth  and  sixth  cervical  segments. 
These  changes  consist  of  slight  pointing  of  the 
vertebral  bodies  as  seen  in  the  lateral  view,  the 
intervertebral  disc  is  narrowed  between  the  fifth 
and  sixth  cervical  segments  very  slightly.  There 
is  a very  slight  loss  of  the  normal  cervical  curve. 
Conclusions  from  the  x-ray  examination  are  mild 
hypertrophic  changes  of  the  cervical  spine  be- 
tween the  fifth  and  sixth  cervical  vertebral  bod- 
ies, questionable  degeneration  of  an  interposed 
disc  and  no  evidence  of  fracture,  recent  or  old. 
SUMMARY: 

The  patient  states  that  she  received  an  injury 
of  the  type  described  about  on  March  1,  1954, 


which  resulted  in  her  having  some  pain  princi- 
pally in  her  neck.  This  was  relieved  by  hospital- 
ization under  care  of  her  private  physician  for  a 
period  of  10  days  or  so.  She  denies  ever  having 
had  any  trouble  with  her  neck  prior  to  the  acci- 
dent. The  physical  examination  is  essentially 
normal  except  the  neck  and  right  arm  and  fore- 
arm. There  is  evidence  of  a certain  amount  of 
cervical  degenerative  arthritis  between  the  fifth 
and  sixth  cervical  segments  which  must  have 
been  present  for  a considerable  period  of  time. 
There  is  no  evidence  of  fracture  recent  or  old. 
She  has  some  indefinite  symptoms  in  the  right 
hand  suggestive  of  degeneration  of  the  disc  and 
mild  compression  on  the  nerve  root  which  com- 
poses part  of  the  cervical  plexus  and  innervates 
the  hand  on  the  right  side.  She  is  still  receiving 
treatment  from  her  family  physician  but  claims 
that  she  is  not  able  to  carry  on  her  duties  as  a re- 
ceptionist because  of  this  disability  of  her  hand. 

It  is  my  impression  that  she  did  suffer  a mild 
whiplash  type  injury  to  the  cervical  spine  or  a 
sprain  of  it  on  March  1,  1954.  This  aggravated 
the  pre-existing  degenerative  arthritis  of  her 
cervival  spine  and  she  now  has  some  residual 
symptoms  from  both  of  these  conditions,  or  rath- 
er aggravation  of  the  arthritis. 

One  significant  part  of  her  past  history  which 
we  neglected  to  mention  heretofore  was  that 
Mrs.  Jones  states  that  about  18  months  ago  she 
was  off  work  for  a week  or  10  days  because 
of  a neuralgia  of  her  right  arm.  It  is  therefore 
our  impression  that  her  disability  in  this  arm 
may  be  of  a permanent  nature,  but  that  it  will 
be  considerably  less  in  extent  than  she  now  com- 
plains of,  and  that  it  is  an  aggravation  of  her 
previously  existing  condition.  We  believe  that 
her  condition  is  not  stationary  but  that  she  will 
gain  some  more  improvement. 

On  the  off-chance  that  she  in  reality  now 
does  have  a ruptured  intervertebral  disc  or  a 
degenerated  one,  this  patient  should  be  re-ex- 
amined in  about  one  month  in  order  to  see 
what  her  progress  has  been  during  that  time. 

Very  sincerely  yours, 

RM.ph  ROBERT  MEDIC,  M.D. 

EXHIBIT  F: 

This  is  to  certify  that  I,  

authorize  Dr 

to  release  information  regarding  my  injuries  as 
a result  of  an  accident  which  occurred  on.  . . . 
19 , at 
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to  my 

attorney  

I hereby  agree  to  pay  all  reasonable  charges 
in  connection  with  the  preparation  of  such  a 
report. 

In  the  event  that  Dr is 

requested  to  appear  in  court  or  at  a deposition 
in  reference  to  my  case  for  the  purpose  of 
rendering  expert  opinion,  I agree  payment  of  a 
rasonable  fee  for  such  purposes. 

In  connection  with  my  agreement  to  remun- 
erate Dr for  reports 

or  for  treatments  and  expert  opinion,  I authorize 

my  attorney, , to  pay 

directly  to  Dr all  reasonable 

charges  made  for  these  services  out  of  any  re- 
covery or  settlement  made  by  me. 


DATE:.  . . . 
WITNESS: 


JOINT  MEDICO-LEGAL  PLAN  LOR 
SCREENING  MEDICAL  MALPRACTICE 
CASES: 

The  fundamental  purposes  of  this  plan  are 
two-fold;  on  the  one  hand,  to  prevent  where 
possible  the  filing  in  court  of  actions  against 
physicians  and  their  employes  for  professional 
malpractice  in  situations  where  the  facts  do  not 
permit  at  least  a reasonable  inference  of  mal- 
practice; and,  on  the  other  hand,  to  make  pos- 
sible the  fair  and  equitable  disposition  of  such 
claims  against  physicians  as  are,  or  reasonably 
may  be,  well  founded. 

Both  professional  groups  recognize  that  the 
mere  filing  of  a malpractice  action  in  court, 
however,  unjustified  medically  it  may  be,  causes 
substantial  harm  to  the  reputation  and  practice 
of  the  physician  concerned.  Both  groups  recog- 
nize, at  the  same  time,  that  persons  having  le- 
gitimate and  meritorious  grievances  against  phy- 
sicians have  heretofore  often  encountered  the 
greatest  difficulty  in  substantiating  their  claims 
with  expert  testimony  in  court. 

The  instrumentality  hereby  jointly  created  for 
the  purposes  outlined  above  shall  be  known  as 
the  Joint  Screening  Panel  of  the  Pima  County 
Medical  Society  and  the  Pima  County  Bar  As- 
sociation, hereafter  referred  to  as  the  Panel. 

II.  COMPOSITION  OF  THE  PANEL: 

The  permanent  Panel  shall  consist  of  all  of 
the  members  of  the  medico-legal  committees  of 
the  medical  society  and  bar  association;  pro- 


vided, however,  that  neither  the  society  nor  the 
association  shall  be  represented  by  more  than 
10  members  on  the  Panel.  The  Panel  may,  by 
a majority  vote  of  its  permanent  members,  call 
in  one  or  more  other  physicians  or  attorneys  to 
sit  as  members  of  the  Panel  in  consideration  of 
any  particular  case.  Any  permanent  member  of 
the  Panel  shall  disqualify  himself  from  con- 
sideration of  any  case  with  which,  by  virtue  of 
his  circumstances  or  official  position,  he  has  or 
may  have  any  personal  or  official  connection, 
or  as  to  which  he  feels  that  his  presence  on  the 
Panel  is  for  any  reason  inappropriate,  consider- 
ing the  purposes  of  the  Panel. 

III.  CASES  SUBMITTED: 

Any  attorney  may  submit  a case  for  the  con- 
sideration of  the  Panel  by  addressing  a request, 
in  writing,  signed  by  both  himself  and  his  client, 
to  the  chairman  of  the  medico-legal  committee 
of  the  bar  association.  This  letter  request  shall 
contain  the  following: 

1.  A brief  statement  of  the  facts  of  the  case, 
showing  the  persons  involved,  the  dates,  and  the 
circumstances,  so  far  as  they  are  known,  of  the 
alleged  act  or  acts  of  malpractice. 

2.  A statement  authorizing  the  Panel,  through 
its  chairman,  to  obtain  access  to  all  medical  and 
hospital  records  and  information  pertaining  to 
the  incident  and,  for  the  purposes  of  its  con- 
sideration of  the  matter  only,  waiving  his  client’s 
privilege  as  to  the  contents  of  those  records. 
Nothing  in  that  statement  shall  in  any  way  be 
construed  as  waiving  that  privilege  for  any  other 
purpose  or  in  any  other  context,  in  or  out  of 
court. 

3.  An  agreement  that  the  deliberations  and 
discussions  of  the  Panel  and  of  any  member  of 
the  Panel  in  its  deliberation  of  the  case  will  be 
confidential  within  the  Panel  and  privileged  as 
to  any  other  person,  and  that  no  Panel  member 
will  be  asked  in  any  action  to  testify  concerning 
the  deliberations,  discussion  and  internal  pro- 
ceedings of  the  Panel. 

4.  A request  that  the  Panel  consider  the  merits 
of  the  claim  and  render  its  report  to  him. 

5.  A statement  that  the  attorney  has  read, 
understands  and  subscribes  to  the  plan  for 
screening  medical  malpractice  cases  and  has  ad- 
vised his  client  thereof  and  that  the  client  agrees 
to  the  submission  of  the  facts  pursuant  to  the 
plan. 

Cases  which  the  Panel  will  consider  shall  in- 
clude all  cases  involving  any  alleged  act  of  pro- 
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fessional  negligence  occurring  in  Pima  County, 
Ariz.,  by  a member  of  the  society,  his  servants, 
agents,  or  employes. 

IV.  PROCEDURE  BEFORE  THE  PANEL: 

Requests  for  review  submitted  to  the  chair- 
man of  the  medico-legal  committee  of  the  bar 
association  shall  be  brought  before  the  next 
regularly  scheduled  monthly  meeting  of  the 
joint  medico-legal  committee  of  the  medical  so- 
ciety and  the  bar  association.  At  that  time,  the 
joint  committee,  sitting  as  the  permanent  mem- 
ers  of  the  Panel,  shall  determine  what,  if  any, 
additional  physicians  or  attorneys  shall  be  called 
to  sit  in  review  of  each  case,  and  a date  and 
time  shall  be  set  for  the  Panel’s  hearing  of  and 
consultation  on  each  case.  In  no  instance  shall 
the  date  assigned  be  more  than  48  days  after 
the  receipt  by  the  chairman  of  the  medico-legal 
committee  of  the  bar  association  of  the  request 
for  review.  In  any  hearing  of  any  case  brought 
before  the  Panel  for  review,  a quorum  of  the 
Panel  for  the  purpose  of  deciding  the  issues 
submitted  to  it,  shall  consist  of  a majority  of 
those  permanent  members  of  the  Panel  who 
have  sat  on  all  hearings  of  the  issues. 

At  the  time  set  for  hearing  of  the  case,  the 
attorney  submitting  it  for  review  shall  be  present 
and  shall  state  his  case,  including  a resume  of 
the  facts  constituting  alleged  professional  negli- 
gence which  he  is  prepared  to  prove.  The  phy- 
sician or  physicians  against  whom  the  claim  is 
brought  may  be  present  and  may  make  a state- 
ment of  his  or  their  case.  The  monetary  damages 
in  any  case,  if  there  are  any,  shall  not  be  sub- 
ject to  inquiry  or  discussion.  The  hearing  will 
take  the  form  of  an  informal  discussion,  and  no 
official  record  shall  be  kept.  When  the  parties 
present  have  been  heard,  the  Panel  may  take 
the  case  under  advisement  or  it  may  request 
that  additional  facts,  records  or  other  informa- 
tion be  obtained  and  presented  to  it  at  a sup- 
plemental hearing,  which  shall  be  set  for  a date 
and  time  certain,  not  longer  than  15  days  from 
the  date  of  the  original  hearing,  unless  the  at- 
torney bringing  the  matter  for  review  shall,  in 
writing,  consent  to  a longer  period.  Any  second 
hearing  shall  be  held  in  the  same  manner  as  the 
original  hearing,  and  the  attorney  and  physician 
concerned  may  be  present. 

Each  case  shall  be  taken  under  advisement 
by  the  Panel  which  shall  consider  all  of  the 
relevant  material  made  available  to  it  at  the 
hearings  or  otherwise,  in  the  form  of  statements 


or  records.  The  Panel  shall  consider  only  whether, 
in  the  light  of  the  material  presented,  there  is  a 
reasonable  possibility  that  the  acts  complained 
of  constitute  professional  negligence,  and 
whether  there  is  a reasonable  medical  proba- 
bility that  the  claimant  was  injured  thereby.  The 
Panel  shall  make  no  effort  to  resolve  disputed 
questions  of  fact  except  to  determine  whether, 
in  its  judgment,  there  is  any  substantial  evi- 
dence to  support  the  facts  alleged  by  the  claim- 
ant. The  Panel  shall  make  no  findings  respecting 
the  quantum  of  damages  in  the  case,  if  any  there 
are. 

The  Panel  shall  not  make  any  effort  to  settle 
or  compromise  any  claim,  or  express  any  opinion 
on  the  monetary  value  of  any  claim.  All  votes 
of  the  Panel  on  any  such  question  before  it  will 
be  by  secret  ballot.  All  decisions  shall  be  taken 
by  a majority  vote  of  those  permanent  members 
of  the  Panel  present  who  have  sat  on  all  hearings 
of  the  issue. 

Its  answers  to  these  questions  shall  be  sub- 
mitted in  writing,  to  the  attorney  bringing  the 
matter  for  review,  and,  if  he  or  his  representa- 
tive has  appeared  before  it,  the  physician  con- 
cerned. A copy  of  each  report  shall  be  retained 
in  the  permanent  files  of  the  Panel.  The  de- 
liberations of  the  Panel  shall  be  and  remain 
secret.  The  written  opinion  shall  in  every  case 
be  signed  for  the  Panel  by  its  elected  chairman, 
and  shall  contain  only  the  conclusions  reached 
by  a majority  of  its  members,  except  that  any 
Panel  members  may  request  in  writing  that  his 
dissent  from  the  conclusions  of  the  Panel  be 
noted  in  the  official  records  of  the  Panel,  and 
may,  at  his  election,  append  to  the  written  report 
submitted  to  the  parties  concerned  his  own 
written  dissenting  opinion.  The  opinion  reached 
in  any  case  shall  be  treated  in  every  respect  as 
confidential  between  the  Panel  and  its  members 
on  the  one  hand  and  the  persons  directly  con- 
cerned in  the  case  on  the  other. 

In  any  case  where  the  Panel  has  determined 
that  the  acts  complained  of  were  or  reasonably 
might  be  professional  negligence,  and  that  the 
claimant  was  or  reasonably  may  have  been  in- 
jured thereby,  the  Panel,  its  members  and  the 
medical  society  will  co-operate  fully  with  the 
claimant  in  retaining  a physician  or  physicians 
qualified  in  the  field  of  medicine  involved,  who 
will  consult  with  and  testify  on  behalf  of  the 
claimant,  upon  his  payment  of  a reasonable  fee, 
to  the  same  effect  as  if  the  said  physician  or 


WHENEVER  SULFAS  ARE  INDICATED 


provides  therapeutic  sulfa  levels  for  24  hours... Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria.  ’ 


with  low  incidence  of  sensitivity  reactions... Extremely  low 
in  toxic  potential. 2- 3 No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity. 2 Even 
minor  subjective  reactions  are  not  expected  to  occur 2 or  are 
reported  absent 3 when  recommended  schedule  is  used. 

TABLETS,  0.5  Gm.,  bottles  of  24  and  100.  New  ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc  ),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin,  Ther,  5:474,  1958. 

3.  Sheth,  U.  K.,  el  al  : Ibid.,  p.  604,  1958. 
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♦Reg.  U.S.  Pat.  Off. 


146 


Arizona  Medicine 


February,  1959 


physicians  had  been  employed  originally  by  the 
claimant.  In  a case  where  the  Panel  has  de- 
termined that  there  is  no  reasonable  possibility 
that  the  acts  complained  of  constituted  profes- 
sional negligence  and/or  no  reasonable  medical 
probability  that  the  claimant  was  injured  there- 
by, the  attorney  bringing  the  matter  for  review 
shall  thereafter  refrain  from  filing  any  court 
action  based  upon  it  unless  personally  satisfied 
that  strong  and  overriding  reasons  compel  such 
action  to  be  taken  in  the  interest  of  his  client, 
and  that  it  is  not  done  to  harass  or  gain  unfair 


advantage  in  negotiation  for  settlement.  It  is  not 
intended  that  the  submission  of  any  case  to  the 
Panel  shall  be  considered  as  a waiver  by  the 
attorney  or  his  client  of  their  ultimate  right  to 
decide  for  themselves  whether  the  case  shall 
be  filed.  However,  any  attorney  who  brings  a 
case  before  the  Panel  shall  weigh  its  conclusions 
in  the  greatest  professional  good  faith. 

JOINT  SCREENING  PANEL  of  the 
PIMA  COUNTY  MEDICAL  SOCIETY 

and  the 

PIMA  COUNTY  BAR  ASSOCIATION 


Arizona  Medicine  for  ihe  second  consecutive  year  was  awarded  First  Prize  for 
General  Excellence  at  the  Annual  Contest  of  the  Arizona  Newspapers  Association. 
The  plaque  was  presented  to  Mr.  J.  N.  McMeekin,  Business  Manager  of  Arizona 
Medicine  by  Mr.  Geo.  Christy  of  the  First  National  Bank  of  Arizona. 
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Until  the  discovery  of  decadron*  by  Merck  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 

NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 


Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAMETHASONE 


to  treat  more  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a "natural”  sense  of  well-being. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 
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ARIZONA  POISONING  CONTROL  INFORMATION  CENTER 


PHILODENDRON . DERMATITIS: 

S OME  species  of  the  popular  house  plant, 
Philodendron,  have  been  found  to  cause  skin 
eruptions  according  to  a recent  article  in  the 
AM  A Archives  of  Dermatology.  ( 1 ) Twelve 
cases  of  erythemato-vesicular  rash,  resembling 
poison  ivy  or  poison  oak  of  the  hands  and  arms 
were  patch-traced  to  Philodendron  cordatum 
(heart  shaped)  and  several  related  species  of 
the  family  Araceae. 

A five-year  mystery  was  solved  when  the  itchy 
fingers  of  a seed  company’s  secretary  were  found 
to  have  tended  the  office  vines.  In  another  case, 
a building  inspector’s  rashes  were  traced  to 
the  current  Philodendron  vogue  in  office  build- 
ings. 

ACCIDENTAL  POISONING  CASE 
INVOLVING  AN  ALKYL  QUARTERN  ARY 
AMMONIUM  COMPOUND 

A Tucson  physician  has  reported  to  the  Ari- 
zona Poisoning  Control  Information  Center  a 
case  of  accidental  poisoning  involving  the  germi- 
cide, “Double  S Saniside.”  The  active  constituent 
of  this  preparation  is  N-alkyl-( Ci4,Ci2,Ci6 ) di- 
methyl benzyl  ammonium  chloride,  a quaternary 
ammonium  compound,  present  in  the  above 
product  in  a concentration  of  10  per  cent.  It  is 
known  that  concentrated  solutions  of  a quater- 
nary ammonium  detergent  are  strongly  irritant 
to  the  mucous  membranes  as  well  as  to  the 
skin(2). 

A young  male  adult  accidentally  took  into 
his  mouth  about  30  ml.  of  the  “Double  S Sani- 
side” disinfectant,  but  rapidly  ejected  the  sub- 
stance. Three  hours  later  he  reported  to  the  phy- 
sician after  experiencing  respiratory  difficulty. 
The  physician  found  that  the  victim  was  suffer- 
ing from  a severe  laryngeal  edema.  Upon  ad- 
mission to  the  hospital,  Solu  Cortef,  100  mg. 
was  administered,  IV.  Additional  50  mg.  doses 
of  this  corticosteroid  were  administered  IV2 
hours,  3 hours,  6 hours,  and  10  hours  after  the 
initial  dose.  Cortisone  suspension,  50  mg.  was 
administered  IM  every  6 hours  during  the  first 
day,  every  8 hours  during  the  second  and  third 
days  and  every  12  hours  during  the  fourth  and 
fifth  days. 

The  result  of  this  therapy  was  excellent.  Ninety 
per  cent  of  the  laryngeal  edema  had  disap- 


peared within  12  hours  after  institution  of  cor- 
ticosteroid therapy.  It  is  thought  that  tracheo- 
tomy was  avoided  as  a result  of  the  effectiveness 
of  this  drug  therapy. 

POISON-ANTIDOTE  CART 

A movable,  locked,  poison-antidote  cart  de- 
signed to  contain  all  the  necessary  therapeutic 
agents  to  handle  accidental  poisoning  cases  in 
the  hospital  emergency  room  has  recently  been 
described  by  Bidder  and  Sunshine(3).  The  au- 
thors claim  that  the  availability  of  this  cart 
permits  emergency  situations  to  be  handled  with 
promptness  and  dispatch,  since  all  the  drugs 
and  equipment  for  the  symptomatic  treatment 
of  poisoning  emergencies  are  assembled  and 
readily  available.  The  cart  also  maintains  refer- 
ence toxicological  textbooks.  A mobile  poison- 
antidote  cart  such  as  the  one  described  by  Bid- 
der and  Sunshine  is  now  commercially  available. 

ACUTE  GLUTETHIMIDE 
(DORIDEN)  POISONING 

Glutethimide  ( Doriden ) has  received  wide 
clinical  use  as  a bed-time  sedative  and  hypnotic. 
Widespread  use  of  this  drug  has  been  accom- 
panied by  an  increasing  number  of  poisoning 
incidents  involving  this  agent  — both  accidental 
and  intentional.  The  Arizona  Poisoning  Control 
Information  Center  has  received  at  least  15 
reports  of  glutethimide  poisoning  from  the  Ari- 
zona Hospital  Treatment  Centers  during  1958. 

A currently  acceptable  therapeutic  philosophy 
for  acute  glutethimide  intoxication,  based  on 
considerable  experience,  has  been  made  avail- 
able^), and  it  is  presented  here  to  supplement 
the  Doriden  information  card  located  in  each 
of  the  Arizona  Hospital  Poisoning  Control  Treat- 
ment Center’s  files. 

( a )  . Mild  cases  of  glutethimide  poisoning  will 
have  a normal  blood  pressure,  deep  tendon  re- 
flexes, and  can  be  aroused  by  painful  stimuli. 
The  blood  level  will  probably  be  in  the  range 
of  0.5  to  1.0  mg./lOO  ml.*  Such  patients  can  be 
treated  with  symptomatic  therapy  and  patience. 
They  will  awaken  after  a period  of  prolonged 
sleep. 

(b) .  Moderate  cases  may  manifest  hypoten- 
sion, shallow  or  abdominal  breathing,  absent  or 

“Identification  and  quantitative  determination  of  serum  glu- 
tethimide can  be  carried  out  according  to  the  method  of  Gold- 
baum,  L.R.  et  al.,  as  reported  in  Fed.  Proc.  16:300  (1957).  De- 
tails of  this  procedure  are  available  at  the  Arizona  Poisoning 
Control  Information  Center. 
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variable  deep  reflexes,  and  some  plantar  with- 
draw!. Pain  response  and  corneal  reflex  should 
be  present.  The  blood  level  will  probably  range 
from  1 to  3 mg./lOO  ml.*  Treatment  should  in- 
clude early  lavage  of  the  stomach,  but  the  phy- 
sician should  desist  immediately  if  apnea  or 
respiratory  irregularity  occurs.  The  use  of  en- 
dotracheal suction  and  oxygen  and  pressor  drugs 
for  hypotension  are  valuable  — care  is  necessary 
to  avoid  o verhy dration.  Cerebral  edema  repre- 
sents a major  threat.  One  may  titrate  the  patient 
with  bemegride  (Megimide)  using  50  mg.  in- 
crements every  10  to  15  minutes,  and  mainte- 
nance doses  as  needed  to  keep  a “safe”  state 
of  anesthesia.  It  is  well  to  be  suspicious  if  more 
than  1,500  mg.  of  bemegride  is  required  to 
lighten  anesthesia.  The  bemegride  should  be 
stopped  immediately  if  clonus  or  convulsions 
are  produced. 

(c).  Severe  cases  will  show  hypotension,  are- 
flexia,  deep  coma,  absent  plantar  withdrawal, 
and  pain  response.  The  blood  level  will  prob- 
ably be  above  3.0  mg./lOO  ml.*  Such  patients 
should  be  titrated  with  bemgride  immediately 
after  taking  a blood  sample  for  determination 
of  the  glutethimide  level.  Other  measures  are 
instituted  as  one  is  able.  Plans  should  be  made 
for  external  hemodialysis  with  an  artificial  kid- 
ney on  an  emergency  basis  in  the  following 
conditions:  (a)  failure  to  elicit  light  reflex  or 
plantar  withdrawal,  (b)  a bemegride  require- 
ment greater  than  1,500  mg.  on  titration,  (c) 
convulsions  from  bemegride,  ( d ) later  deteriora- 
tion of  clinical  state. 

ARIZONA  STATE  DEPARTMENT  OF 
HEALTH  - ARIZONA  POISONING 
CONTROL  MEETING 

A joint  meeting  of  officials  of  the  Arizona 
State  Department  of  Health  and  consultants  of 
the  Arizona  Poisoning  Control  Information  Cen- 
ter was  held  in  the  State  Health  Department 
Building,  Phoenix,  Dec.  3,  1958.  This  meeting, 
which  was  arranged  by  John  H.  Nelson,  acting 
director  of  the  division  of  health  education,  in- 
cluded a showing  of  the  new  motion  picture 
film,  “One  Day’s  Poison.”  The  film  presents  the 
operation  of  a poison  control  center  and  relates 
the  dramatic  events  in  one  case  of  accidental 
poisoning. 

“Identification  and  quantitive  determination  of  serum  glutcthi- 
mide  can  be  carried  out  according  to  the  method  of  Goldbaum, 
L.  R.  et  al.,  as  reported  in  Fed.  Proc.  16:300  (1957).  Details 
of  this  procedure  are  available  at  the  Arizona  Poisoning  Control 
Information  Center. 


The  operation  of  the  statewide  Arizona  Poison- 
ing Control  system  was  presented  at  this  meet- 
ing. The  matter  of  reporting  accidental  poison- 
ing cases  to  the  Arizona  Poisoning  Control  In- 
formation Center  was  discussed.  The  division 
of  health  education  of  the  state  department  of 
health  offered  assistance  in  the  Arizona  Poison- 
ing control  program  involving  public  education 
with  a view  toward  preventing  accidental  poison- 
ing. 

Officials  of  the  state  health  department  at- 
tending this  meeting  were:  John  H.  Nelson; 
George  W.  Marx,  director,  bureau  of  sanition; 
Gregory  Bujewski,  sanitary  engineer;  Jefferson 
I.  Brown,  director,  division  of  public  health 
nursing;  Harriett  K.  Beck,  Ph.D.,  director,  di- 
vision of  mental  health;  Virgil  V.  Shoop,  mental 
health  consultant  in  social  work;  Helen  Boyle, 
psychiatric  social  worker;  H.  G.  Crecelius,  Ph.D., 
director,  division  of  laboratories;  Charlotte  Silva, 
senior  chemist;  Melvin  R.  Wise,  director,  bureau 
of  vital  statistics;  Frank  R.  Williams,  director, 
local  health  administration;  Jane  H.  Rider, 
director,  hospital  surgery  planning  & construc- 
tion; Clarence  Horton,  assistant  director,  hos- 
pital survey  planning  & construction.  Consultants 
from  the  University  of  Arizona  Poisoning  Con- 
trol Information  Center  attending  the  meeting 
were:  Willis  R.  Brewer,  Ph.D.;  Albert  L.  Pic- 
chioni,  Ph.D.;  Lloyd  E.  Burton,  M.S. 

TREATMENT  OF  POISONOUS 
SNAKE  RITES 

It  is  of  interest  to  note  that  a revised  in- 
struction circular  for  the  treatment  of  pit  viper 
venom  poisoning  is  now  supplied  with  each 
package  of  Antivenin  (Crotalidae)  Polyvalent. 
( North  and  South  American  antisnakebite 
serum. ) The  use  of  the  antivenin  remains  es- 
sentially unchanged,  but  all  reference  to  the 
use  of  incisions  at  the  site  of  the  fang  punctures 
and  areas  of  swelling,  and  application  of  suction 
has  been  deleted  from  the  new  instructions.  In 
a recent  report  in  the  literature(5),  the  author 
states  “the  instructions  for  treatment  of  snake 
envenomation  included  in  the  antivenin  pack- 
age as  now  supplied  have  been  revised  to  con- 
form to  present  clinical  thinking  and  have  been 
officially  approved.  Neurtalization  of  the  venom 
with  antivenin  in  adequate  dosage  is  the  only 
measure  recommended.”  The  report  also  points 
out  that  the  direction  circular  contains  a con- 
densed account  of  the  evidence  on  the  basis 
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of  which  chilling,  by  chemical  or  other  means, 
is  interdicted  as  a form  of  treatment. 
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STATISTICS  OF  97  POISON  CASES 
REPORTED  DURING  DECEMBER  1958 

Per  Cent  Number 


Age: 

Under  five  years 63.9  (63) 

Six  to  15  years  5.2  ( 5) 

16  to  30  years 18.5  ( 18 ) 

31  to  45  years 10.3  (10) 

Over  45  years  0.0  ( 0) 

Age  not  reported  2.1  ( 2) 

Nature  of  Incident: 

Accidental  84.6  ( 82 ) 

Intentional  14.4  ( 14 ) 

Nature  of  incident  not  reported  1.0  ( 1 ) 

Outcome: 

Recovery  99.0  ( 96 ) 

Fatal  1.0  ( 1) 

Time  of  Day: 

Between  6 a.m.  and  noon  . . . .24.7  (24) 

Between  noon  and  6 p.m 27.8  (27) 

Between  6 p.m.  and  midnight  22.7  (22) 

Between  midnight  and  6 a.m.  8.3  ( 8) 

Time  of  day  not  reported  ....  16.5  ( 16) 

Causative  Agents: 

Aspirin  preparations  24.7  (24) 

Sedatives  (barbiturates, 


glutethimide,  meprobamate)  14.4  (14) 

Other  medication  ( quinine, 
boric  acid,  camphorated  oil, 
thyroid,  Darvon,  Exlax, 

Midol,  Numzit, 

Chlortrimeton,  etc.)  24.7  (24) 

Insecticides  ( Real  Kill, 
lindane,  parathion, 

chlordane,  dieldrin)  6.2  ( 6) 

Food  poisoning  5.2  ( 5) 

Poisonous  gases  (carbon 

monoxide,  natural  gas)  ....  5.2  ( 5) 

Household  cleansers  & 
disinfectants,  ( Pur  ex, 

Windex,  Drano,  Double  S 
Saniside,  furniture  polish*  ) 5.2  (5) 

Solvents  (gasoline,  kerosene)  2.1  (2) 

"Furniture  polish  poisoning  involved  a 16-month-old  boy 
and  was  fatal. 


Mothballs  2.1  ( 2) 

Miscellaneous  (hair  tint,  book 
matches,  water  softener 
tablets,  cigarets,  etc.)  10.2  (10) 

WILLIS  R.  BREWER, 
Dean, 

College  of  Pharmacy 

ALBERT  L.  PICCHIONI, 
Pharmacologist, 

LINCOLN  CHIN, 
Pharmacologist, 

Consultants  to  the  Poisoning  Control 
Committee,  Arizona  Medical  Association 

MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 


_ 

FOR  SALE 

100  ft.  x 150  ft.  on  2 Blvds. 
$37,500 

Will  Make  You  Money 

L.  L.  STEWARD,  Broker 

AL  4-1636 
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□ARICOIM*  tablets 


OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINERGIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 
10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray:  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press.  2.  Winkelstein.  Asher : Paper  in  preparation. 
’’’Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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"ARE  WE  MAKING  THE  SAME  MISTAKES  BRITISH  DOCTORS  MADE?" 


T HE  FOLLOWING  is  an  except  from  the  Cali- 
fornia GP,  June  1958  issue. 

“Almost  every  doctor  who  visits  England 
comes  back  wanting  to  write  an  article  or  give 
a speech  about  socialized  medicine.  Because 
there  has  been  so  much  said  so  many  times  on 
the  subject,  it  has  lost  much  of  its  interest. 

Yet  the  Academy  of  General  Practice  head- 
quarters in  San  Francisco  recently  had  a visitor 
from  England  who  had  some  startling,  frighten- 
ing things  to  say  of  interest  to  every  American 
doctor. 

The  visitor  was  Dr.  Alastair  J.  Marshall,  Luton, 
England,  who  is  visiting  in  this  country  under 
a Ford  Foundation  grant.  As  an  area  executive 
in  the  British  Medical  Association,  and  on  the 
executive  area  council  (one-third  doctors,  two- 
thirds  laymen)  for  the  national  health  system, 
Dr.  Marshall  can  competently  speak  on  the  sub- 
ject. Here  are  some  of  the  questions  presented 
to  Dr.  Marshall  by  the  academy’s  executive 
secretary,  Bill  Rogers. 

Q:  Did  the  doctors  try  to  get  together  to 
present  a united  front  against  socializations? 

A:  Indeed  they  did.  The  British  Medical  As- 
sociation polled  the  doctors  and  stated  the  act 
was  completely  unacceptable.  In  an  initial  poll, 
only  17  per  cent  indicated  they  might  favor  or 
go  along  with  the  national  health  act. 

Q:  When  the  government  was  faced  with 
the  prospect  that  83  per  cent  weren’t  going  to 
participate,  what  did  it  do? 

A:  They  shot  back  at  the  BMA  saying  they 
proposed  to  go  ahead  with  the  17  per  cent  who 
would  participate.  They  pointed  out  to  the 
negotiators  that  the  first  people  signing  up  would 
be  given  immediate  seniority,  that  pensionable 
rights  would  be  from  that  day.  But  the  thing 
that  really  bulldozed  the  doctors  was  that  during 
a very  limited  time  period,  the  government  of- 
fered to  buy  the  goodwill  of  the  practices  of 
doctors  who  would  sign  up.  When  they  re- 
polled the  doctors  after  this  was  announced,  47 
per  cent  said  they  would  sign  up. 

Q:  Do  you  have  any  idea  how  many  of  the 
doctors  are  specialists  in  England? 

A:  About  one-seventh  or  one-eighth  are  spe- 
cialists. 

Q:  Has  nationalization  had  any  effect  upon 
the  number  of  doctors  entering  general  prac- 
tice or  the  specialities? 


A:  Initially  there  was  a rush  of  people  into 
specialty  ranks  because  it  appeared  they  were 
going  to  do  considerably  better.  Now,  everything 
is  in  a state  of  confusion.  These  young  people 
having  spent  as  many  as  10  years  as  registrars, 
(they  work  in  hospitals  as  residents  at  a very 
low  salary)  find  there  are  no  jobs  available. 
Many  of  them  would  like  to  get  into  general 
practice  but  find  that  general  practitioners  aren’t 
anxious  to  have  them,  either.  The  internists  have 
the  biggest  problem. 

Q:  The  average  GP  in  this  country  does  ob- 
stetrics, pediatrics,  common  surgery  and  medi- 
cine. How  does  this  compare  with  the  GP  in 
England? 

A:  Well,  we  do  no  surgery  at  all  — the  spe- 
cialists have  succeeded  in  seeing  that  no  general 
practitioner  has  access  to  any  hospital.  The 
people  are  now  conditioned  to  expecting  spe- 
cialist surgery.  We  do  obstetrics.  Most  of  it. 
That’s  not  because  the  government  thinks  it’s  a 
good  idea,  but  there  have  been  no  hospitals 
built,  and  there  are  no  places  to  put  these 
people.  We  know  their  intention  is  to  take  ob- 
stetrics away  from  us,  too,  once  they  get  hos- 
pitals built. 

Q:  How  many  GPs  had  hospital  privileges 
before  the  government  took  over? 

A:  Many. 

Q:  I’ve  heard  you  have  a bed  shortage.  Do 
you  agree? 

A:  Yes!  Our  patients  expect  to  wait  two  years 
for  the  removal  of  tonsils,  two  or  three  years  for 
a chronic  appendix;  they  will  certainly  wait 
that  long  for  a gall  bladder  or  a gastrectomy. 
Emergency  surgery  is  done  just  as  it  was  before, 
when  it  is  needed. 

Q:  You  would  think  this  would  produce  a 
lot  of  private  work. 

A:  True,  but  it  is  mostly  in  the  consultative 
field. 

Q:  Do  you  think  socialization  was  forced 
mostly  by  the  labor  government? 

A:  No.  They  brought  it  in,  but  it  was  a coali- 
tion government  that  started  the  program.  Win- 
ston Churchill  himself  welcomed  the  advent  of 
national  health  service. 

Q:  How  have  drug  manufacturers  fared 
under  socialization? 

A:  Initially,  very  well.  Now  they  are  doing 
more  of  a hard  sell.  The  first  few  years  it  was 
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wide  open  and  anybody  could  prescribe  any- 
thing he  liked.  As  soon  as  costs  rocketed,  the 
government  made  restrictions.  Now  doctors  are 
very  wary  about  prescribing  new  products  since 
the  doctors  may  end  up  having  to  pay  for  the 
drug  themselves.  The  drug  companies  must  enter 
into  price  agreements.  In  fact,  we  get  directives 
not  to  use  certain  drugs  because  the  companies 
have  not  entered  into  agreement. 

Q:  How  many  patients  a day  do  you  see 
now  — how  many  were  you  seeing  before? 

A:  Because  of  my  commitments,  I have  a 
full  list  and  have  3,600  patients.  Any  patients 
above  that  I'm  not  paid  for.  Sometimes  I'm 
forced  to  take  on  new  patients,  such  as  when 
twins  are  born  to  a family  and  if  I'm  a friend 
of  theirs  and  want  them  to  remain  as  my  pa- 
tients. I get  in  my  office  around  8:30  in  the 
morning  and  will  work  until  noon  and  will  see 
40  to  50  patients.  I’ll  certainly  see  50  to  60  in 
the  evening.  I'll  have  20  to  30  home  visits.  This 
makes  a total  of  about  120  to  140  a day.  In  the 
old  days,  I used  to  see  around  35. 

Q:  What’s  the  basis  of  your  payment? 

A:  I’m  paid  solely  on  the  basis  of  number  of 
patients  on  my  list,  not  the  amount  of  work  I do. 
Besides  this,  were  paid  65  cents  for  series  of 
immunizations  and  we  receive  a delivery  fee 
of  $21.  There  is  nothing  else  we  get  paid  for. 

Q:  If  the  government  doesn’t  like  the  way 
you  practice,  what  can  they  do  about  it? 

A:  They  can  fine  you  after  a warning.  They’ll 
do  this  if  a patient  complains  you  were  rude, 
wouldn’t  make  a house  call,  or  if  the  govern- 
ment inspectors  don’t  find  your  office  up  to  par. 
They  will  also  fine  you  for  prescribing  a drug 
which  is  not  approved  by  them. 

Q:  Are  hypochondriacs  a problem? 

A:  They’re  a dreadful  problem.  We’re  knee- 
deep  in  them.  The  national  health  system  has 
increased  the  neurotics  considerably. 

Q:  Why  don’t  you  refer  some  of  these  pa- 
tients to  a psychiatrist? 

A:  It’s  almost  impossible  to  find  one.  Es- 
pecially one  who's  sane  enough  to  be  able  to 
go  to  his  clinic.  The  psychiatrists  are  few  and 
far  between. 

Q:  But  you  can  dismiss  patients  can't  you? 

A:  Yes,  but  I have  to  consider  my  pocketbook, 
family  — and  reputation. 

Q:  Do  you  think  the  majority  of  the  public 
is  satisfied? 

A:  This  is  difficult  to  assess  because  of  the' 


conditioning  everybody  had  with  emergency 
service  during  the  war.  I don’t  think  they  are 
satisfied  or  dissatisfied.  The  majority  just  don’t 
seem  to  care. 

Q:  Under  such  a plan  as  this,  people  are 
getting  more  medical  care  than  ever  before.  If 
you  discount  what  it's  costing,  do  you  think 
they’re  getting  better  care  than  prior  to  1948? 

A:  Oh,  no.  The  over-all  care  probably  is  bet- 
ter because  of  those  who  couldn’t  afford  any 
kind  of  care  before.  But  almost  every  doctor  will 
admit  that  the  quality  of  his  work  has  de- 
teriorated, simply  because  of  the  mass  of  people 
that  seek  medical  advice  even  for  the  most  trivial 
complaints. 

Q:  What  effect  has  this  had  on  medical  edu- 
cation? 

A:  Well,  the  government  was  smart.  When 
the  national  health  act  first  came  in,  they  also 
brought  in  an  education  act  which  made  it 
easier  for  anyone  to  go  into  medicine.  In  the 
last  two  years  it  had  become  very  apparent  this 
lovely  “springtime”  has  fallen  flat.  Now  there 
is  a falling  off  of  people  going  into  medicine. 
I would  certainly  not  advise  my  son  to  go  into 
medicine  today. 

Q:  Where  do  you  feel  you  British  doctors 
made  your  biggest  mistake  in  letting  the  gov- 
ernment take  over? 

A:  We  were  not  unified  and  simply  didn’t 
stand  firm  against  the  government.  Our  lines 
were  broken  here,  there,  and  everywhere.  We 
all  feel  the  government  would  never  have  gone 
ahead  with  this  system  if  we  had  any  unifica- 
tion within  our  ranks.  But  ours  being  an  indi- 
vidualistic profession,  everybody  had  ideas  of 
his  own,  and  you  never  could  get  three  people 
to  agree  with  each  other. 

Q:  How  effective  has  the  BMA  been  in  get- 
ting reforms  and  improvements? 

A:  Rather  ineffective.  The  trouble  is  it's  al- 
ways approached  the  government  eompleteb 
on  ethical  lines.  Now  about  SO  per  cent  of  the 
doctors  belong  to  what  we  call  a “guild.  1 
suppose  that  you  would  call  it  a union,  but  we 
don't  like  that  term  for  a professional  group. 
Because  of  its  charter,  the  BMA  is  not  allowed 
to  participate  in  politics,  and  that's  the  reason 
we  had  to  form  the  guild.  The  BM  A could  have 
been  much  more  effective  if  it  had  the  power 
we  have  given  to  this  British  Medical  Guild. 

Q:  How  does  the  guild  work? 

A:  It  really  hasn’t  had  an  opportunity  to 
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work  yet.  Each  doctor,  however,  has  signed  a 
firm  pledge  that  he  will  abide  by  the  actions  of 
the  guild.  If  doctors  are  going  to  let  each  other 
down,  then  we  might  as  well  forget  about  the 
whole  thing.  If  the  guild  should  ask  its  mem- 
bers to  resign  in  any  given  area,  it  will  upset 
the  entire  national  health  plan  and  will  be  a 
very  strong  bargaining  force.  We’d  continue  to 
see  our  patients,  of  course,  at  a very  low  fee, 
but  would  refuse  to  do  any  of  the  paper  work. 
The  doctors  in  the  rest  of  the  country  would 
be  contributing  to  the  general  fund  of  the  guild 
to  help  support  the  doctors  who  won’t  be  re- 
ceiving anything  from  the  national  health  fund. 
We  have  just  about  discovered  the  only  way  to 
fight  a government  is  through  trade  union  rules. 

Q:  Like  England,  there  are  a few  doctors  in 
this  country  who  would  not  oppose  government 
control  in  medicine.  What  advice  would  you 
give  to  the  majority  who  want  to  see  freedom 
in  medical  practice  maintained? 

A:  I only  wish  that  the  AM  A could  finance 
a tour  to  send  those  doctors  (who  would  favor 
a national  health  service)  to  England.  Ideal- 
istically, it’s  a wonderful  thing  that  everybody 
can  have  free  medical  care  and  attention.  But 
in  practice,  it  just  doesn’t  work.  The  cost  has 
rocketed  about  three  times  what  it  was  thought 
the  maximum  costs  would  be.  The  government 
obviously  didn’t  realize  so  many  people  would 
take  advantage  of  it,  and  take  advantage  of 
it  so  often. 

Q:  What  would  you  guess  the  gross  annual 
income  is  for  a general  practitioner? 

A:  As  a single  practitioner  his  gross  would 
probably  be  between  $8,000  to  $10,000  a year. 
Out  of  this  he  would  have  to  pay  for  his  office, 
equipment,  care,  his  secretary,  utilities  and  tax 
which  would  bring  him  down  to  a net  of  $5,000 
to  $6,000  a year.  In  a group  a doctor  can  do 
better,  since  you  share  expenses. 

Q:  What  about  the  incomes  of  specialists? 

A:  From  the  government  most  of  them  get, 
depending  on  the  amount  of  hours  they  put  in, 
around  $10,000  a year.  This  gives  them  quite 
a bit  of  free  time  for  consultative  practice,  so 
they  can  do  much  better.  Oddly  enough,  they 
get  the  same  income  no  matter  what  their  spe- 
cialty is.  The  eminent  brain  surgeon  will  re- 
ceive just  as  much  as  a dermatologist.  Internists 
have  the  biggest  problem,  since  there  are  many 
more  of  them  than  there  are  positions  open. 


Those  working  in  the  hospitals  waiting  for  a 
consultative  post  to  open  (some  have  now  been 
waiting  10  years)  make  around  $5,000  a year. 

Q:  From  your  own  personal  travels  in  this 
country,  do  you  feel  we  are  following  in  your 
footsteps? 

A:  Unfortunately,  yes.  I feel  the  same  pattern 
is  reproducing  itself  here.  And  what  is  more,  I 
have  seen  very  little  evidence  of  your  profiting 
by  our  mistakes.  There  is  a similarity  in  the  way 
governments  work,  and  you  could  learn  much 
from  our  example. 

Q:  I know  you  are  acquainted  with  our  For- 
and  bill.  From  your  experience,  how  do  you 
think  American  doctors  should  approach  this 
type  of  legislation? 

A:  If  American  doctors  don’t  feel  this  is  the 
best  type  of  medicine  for  their  patients,  they 
should  oppose  it  now.  But  you  can’t  do  this  un- 
less you’re  unified  — and  you  are  not  unified.  If 
you  Americans  benefit  from  our  experience, 
you’ll  remember  the  words  of  your  own  Ben 
Franklin:  “We  must  all  hang  together,  or  as- 
suredly we  shall  all  hang  separately.” 

Q:What  is  your  hope  for  the  future  as  far  as 
England  is  concerned? 

A:  I think  it’s  more  than  a hope.  Within  the 
next  two  years  there  will  have  to  be  considerable 
modification,  or  we  will  quit.  Having  had  10 
years  of  this,  we  are  much  more  united  now 
than  we  were  in  1948.  At  this  very  moment,  the 
government  and  the  medical  profession  have 
reached  a deadlock.  We  were  on  the  verge  of  a 
walkout  when  the  government  set  up  a royal 
commission  ( an  independent  body  of  prominent 
lay  citizens)  to  reappraise  the  entire  program. 
We  are  now  waiting  for  the  report  of  the  com- 
mission to  see  what  we  ll  do. 

Q:  Do  you  think  most  British  doctors  would 
share  the  views  you’ve  just  expressed? 

A:  Definitely.  I prepared  a talk  expressing 
most  of  these  views  before  I left.  To  get  reac- 
tions, I showed  a copy  to  both  a conservative 
and  then  to  a very  socialistic  minded  doctor. 
Both  agreed  with  everything  I said.  But  this  was 
what  was  interesting.  The  conservative  added: 
“If  you  have  any  influence  on  American  doctors, 
you  will  be  moving  them  along  toward  social- 
ism.” While  the  Socialist  exclaimed:  “If  Ameri- 
can doctors  should  really  take  to  heart  what 
you’ve  said,  socialization  of  medicine  in  the 
United  States  could  be  set  back  50  years.” 
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STATE  OF  ARIZONA 
HOUSE  OF  REPRESENTATIVES 
24TH  LEGISLATURE 
FIRST  REGULAR  SESSION 

A CONCURRENT  RESOLUTION 

Introduced  by  Nelson  D.  Brayton,  M.D. 
Creating  a Joint  State  and  House  Committee 
for  the  Purpose  of  Studying  the  Problems  In- 
voiced in  the  Establishment  of  a College  of 
Medicine  and  Surgery  in  the  State  of  Arizona. 

T 

1 HE  State  of  Arizona,  during  the  past  decade, 
has  experienced  a tremendous  economic  and 
population  growth  and  reliable  statisticians  re- 
veal that  this  economic  and  population  growth 
will  continue  at  an  undiminished  pace.  It  has 
been  estimated  that  the  State  of  Arizona  will 
have  a population  of  over  2 million  persons  by 
the  year  1975. 

In  order  to  meet  this  population  growth,  many 
social  and  business  services  must  be  continually 
expanded.  The  problem  of  graduating  enough 
competent  doctors  of  medicine  and  surgery  to 
serve  the  people  of  the  United  States  has  been, 
and  is,  a grave  problem. 

A medical  college  within  the  State  of  Arizona 
can  and  should  be  established  in  the  state  within 
the  next  10  years  in  order  that  the  State  of  Ari- 


zona may  have  sufficient  doctors  of  medicine 
and  surgery  to  take  care  of  the  needs  of  our 
growing  population.  Therefore 
Be  it  resolved  bv  the  House  of  Representatives 
of  the  State  of  Arizona,  the  senate  concurring: 

1.  That  a joint  committee  of  the  house  of  rep- 
resentatives and  the  senate  be  appointed,  con- 
sisting of  three  members  from  each  house  to  be 
selected  by  the  speaker  of  the  house  of  repre- 
sentatives and  the  president  of  the  senate,  re- 
spectively. The  committee  shall  name  one  mem- 
ber as  the  chairman. 

2.  That  the  committee  shall  conduct  a sur- 
vey and  study  all  other  tasks  incident  thereto, 
for  the  purpose  of  determining  the  feasibilitv 
of  establishing  a college  of  medicine  and  sur- 
gerv  within  the  State  of  Arizona  during  the  next 
10  vears. 

j 

3.  The  sum  of  $10,000  shall  be  available  to  the 
committee  for  the  purpose  of  conducting  this 
study.  The  sum  so  appropriated  shall  be  fur- 
nished equally  from  the  sums  appropriated  to 
the  senate  and  the  house  of  representatives  in 
Chapter  102,  Section  1,  Subdivision  95,  Laws 
of  1958. 

4.  That  the  committee  report  shall  be  pre- 
sented to  the  24th  legislature  before  Jan.  20. 
1960. 


FEDERAL  ACTION  RELATED  TO  MEDICINE 

MEDICARE  CONTRACTS  TO  BE  RE-  asmuch  as  there  are  only  two  contractors.  Mu- 

NEGOTIATED  BY  MAIL  tual  of  Omaha,  and  Blue  Cross. 


D 

BECAUSE  a “comprehensive  examination  and 
analysis  ’ was  made  of  fee  schedules  last  year, 
and  administrative  costs  no  longer  are  an  issue, 
this  year’s  Medicare  contracts  will  be  re-nego- 
tiated by  mail.  Changes  were  worked  out  at  a 
series  of  conferences.  As  in  the  past,  extensions 
will  be  for  one  year. 

In  making  the  announcement,  Brig.  Gen. 
Floyd  L.  YVergeland,  head  of  Medicare  for  the 
defense  department,  said  contractors  for  physi- 
cians in  all  states  had  been  informed  of  details. 
They  will  be  supplied  copies  of  changes  the 
department  proposes  in  the  contracts  45  to  60 
days  prior  to  expiration  dates.  If  the  depart- 
ment’s modifications  are  acceptable,  states  are 
to  execute  the  contracts  and  mail  them  beck. 
If  the  changes  are  not  acceptable,  contractors 
are  to  contact  the  military  contracting  officer  at 
once  so  differences  can  be  resolved. 

There  is  no  problem  in  hospital  contracts,  in- 


DEMOCRATIC  COUNCIL  FAVORS 
FORAND:  CONGRESS  ATTITUDE 
UNKNOWN. 

The  Democratic  advisory  council,  composed 
of  party  leaders  mostly  from  outside  congress, 
favors  a hospital-nursing  home  care  program 
under  social  security,  but  there  is  no  evidence 
that  the  top  Democrats  in  congress  will  go 
along  with  the  idea.  The  council  recommended 
the  step  in  a comprehensive  manifesto,  adopted 
at  a Washington  meeting  to  evaluate  voter 
trends  in  the  November  election  and  chart  a 
suggested  course  for  the  86th  congress. 

Hardly  had  the  document  been  released,  when 
House  Speaker  Rayburn  and  Senate  Leader 
Johnson  let  it  be  known  that  Democrats  in  con- 
gress would  formulate  their  own  legislative  pro- 
gram, and  that  it  might  not  be  a close  parallel 
to  the  council’s  report. 

Prominent  in  council  discussions  were  Ex- 
President  Truman  and  Adlai  Stevenson,  twice 
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(1952  and  1956)  defeated  as  Democratic  presi- 
dential candidate.  Presiding  at  the  session  was 
the  Democratic  national  chairman,  Paul  Butler. 
Present  also  were  a number  of  governors  and 
national  committeemen.  The  council  was  form- 
ed two  years  ago.  Originally  10  members  of  the 
senate  and  house  were  appointed  to  the  20-man 
group,  but  with  few  exceptions,  they  have  either 
declined  or  been  generally  inactive. 

To  “insure  a secure  life  for  our  people,”  the 
council  proposes  that  social  security  taxes  be 
increased  by  one  quarter  of  1 per  cent  for  em- 
ployer and  employe,  and  three-eighths  of  1 per 
cent  for  the  self-employed,  with  the  money  used 
to  finance  between  20  and  60  davs  of  hospital 
care  and  “a  limited  amount"  of  nursing  home 
care  for  the  aged  and  other  social  securitv  bene- 
ficiaries. 

The  council  also  would  eliminate  the  age  50 
limitation  on  disability  payments,  as  “a  disabled 
person  is  disabled  whether  he  is  25,  40,  or  50 
years  old.”  Also,  it  would  have  benefits  in- 
creased 20  per  cent  within  the  next  three  or 
four  vears,  widows’  benefits  boosted,  and  the 
earnings  ceiling  for  OASI  taxes  moved  up  from 
S4,800  to  $7,200  within  two  vears. 

In  other  health  areas,  the  council  urged  more 
appropriations  for  hospital  construction  and  “a 
steady  effort”  to  increase  funds  for  medical  re- 
search. 

FDA  PUBLISHES  LIST  OF  APPROVED 
FOOD  ADDITIVES. 

The  Federal  Register  for  Dec.  9 carried  a long 
list  of  chemicals  and  other  additives  approved  by 
the  Food  and  Drug  Administration,  along  with 
proposed  regulations  governing  the  new  food 
additives  law  passed  bv  the  last  congress.  FDA 
also  has  cleared  a new  microbial  pesticide, 
bacillus  thuringiensis  Berliner,  for  use  against 
crop  insect  pests.  It  will  be  applied  as  a dust 
or  spray.  Before  clearing  the  pesticide,  FDA 
required  the  manufacturer  to  produce  scientific 
testing  data  showing  that  the  substance  would 
not  be  a hazard  to  health.  It  was  demonstrated 
that  the  pesticide’s  micro-organisms  are  not 
pathogenic  to  warm-blooded  animals,  and  hu- 
man volunteers  ate  and  inhaled  it  without  ill 
effects.  FDA  points  out  that  in  the  past,  milky 
disease  bacteria  have  been  widely  used  for  con- 
trol  of  the  Japanese  beetle,  but  they  have  been 
applid  only  to  the  soil,  and  not  directly  to  crops. 

In  making  the  announcement,  Commissioner 


George  Larrick  of  FDA  said:  “The  development 
of  new  safe  pesticides  to  protect  our  food  supplv 
contributes  to  progress  both  in  agriculture  and 
in  public  health.  . . .” 

BURNEY  CALLS  FOR  INTENSIVE 
DRIVE  TO  PROMOTE  POLIO 
VACCINATIONS 

Following  a Washington  meeting  of  30  medi- 
cal leaders  to  discuss  the  poliomyelitis  situa- 
tion, and  an  evaluation  of  the  disease  incidence 
in  1958,  Surgeon  General  Burney  has  called  for 
a revival  of  the  vaccination  campaign,  particu- 
larly pointed  toward  children  under  five  years 
of  age. 

“It  is  a tragic  circumstance,”  he  said,  “that 
hundreds  of  children  and  young  adults  will  be 
spending  the  balance  of  their  lives  in  wheel- 
chairs or  on  crutches  because  of  a failure  to 
be  vaccinated.” 

The  conference,  attended  bv  officials  from 
national  medical  groups,  voluntary  health  or- 
ganizations and  state  and  local  health  depart- 
ments, cited  as  “an  important  step  forward,”  the 
resolution  unanimously  adopted  by  the  Amer- 
ican Medical  Association’s  house  of  delegates 
at  its  recent  meeting  in  Minneapolis.  The  dele- 
gates recommended  that: 

1.  Each  physician  assume  responsibility  for 
making  sure  that  all  members  of  families  he 
sees  are  fully  vaccinated. 

2.  State  medical  societies  work  with  state 
health  departments  to  bring  county  and  local 
medical  societies  together  with  health  depart- 
ments to  work  out  vaccination  programs. 

3.  Countv  medical  societies  meet  with  local 
health  departments  to  make  surveys  of  local 
problems  and  devise  ways  to  meet  local  situa- 
tions. 

The  conference  was  told  that  in  1958  there 
was  more  paralytic  polio  in  the  United  States 
than  in  1957,  although  less  than  in  any  other 
year  in  the  last  15;  attack  rates  were  highest  in 
1 -year-olds,  and  more  than  50  per  cent  of  the 
paralytic  cases  were  under  five  years;  the  vac- 
cine continues  to  show  a high  rate  of  effective- 
ness (about  87  per  cent),  and  duration  of  im- 
munity is  “holding  up  well.”  Evidence  indicates 
it  continues  to  be  effective  among  persons  vac- 
cinated more  than  three  years  ago. 

While  most  campaign  work  will  have  to  be 
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done  locally,  PHS  will  continue  to  aid  in  epi- 
demics, study  the  national  problem  and  conduct 
publicity  and  education  campaigns. 

“Now  we  have  to  finish  the  job,”  Dr.  Edgar 
Martmer  of  the  American  Medical  Association 
declared.  He  pointed  out  that  what  has  been  so 
far  “has  been  one  of  the  most  successful  health 
campaigns  of  recent  years.” 

The  conference  agreed  that  “face  to  face” 
campaigns  will  have  to  be  conducted  under 
sponsorship  of  local  groups  to  reach  the  “hard- 
to-get”  segment  of  the  population,  in  many 
areas  identified  as  low-income  families.  City  and 
county  medical  societies  were  urged  to  examine 
local  situations  to  pinpoint  factors  that  have  in- 
terfered with  the  vaccination  campaigns  so  far. 
It  was  emphasized  that  from  now  on,  campaigns 
will  have  to  be  on  a block-by-block,  home-by- 
home  basis  to  be  effective. 

In  addition  to  the  efforts  of  the  American 
Medical  Association,  the  National  Foundation 
and  the  PHS  and  others,  the  Advertising  Coun- 
cil, Inc.,  will  initiate  another  campaign  starting 
in  March,  using  national  and  local  mass  media. 

Participating  in  the  meeting,  in  addition  to 
the  groups  mentioned,  were  the  American  Acad- 
emy of  General  Practice,  the  American  Academy 
of  Pediatrics,  the  Pharmaceutical  Manufacturers 
Association  and  the  National  Health  Council. 

MEDICAL  SCHOOL  CONSULTANTS 
ACTIVE:  LLEMM1NG  WANTS  MORE  DATA 

A recently-appointed  consultants’  committee 
to  Surgeon  General  Burney  on  medical  school 
problems  already  has  two  staff  studies  under 
way,  on  construction  costs  of  the  newer  schools 
and  on  the  financing  of  medical  school  opera- 
tions. At  its  first  meeting,  the  group  named  a 
steering  committee  to  work  with  the  staff  be- 
tween regular  meetings.  Composing  it  are  Frank 
Bane,  chairman  of  the  21-man  consultant  group; 
Dr.  Edward  L.  Turner,  American  Medical  As- 
sociation; Dr.  Ward  Darley,  Association  of 
American  Medical  Colleges;  Emory  W.  Morris, 
D.D.S.,  president  of  the  W.  K.  Kellogg  Founda- 
tion; and  the  Very  Bev.  Bobert  J.  Slavin,  presi- 
dent of  Providence,  B.I.  College. 

In  another  development.  Secretary  Flemming 
of  the  department  of  health,  education  and  wel- 
fare, during  one  of  a series  of  conferences  with 
health  and  welfare  leaders,  indicated  he  may 
ask  various  voluntary  health  agencies  for  their 
views  on  medical  education.  He  particularly 


wants  to  know  what  they  consider  to  be  “fair 
shares”  of  medical  education  costs  to  be  met  by 
federal,  state  and  local  governments  and  private 
groups  and  institutions. 

Conference  subjects  included  the  need  for  at- 
tracting more  and  better  young  people  to  medi- 
cal careers,  in  the  face  of  competition  from 
“space,  rockets,  and  engineering”;  the  problem 
of  drawing  talented  researchers  into  medicine  at 
the  college  level,  also  in  the  face  of  scientific 
competition;  and  need  for  compiling  a complete 
inventory  of  both  government  and  private  medi- 
cal research  in  all  its  aspects.  Surgeon  General 
Burney  said  the  latter  task  was  beyond  the  ca- 
pability of  the  public  health  service. 
MANULACTURERS  WANT  DELAY  IN 
ADDITIVES  CODE 

Food  manufacturers  want  the  Food  and  Drug 
Administration  to  delay  putting  into  effect  its 
new  code  for  control  of  additives,  because  of  the 
complications  involved.  This  was  one  of  the  de- 
velopments at  a meeting  of  food  manufacturing, 
storage  and  distribution  representatives,  called 
by  HEW  Secretary  Flemming  for  an  airing  of 
problems.  Among  other  things,  a number  of  in- 
dustry spokesmen  cautioned  that  some  states  are 
setting  up  their  own  standards  in  the  additives 
fields,  which  might  cause  widespread  confusion. 
They  believe  FDA  is  best  qualified  to  police 
the  industry,  and  would  like  to  see  states  out  of 
the  picture.  Other  discussions  brought  out  that 
the  industry  believes  FDA  hasn’t  enough  per- 
sonnel to  properly  carry  out  its  obligations,  that 
imported  foods  are  not  subject  to  the  same  strict 
standards  as  domestic,  and  therefore  have  a 
competitive  advantage,  and  that  mentioning  a 
chemical  additive  on  confectionery  labels  means 
nothing  to  the  layman,  and  provokes  endless  in- 
quiries from  the  public. 

MISCELLANY 

A group  of  health  and  research  leaders,  at  a 
Washington  meeting  in  which  federal  and  state 
agencies  participated,  cautioned  that  growing 
emphasis  in  high  schools  on  teaching  of  the  sci- 
ences, mathematics  and  languages  may  wreck 
essential  health  programs.  The  meeting  was 
called  by  the  American  Association  of  Health, 
Physical  Education  and  Recreation.  . . . Presi- 
dent Eisenhower  has  given  his  approval  to  or- 
ganization of  a science  information  service  under 
the  National  Science  Foundation.  Objective  is  to 
help  co-ordinate  the  growing  volume  of  scien- 
tific information  published  here  and  abroad  so 
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it  can  be  available  to  scientists.  ...  A total  of 
384  faculty  and  senior  postdoctoral  fellowships, 
21  of  them  in  the  medical  sciences,  has  been 
awarded  by  National  Science  Foundation  for  the 
current  fiscal  year. 

PHS  reports  that  poliomyelitis  cases  for  1958 
total  5,862  compared  with  5,832  in  1957.  Para- 
lytic cases  for  1958  are  about  40  per  cent  above 
last  year,  3,003  compared  with  2,125.  All  totals 
still  are  running  well  below  1956. 

Food  and  Drug  Administration  has  ruled  that 
no  residue  of  the  pesticide  Aramite  will  be  per- 
mitted on  fruits  and  vegetables  in  interstate 
commerce.  Reasons:  There  are  indications  the 
substance  can  cause  cancer  in  dogs  and  cats. 
The  new  ruling  sets  a zero  tolerance. 

Dr.  Albert  H.  Holland  Jr.,  has  resigned  as 
medical  director  of  FDA  to  join  the  medical  ad- 
vertising firm  of  Cortez  C.  Enloe,  Inc.  He  served 
in  the  post  five  years. 

Col.  Earl  C.  Lowry,  professional  director.  Of- 
fice for  Dependents  Medical  Care,  has  resigned 
his  defense  department  post  to  become  president 
of  Iowa  Medical  Service. 

AFL-CIO  GROUP  DRAFTS  PLAN  FOR 
U.S.  EMPLOYE  HEALTH  INSURANCE 

A new  effort  is  being  made  by  organized  labor 
for  enactment  of  a federal  employe  health  insur- 
ance program,  an  issue  that  has  been  before 
congress  for  many  years  but  that  has  never  been 
resolved  because  the  interests  involved  have  not 
been  able  to  agree.  In  general,  the  attitude  of 
the  congress  has  been  to  take  no  action  in  view 
of  disagreement  among  those  who  would  benefit 
and  the  organizations  that  would  have  to  ad- 
minister a program. 

The  AFL-CIO  government  employes’  council, 
representing  about  half  a million  U.S.  workers, 
is  proposing  the  following: 

1.  Coverage  would  be  open  to  all  federal 
workers  and  their  families  and  would  continue 
in  retirement,  provided  the  individual  main- 
tained his  premium  payments. 

2.  The  U.S.  would  pay  for  two-thirds  of  the 
basic  insurance,  up  to  a maximum  contribution 
of  $14  per  month;  the  employe  would  pay  the 
other  third,  and  could  obtain  broader  protection 
by  paying  the  extra  cost  himself. 

3.  Employes  woidd  have  a choice  of  basic  in- 
surance — commercial,  Blue  Cross  and  Blue 
Shield,  employe  union  plans,  etc.,  within  certain 
limits. 


4.  The  U.S.  would  meet  the  entire  cost  of  ca- 
tastrophic insurance,  but  to  take  advantage  of 
this,  the  employe  would  have  to  have  basic  cov- 
erage. Depending  on  his  income,  the  employe 
would  have  to  pay  between  $100  and  $300  after 
basic  benefits  ran  out  until  catastrophic  benefits 
began. 

5.  Catastrophic  coverage  would  meet  75  per 
cent  of  the  costs,  once  it  came  into  operation. 

So  far  there  is  no  indication  whether  the  plan 
has  the  approval  of  the  carriers,  or  whether  con- 
gressional leaders  are  anxious  for  early  action 
on  the  question. 

HEW  REPORTS  CANCER  CHEMO- 
THERAPY PROGRAM  IN  FULL  OPERATION 

The  public  health  service’s  “massive  effort”  to 
discover  chemical  compounds  that  will  be  ef- 
fective and  safe  in  the  treatment  of  cancer  is 
now  in  full  scale  operation,  according  to  HEW 
Secretary  Flemming.  Hospitals,  universities,  re- 
search laboratories,  industry  and  government 
are  co-operating  in  the  program  which  is  being 
directed  by  the  public  health  service  through  its 
cancer  chemotherapy  national  service  center. 
The  program  has  been  steadily  expanded  over 
the  past  five  years  with  these  results: 

1.  Over  40,000  compounds  and  other  materials 
are  being  tested  annually  on  more  than  a million 
mice  to  uncover  chemicals  with  anti-cancer 
properties.  So  far,  some  70,000  materials  have 
been  put  through  screening  tests. 

2.  Between  400  and  600  materials  a year  are 
showing  enough  promise  to  be  given  further 
analysis,  with  tests  on  larger  animals.  Nine  out 
of  10  materials  are  rejected  in  this  process  either 
as  ineffective,  or  too  toxic  for  human  use. 

3.  About  40  materials  a year  are  approved  for 
clinical  trials  with  human  patients  in  about  150 
co-operating  hospitals  in  the  U.S.  Currently 
about  70  materials  are  undergoing  clinical  trials. 

Comments  Secretary  Flemming:  “So  far,  none 
of  the  drugs  being  tested  has  proved  to  be  a 
cure  for  cancer.  The  only  existing  cures  for  can- 
cer are  through  treatment  by  radiation  or  sur- 
gery. The  surgeon  general  advises  me,  however, 
that  some  promising  new  compounds  developed 
in  the  chemotherapy  program  are  being  tested 
against  a variety  of  cancers.” 

FOUR  MORE  MEMBERS  NAMED 
TO  CONSULTANTS  GROUP  ON 
MEDICAL  EDUCATION 

The  final  four  members  of  the  surgeon  gen- 
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eral’s  consultant  group  on  medical  education 
have  been  named  by  Dr.  Leroy  Burney.  This 
brings  the  total  to  21.  The  group  has  been  asked 
to  study  and  recommend  methods  of  providing 
an  adequate  number  of  well-qualified  physicians 
over  the  next  10  years.  It  held  an  organizing 
meeting  Dec.  8,  directed  some  staff  studies  and 
decided  to  meet  again  Feb.  19-20  in  the  depart- 
ment of  health,  education,  and  welfare. 

The  four  additional  members  are  Robert  C. 
Anderson,  Ph.D.,  director,  Southern  Regional 
Education  Board;  Alvin  C.  Enrich,  Ph.D.,  vice 
president,  Fund  for  the  Advancement  of  Educa- 
tion; John  G.  Searle,  president,  G.  D.  Searle  & 
Co.;  and  the  Very  Rev.  Robert  J.  Slavin,  presi- 
dent, Providence  College. 

SOCIAL  SECURITY 

In  and  out  of  government,  interest  continues 
to  build  up  in  problems  of  the  aged,  including 
payment  for  their  hospital-medical  care.  Hear- 
ings were  held  on  proposals  (Forand  bill)  for 
financing  hospital-surgical  care  of  all  social  se- 
curity beneficiaries,  but  the  bill  was  not  report- 
ed out  of  the  house  committee.  It  is  conceded 
that  the  question  will  come  up  again  in  this 
congress. 

RESEARCH  ARROAD 

A number  of  congressional  leaders,  including 
Senators  Hubert  Humphrey  (D.,  Minn.)  and 
Lister  Hill  (D.,  Ala.),  are  interested  in  having 
the  U.S.  stimulate  more  worldwide  interest  in 
medical  research.  Some  of  the  proposals  include 
an  international  medical  year,  more  U.S.  grants 
to  foreign  medical  researchers,  and  an  interna- 
tional medical  research  foundation,  which  would 
co-operate  with  World  Health  Organization. 
Discussion  on  many  of  these  ideas  is  expected. 

AID  TO  MEDICAL  SCHOOLS 

For  several  months,  high  officials  of  the  de- 
partment of  health,  education,  and  welfare  have 
been  discussing  in  public  the  problems  of  medi- 
cal schools,  particularly  their  finances.  Recently 
Surgeon  General  Burney  of  the  public  health 
service  appointed  a committee  to  look  into  the 
medical  school  situation,  and  report  back  to  him 
with  recommendations  as  to  the  proper  role  of 
federal,  state  and  local  governments  and  private 
enterprise  in  supporting  the  schools.  Legislation 
on  the  subject  was  before  the  last  congress,  and 
is  certain  to  be  re-introdueed  in  the  coming  ses- 
sion. One  of  the  issues  is  whether  LbS.  grants 


should  be  used  to  meet  ordinary  operating  ex- 
penses of  the  schools,  or  only  for  construction 
and  equipment. 

DOCTOR  DRAFT  EXTENSION 

The  draft  act,  with  its  amendment  for  calling 
up  physicians  under  age  35,  is  scheduled  to  ex- 
pire next  June  30.  Congress  will  likely  be  asked 
by  the  defense  department  to  extend  the  regular 
draft  and  the  physician  amendment.  The  de- 
fense department  expects  it  will  have  to  use  the 
doctor  draft,  which  hasn’t  been  invoked  in  two 
years,  to  produce  the  physicians  it  will  need 
next  year. 

KEOGH  PENSION  BILL 

Efforts  for  passage  of  the  Keogh  bill,  led  by 
the  American  Thrift  Assembly,  will  be  renewed 
with  the  86th  congress.  This  legislation  would 
grant  the  self-employed  a tax  status  similar  to 
that  of  corporation  employes  by  allowing  them 
to  defer  income  tax  payments  on  earnings  placed 
in  retirement  plans.  The  bill  easily  passed  the 
house  last  session,  but  lost  out  in  the  senate. 

MEDICARE 

Prospects  are  that  the  $72  million  appropria- 
ted by  congress  for  the  military  dependents 
medical  care  program  will  be  exhausted  before 
the  end  of  the  fiscal  year,  June  30.  If  so,  the  de- 
fense department  likely  will  go  before  congress 
and  ask  for  a deficiency  appropriation.  This 
could  open  the  door  to  discussion  of  the  restric- 
tions placed  on  Medicare  by  the  last  congress. 
Principal  irritant  is  the  requirement  that  many 
service  families  receive  their  medical  care  at 
military  facilities,  rather  than  from  private  hos- 
pitals and  private  physicians.  Also,  an  advisory 
committee  has  proposed  that  a modified  pro- 
gram of  dental  care  be  incorporated  in  Medicare. 

RUDGET  TO  ASK  SAME 
AMOUNT  FOR  RESEARCH 

The  Eisenhower  budget  for  the  next  fiscal 
year  will  ask  approximately  the  same  amount 
for  research  at  the  National  Institutes  of  Health 
as  the)7  have  for  the  current  year  — $294  million. 
Secretary  Flemming  of  HEW  disclosed  this  at  a 
news  conference  in  which  he  talked  mostly  in 
general  terms  about  the  budget.  He  said  total 
expenditures  (new  and  carry-over  funds)  will 
be  higher  than  in  any  other  year. 
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Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 

Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declines.1  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.2  Even  on  long-term  administration  side 
actions “. . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential.”3 

Rautensin® 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 

1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  57:410,  1956.  2.  Gilchrist, 

A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  3: 67,  1957. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


162 


Arizona  Medicine 


February,  1959 


M.  D.  ANDERSON  HOSPITAL  AND  THE  UNIVERSITY  OF  TEXAS 

TUMOR  INSTITUTE 


A Bibliography  of  Selected  and  Current 
(1957-58)  References * on  Clinical  Cancer 
Chemotherapy 
by 

Drs.  R.  Lee  Clark  and  W.  Sutow 
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ethyl) amine  hydrochloride  — 99. 
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123. 
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2’-hydroxydiethel  sulfide. 
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Di-(  2-chloroethyl) -beta-naphthvl  amine  — 9, 
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ODEPA  N-3-oxapentamethylene-N’  . N”-diethy- 
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OPSPA  (MSPA)  N-3-oxapentamethylene-N’,  N”- 
diethylene  thiophosphoramide  — 109. 
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161. 
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Thioguanine  2-amino-6-mercaptopurine  — 50, 

138. 

8-azaguanine  (guanazolo;  azan)  2-amino-6- 
hydroxy-8-azopurine  — 3-  9,  127. 

5-fluorouracil  (5-FU;  RO  2-9757)  - 53. 
Actinomycin  C ( sanamycin  C ) —9,  69,  127, 157. 
Actinomycin  D-9,  17,  59,  116,  127,  152,  157, 
158. 

Azaserine  (serynl;  P-165)  O-diazoacetyl-L- 
serine— 3,  17,  23,  49,  50,  151,  152. 

DON  6-diazo-5-oxo-L-norleucine— 17,  50,  108. 
Mitomycin— 153,  166. 

Urethane  (urethan)  Ethyl  carbamate— 9,  21, 
22,  29,  38,  50,  93. 

Demecolcin  ( demecolcine;  colcemid,  omain) 
Deacetylmethylcolchicine— 9,  23,  62,  83,  101,  139. 
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BOOK  REVIEWS 

ERYTHROBLASTOSIS  FETALIS 

by  Fred  H.  Allen  Jr.,  M.D.  and  Louis  K.  Diamond,  M.D.  143 
pages.  Illustrated.  (1958)  Little,  Brown.  $4. 

Here  is  a clear,  concise  presentation  of  the  cur- 
rent status  of  erythroblastosis  and  the  blood  fac- 
tors by  which  it  is  caused.  The  potentially  re- 
sponsible blood  groups  are  listed,  the  pathogene- 
sis is  reviewed  and  considerable  attention  is  di- 
rected to  clinical  diagnosis.  Indications  and  tech- 
niques of  exchange  transfusion  are  well  detailed. 
The  authors  are  from  Harvard  Medical  School. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 

A THERAPHY  FOR  ANXIETY  TENSION  REACTIONS 
by  Gerhard  B.  Haugen,  M.D.,  Henry  H.  Dixon,  M.D.,  and  Her- 
man A.  Dickel,  M.D.  110  pages.  Illustrated.  (1958)  Macmillan. 
$3.50. 

The  authors,  all  of  the  Department  of  Psychi- 
atry, University  of  Oregon,  offer  a common-sense 
approach  to  the  therapy  for  anxiety  tension  re- 
actions which  does  not  involve  long  interviews 
or  psychoanalysis.  They  found  that  training  the 
chronically  “nervous”  patient  to  relax  (using  a 
modified  Jacobson  system)  brings  relief  of  both 
psychic  and  the  somatic  symptoms. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 


RESOLUTION  ON  VOLUNTARY 
HEALTH  AGENCIES  PASSED  BY 
THE  AMA  HOUSE  OF  DELEGATES 
ON  DEC.  4,  1958 

W HEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association  in  June  1958, 
adopted  the  following  resolution: 

“1.  That  the  house  of  delegates  reiterate  its 
commendation  and  approval  of  the  principle  of 
voluntary  health  agencies. 

“2.  That  it  is  the  firm  belief  of  the  American 
Medical  Association  that  these  agencies  should 
be  free  to  conduct  their  own  programs  of  re- 
search, public  and  professional  education,  and 
fund  raising  in  their  particular  spheres  of  in- 
terest. 

“3.  That  the  house  of  delegates  respectfully 
requests  that  the  American  Medical  Research 
Foundation  take  no  action  which  would  en- 
danger the  constructive  activities  of  the  national 
voluntary  health  agencies. 

“4.  That  the  board  of  trustees  continue  ac- 
tively in  studies  of  these  perplexing  problems 
looking  forward  to  their  ultimate  solution”;  and 
WHEREAS,  there  is  nothing  in  this  action 
that  is  critical  of  the  United  Fund,  as  the  United 
Fund  is  not  even  mentioned;  and 
WHEREAS,  this  action  has  been  interpreted 
by  some  as  disapproving  the  inclusion  of  vol- 
untary health  agencies  in  the  United  Fund 
drives;  therefore  be  it 

RESOLVED,  that  the  American  Medical  As- 
sociation neither  approves  nor  disapproves  of 
the  inclusion  of  voluntary  health  agencies  in 
United  Fund  drives;  and  be  it  further 

RESOLVED,  that  the  board  of  trustees  be  re- 
quested to  arrange  a top-level  conference  with 
the  voluntary  health  agencies,  the  United  Funds, 
and  other  parties  interested  in  the  raising  of 
funds  for  health  causes,  with  the  view  of  re- 
solving these  misinterpretations  and  other  diffi- 
culties in  this  area. 


STENOGRAPHIC  WORK 

By  Experienced  Medical  Stenographer 
CALL  AL  2-2155 

SELECT  SECRETARIAL  SERVICE 

616  Arizona  Savings  Building 
Phoenix,  Arizona 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpine  8-4888 


MEDICAL  DIRECTOR 
DUKE  R. GASKINS,  M,  D. 


February,  1959 


Dear  Doctor : 


Re:  Forand  Bill 


As  you  already  know,  Doctor,  the  American  Medical 
Association  has  gone  on  record  against  the  Forand  Bill  now 
in  Congress.  The  backers  of  this  legislation  claim,  in 
effect,  that  because  people  over  65  with  Social  Security 
cannot  obtain  adequate  hospital  insurance,  they  should  be 
given  federal  financial  aid  for  medical  care.  We  believe, 
as  you  do,  that  this  is  an  approach  to  Socialized  Medicine. 

I am  proud  to  say  that  in  Arizona  this  need  for  hospital 
and  surgical  insurance  protection  for  our  senior  citizens 
is  solved  with  the  H.B.A.  Golden  Years  Plan.  Under  this 
plan,  enrollment  is  open  to  age  75,  and  this  protection 
is  non-cancellable  and  guaranteed  renewable  to  age  80. 


When  people  suggest  we  need  government  insurance  for 
hospital  and  medical  care  of  the  aged,  I suggest  you  use 
the  H.B.A.  Golden  Years  Plan  as  an  example  to  help  in 
your  stand  against  the  Forand  Bill. 

Very  truly  yours, 

THE  H.B.A.  LIFE  INSURANCE  CO. 


Duke  R.  Gaskins,  M.D. 
Medical  Director 
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AMERICAN  CANCER  SOCIETY 


COMMITTEE  FOR  A FAIR  TEST  OF 
KREBIOZEN,  INC. 

343  South  Dearborn  Street 
Chicago  4,  111. 

Nov.  14,  1958 

WEbster  9-3960 

John  M.  Davis,  President 
Francis  Malan,  Vice  President 
Z.  L.  Ross,  Vice  President 
R.  M.  Cahill,  Treasurer 
Myra  Rudeen,  Secretary 

Dr.  Harold  S.  Diehl 
Senior  Vice  President  for  Research  and 
Medical  Affairs 

American  Cancer  Society,  Inc. 

521  West  57th  Street 
New  York  19,  N.  Y. 

Dear  Dr.  Diehl: 

T 

1 HE  refusal  of  the  board  of  directors  of  the 
American  Cancer  Society  to  grant  the  request 
of  the  Krebiozen  Research  Foundation,  made 
Feb.  10,  1958,  to  test  Krebiozen  has  again  fur- 
ther incensed  the  public  against  the  intrigues 
of  the  medical  profession  and  organizations 
which  are  using  the  public’s  money,  apparently 
not  to  further  cancer  research,  but  to  retard  it. 

We  are  receiving  hundreds  of  letters  writ- 
ten by  the  suffering  public  from  all  over  the 
nation  demanding  something  be  done  to  correct 
this  heinous  situation.  They  are  writing  their 
congressmen  demanding  action  — copies  of  these 
letters  are  mailed  to  us  and,  in  turn,  mailed  to 
Senator  Douglas. 

It  is  not  necessary  for  us  to  answer  the  three 
flimsy  excuses  given  for  not  testing  the  drug. 
The  public  has  already  done  this  through  the 
press  and  in  letters  now  in  your  hands  (and 
copies  in  ours). 

In  the  past  we  mailed  our  petitions,  request- 
ing the  test,  to  you,  with  a copy  of  each  to 
Senator  Douglas.  In  the  future,  these  petitions 
will  be  given  to  Senator  Douglas  only,  as  appar- 
ently 21,500  signatures  were  something  to  be 
ignored  by  the  American  Cancer  Society. 

Your  refusal  has  resulted  in  a greatly  in- 
creased number  of  petitions  received  daily,  and 
an  increased  determination  on  the  part  of  the 
public  to  see  this  thing  through.  Should  we 
follow  the  demands  of  the  public,  these  petitions 
would  be  changed  to  a demand  for  a congres- 


sional investigation  of  the  American  Cancer  So- 
ciety and  the  AMA.  If  this  proves  to  be  neces- 
sary, it  will  be  done. 

And  again,  “TRUTH  WILL  NOT  BE  BUR- 
IED.” 

Sincerely  yours, 

COMMITTEE  FOR  A FAIR  TEST  OF 
KREBIOZEN,  INC. 
John  M.  Davis,  President 

JMD/mr 

cc:  Dr.  John  A.  Rogers 

American  Cancer  Society,  Illinois  Division,  Inc. 
139  N.  Clark  Street 
Chicago,  111. 


Dec.  2, 1958 

Mr.  John  M.  Davis,  President 
Committee  For  a Fair  Test  of  Krebiozen 
343  South  Dearborn  Street 
Chicago  4,  Illinois 

Dear  Mr.  Davis: 

We  acknowledge  receipt  of  your  letter  of  Nov. 
14.  Its  tenor  is  such  that  it  requires  a firm  and 
complete  response. 

Apparently  you  have  organized  a pressure 
campaign  to  bludgeon  the  society  into  under- 
taking a test  of  the  controversial  substance, 
Krebiozen,  on  unscientific  terms  dictated  by  you 
and  its  proponents  alone.  You  state,  without 
any  justification  whatsoever,  that  the  American 
Cancer  Society  is  engaged  in  “intrigues”  with 
the  medical  profession  and  that  it  is  using  the 
public’s  money  not  to  further  cancer  research, 
but  to  retard  it. 

These  tactics  are  apparently  a continuance 
of  the  campaign  of  circulating  scurrilous  and 
unfounded  accusations  which  was  first  instituted 
by  the  Freedom  For  Cancer  Research  Commit- 
tee. 

I would  like  to  develop  for  you  the  circum- 
stances which  led  up  to  a consideration  by  the 
society  of  the  proposal  made  by  Dr.  Ivy  last 
F ebruary. 

In  the  summer  of  1957,  in  response  to  the 
query  of  a science  writer,  we  stated  publicly,  and 
to  Dr.  Ivy  directly,  that  any  proposal  for  an 
objective  test  of  Krebiozen  would  receive  careful 
consideration  by  our  advisory  committees  and 
bv  our  board.  In  February  of  1958  the  Kre- 
biozen Research  Foundation  submitted  a plan 
which  has  been  carefully  studied  by  these  com- 
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mittees  and  by  die  board.  In  dieir  collective 
responsible  opinion,  this  plan  did  not  provide 
for  a valid  and  objective  test  of  Krebiozen.  We 
have  made  known  to  the  Krebiozen  Research 
Foundation  the  reasons  for  this  decision. 

We  now  both  repeat  and  amplify  these  reasons 
because,  in  view  of  the  pressures  which  your 
organization  is  attempting  to  mobilize,  it  ap- 
pears to  be  desirable  to  inform  the  public  more 
fully  of  the  facts  in  this  case. 

In  the  first  place,  the  society  rejected  Dr. 
Ivy’s  proposal  because  it  called  for  a joint  com- 
mittee of  the  Krebiozen  Research  Foundation 
and  of  the  American  Cancer  Society  to  arrange 
for  and  conduct  a so-called  “double  blind  con- 
trolled test.”  Under  this  plan  it  was  further 
stipulated  that  the  substance  was  to  be  ad- 
ministered to  the  patients  solely  by  Dr.  Ivy  who 
is  the  principal  spokesman  for  the  drug.  It  was 
obvious  to  our  advisory  committees  and  to  the 
board,  and  they  felt  it  would  be  obvious  to  any 
fair-minded  person,  that  a test  under  which  the 
arrangements  are  to  be  made  by  a committee 
on  which  the  promoters  of  the  drug  are  repre- 
sented equally  with  the  group  presumably  re- 
sponsible for  the  objectivity  of  the  test,  and  in 
which  the  principal  spokesman  for  the  drug  is 
the  person  to  administer  it  to  patients,  was  not 
objective  within  the  scientific  meaning  of  this 
word. 

Our  board  considers  that  unless  the  test  is 
carried  out  wholly  independently  of  the  Kre- 
biozen Research  Foundation,  the  results  would 
have  no  real  significance  and  would  not  be  gen- 
erally accepted  by  the  doctors  who  treat  cancer. 
The  board  felt  that  to  assent  to  and  participate 
in  a test  of  the  sort  proposed  by  Dr.  Ivy  would, 
in  effect,  be  aiding  and  abetting  a procedure 
which  could  serve  no  useful  purpose. 

In  the  second  place,  the  proposed  test  gave 
no  basis  for  determining  whether  the  substance, 
when  administered  by  physicians  generally, 
would  produce  the  same  results  because  no  in- 
dependent appraisal  by  others  was  to  be  per- 
mitted. To  have  validity,  one  of  the  primary 
criteria  of  any  scientific  experiment  is  the  abil- 
ity to  duplicate  it  with  similar  or  comparable 
results  by  other  investigators. 

In  the  third  place,  the  proposal  provided  no 
definite  standards  for  measuring  either  the  re- 
sults anticipated,  or  the  results  obtained.  The 
final  step  in  the  test  as  proposed  was  to  record 
Dr.  Ivy’s  opinion  as  to  which  patients  had  been 


given  Krebiozen  and  which  had  been  given 
mineral  oil.  On  a pure  guesswork  basis,  he 
would  have  a 50-50  chance  of  being  right.  On 
the  basis  of  his  selection  of  patients  who  had 
received  Krebiozen  and  those  who  had  received 
mineral  oil  the  cancer  society  would  have  been 
placed  in  the  position  of  seeming  to  certify  as 
to  the  efficacy  of  this  drug.  Our  board  felt  that 
this  would  have  only  further  confounded  an 
already  thoroughly  confused  situation  and  misled 
thousands  of  patients  suffering  from  the  disease. 

Moreover,  the  proposal  from  the  Krebiozen 
Research  Foundation  required  that  plans  for  a 
so-called  “double  blind  controlled  study”  be 
agreed  upon  by  the  society  prior  to  a study  of 
the  case  histories  of  patients  who  have  received 
the  drug,  which  are  stated  to  be  on  file  with  the 
foundation.  Obviously,  one  would  be  working 
in  a partial  vacuum  in  attempting  to  define  the 
conditions  of  any  evaluation  without  knowledge 
of  results  already  achieved. 

There  were  other  objections  to  the  test  but 
these  were  the  essential  reasons  for  our  board 
taking  the  action  it  did. 

The  American  Cancer  Society  is  responsible 
not  only  for  exploring  all  possible  avenues  in  its 
search  for  an  answer  to  cancer,  but  equally  for 
protecting  the  public  from  the  unhappy  results 
which  would  follow  if  unjustified  confidence 
were  placed  in  any  particular  substance  which 
would  delay  cancer  victims  from  receiving  the 
only  treatments  presently  known  to  produce  a 
cure  — surgery  or  radiation. 

However,  there  are  now  and  there  always 
have  been  channels  open  to  Krebiozen  which, 
if  followed,  will  produce  conclusive  results. 

The  society  does  not  operate  clinics  or  re- 
search laboratories  of  its  own  and  therefore 
cannot  conduct  tests  itself.  For  many  years, 
however,  it  has  supported  the  experimental  in- 
vestigation of  drugs  and  substances  which  may 
be  useful  in  the  management  of  cancer.  Its 
purpose  in  this  program  is  to  provide  support 
to  qualified  investigators  in  the  expectation  that 
from  this  program  a cancer  cure  will  be  de- 
veloped. 

As  we  have  repeatedly  pointed  out,  the  Amer- 
ican Cancer  Society  would  welcome  any  ar- 
rangement which  Dr.  Ivy  makes  with  a respon- 
sible laboratory  or  clinic  receiving  financial  sup- 
port from  the  American  Cancer  Society  for  them 
to  test  Krebiozen  as  they  are  currently  testing 
thousands  of  other  drugs.  The  results  of  these 
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tes'.s  would  then  be  published  by  the  scientists 
or  clinicians  who  carried  them  out,  and  Kre- 
biozen  would  have  to  stand  or  fall,  as  does  any 
other  drug,  on  the  collective  results. 

This  research  procedure  has  been  responsible 
for  the  discovery  and  testing  of  the  many  com- 
pounds now  being  used  in  cancer  therapy.  To 
mention  some  which  are  being  used  by  physi- 
cians in  the  treatment  of  this  disease  we  list, 
Triethylene  thiophosphoramide,  Triethylene 
melamine  and  other  nitrogen  mustard  deriva- 
tives, 6-mercaptopurine,  5-fluro-primidine  deriv- 
atives, Methotrexate  and  other  antimetabolites, 
isotopes,  hormones  and  so  on.  If  Krebiozen  has 
a useful  place  in  this  armamentarium,  it  can  be 
established  beyond  argument  in  the  same  way 
that  the  efficacy  of  these  other  drugs  has  been 
established. 

The  above  facts  make  it  clear  that  the  society 
did  not  “refuse  to  test  Krebiozen”  but  that  it 
refused  to  participate  in  a procedure  which,  in 
its  responsible  opinion,  would  serve  no  useful 
scientific  purpose  and  which  might  well  have 
further  misled  the  public. 

To  repeat,  avenues  of  scientific  appraisal  are 
open  for  Krebiozen.  What  is  closed  is  any 
proposal  under  which  the  cancer  society  would 
lend  its  name  to  a test  which  is  not  carried  out 
on  a scientifically  acceptable  basis.  Any  test  in 
which  the  society  is  involved  must  be  conducted 
and  documented  in  accordance  with  the  im- 
peccable principles  of  the  medical  profession 
and  the  scientific  community  at  large. 

The  society  is  not  impressed  by  the  signatures 
of  people  which  are  being  collected  under  your 
stimulation  and  sent  either  to  us  or  to  members 
of  the  congress  in  Washington.  Scientific  truths 
are  never  established  by  petitions  initiated  or 
signed  by  persons  with  no  knowledge  of  the 
scientific  issues  involved. 

We  note  your  proposal  for  a congressional 
investigation  which  is  apparently  advanced  as 
a threat.  The  society  has  no  reason  to  fear  or 
object  to  any  such  investigation.  Our  affairs 
are  managed  by  a board  of  68  responsible  citi- 
zens, half  of  them  lay  persons  and  half  drawn 
from  the  medical  and  scientific  professions.  Our 
affairs  are  publicly  reported  in  great  detail. 
We  cannot  find  that  the  same  is  true  of  the 
affairs  of  either  the  Krebiozen  Research  Foun- 
dation, or  of  the  Committee  For  a Fair  Test  of 
Krebiozen,  Inc.  of  which  you  are  president. 

In  summary,  it  seems  you  are  willing  to  damn 


February,  1959 

without  justification  the  medical  profession  and 
the  American  Cancer  Society  on  behalf  of  your 
advocacy  of  an  unproved  substance,  the  manu- 
facturing process  of  which  is  secret,  and  the 
chemical  formula  of  which  is  not  available.  More- 
over, it  is  apparent  that  you  are  attempting  to 
persuade  the  public  that  this  substance  must 
have  special  treatment  merely  because  that  is  the 
wish  of  those  who  are  promoting  it.  In  so  do- 
ing you  should  also  make  it  clear,  as  mentioned 
earlier  in  this  letter,  that  we  suggest  as  a pre- 
requisite that  the  several  hundred  case  histories 
of  cancer  patients  treated  with  Krebiozen,  which 
are  claimed  to  be  on  file  at  the  Krebiozen  Re- 
search Foundation,  should  be  made  available  to 
clinicians  and  researchers  for  their  examination 
and  that  this  wholly  reasonable  suggestion  was 
refused  unless,  as  a prior  condition,  the  society 
agreed  to  proceed  with  the  test  on  the  basis 
outlined  by  Dr.  Ivy. 

Thus,  although  you  were  unwilling  to  produce 
whatever  evidence  there  is  in  advance,  you  have 
demanded  that  the  society  commit  itself  in  ad- 
vance to  procedures  which,  for  the  reasons  we 
have  given  above,  are  unreliable  and  unscientific. 

The  onus  of  delay  and  of  obstruction,  which 
you  attempt  to  place  upon  the  society,  rests 
clearly  with  those  promoting  Krebiozen  and 
not  with  us  nor  with  the  medical  profession.  If 
there  is  any  reliable  evidence  that  Krebiozen 
is  useful  in  the  treatment  of  cancer,  we  believe 
you  have  a moral  responsibility  to  submit  this 
substance  promptly  to  the  scientific  community 
for  an  assessment  of  its  worth. 

This  is  the  position  of  the  society  whose  af- 
fairs are  directed  by  open-minded,  public  spirit- 
ed citizens,  serving  in  the  interests  of  their  fel- 
low citizens  without  pay  and  without  hope  of 
personal  gain. 

Yours  very  truly, 

MEFFORD  R.  RUNYON 


NOTICE 

The  professional  board  of  The  Arizona  Medi- 
cal Association,  Inc.,  has  been  informed  that 
only  some  38  per  cent  of  the  doctors  of  medicine 
in  Arizona  were  reporting  communicable  dis- 
eases to  the  state  department  of  health  in  ac- 
cordance with  Arizona  statute. 

The  board  stresses  the  importance  and  respon- 
sibility of  the  doctors  to  fill  out  their  weekly  re- 
port forms  on  communicable  diseases  and  to 
mail  them  promptly. 
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Established 


Standard  Therapy 
in  Hypertension* 


just  two  tablets 

at  bedtime 

After  full  effect 
one  tablet 
suffices 


Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  side  effects . . . the 
smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  significantly  less  toxicity 
than  reserpine . . . and  with  a lower  incidence 
of  depression.  Tolerance  does  not  develop. 

Rauwiloid  is  initial  therapy  for  every 
hypertensive  patient.  ...Dosage  adjust- 
ment is  never  a problem... 


When  more  potent  drugs  are  needed,  prescribe  one 
of  the  convenient  single-tablet  combinations 

Rauwiloid’  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 


lauwiloid  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Many  patients  with  severe  hypertension  can  be  maintained 
on  Rauwiloid  alone  after  desired  blood  pressure  levels  are 
reached  with  combination  medication. 


Northridge,  Californio 
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HEALTH  CARE  FOR  OUR  SENIOR  CITIZENS 


P REPAYMENT  of  medical  care  for  the  elderly 
has  long  been  a matter  of  urgent  and  continu- 
ing concern  to  the  medical  profession  and  its 
Blue  Shield  Plans.  Within  the  past  year,  how- 
ever, this  problem  has  been  made  something  of 
a political  issue  through  the  introduction  of 
such  legislation  as  the  Forand  bill,  which,  if 
adopted,  might  radically  affect  the  future  of  the 
entire  voluntary  health  care  movement  in  Amer- 
ica. 

What  are  the  facts  concerning  Blue  Shield 
coverage  of  senior  citizens?  What  has  the  med- 
ical profession  accomplished,  through  Blue 
Shield,  to  meet  this  challenge? 

The  answers  to  these  questions  will  be  of 
immediate  interest  as  a new  congress  meets  — 
a congress  in  which  social  welfare  programs 
are  certain  to  be  accorded  a high  priority. 

Some  of  these  answers,  as  reported  recently 
to  AM  As  council  on  medical  service  by  the  na- 
tional association  of  Blue  Shield  Plans,  are  truly 
encouraging. 

Thus,  in  1951,  among  a total  Blue  Shield  en- 
rollment of  21  million  persons,  nearly  a million, 
or  a little  less  than  5 per  cent,  were  over  65 
years  of  age.  Six  years  later,  in  1957,  among 
the  total  of  40  million  persons  enrolled,  2M  mil- 
lion, or  6.5  per  cent,  were  over  age  65.  Thus, 
in  these  six  years,  the  number  of  Blue  Shield 
members  over  65  increased  170  per  cent,  while 
total  Blue  Shield  enrollment  increased  only 
about  85  per  cent. 


Attention  was  called  also  to  the  fact  that  of 
the  total  number  of  people  past  65  who  have 
medical-surgical  insurance  coverage,  about  two-  j 
thirds  are  covered  by  Blue  Shield. 

Of  all  the  people  in  the  U.  S.,  it  is  estimated 
currently  that  about  15  million  are  over  65 
years  old,  and  are  not  cared  for  by  an  estab- 
lished institution  or  agency.  This  represents 
approximately  8 per  cent  of  the  total  population. 
Thus  Blue  Shield’s  ratio  of  6.5  per  cent  over 
age  65  is  reasonably  related  even  now  to  the 
ratio  of  the  total  population  in  that  group  — 
and  rapidly  approaching  parity  with  it. 

Blue  Shield  has  always  sought  to  serve  medi- 
cine’s inescapable  responsibility  to  the  whole 
community.  It  was  until  recently  almost  an 
exclusively  Blue  Shield  feature  that  any  mem- 
ber on  retirement,  or  on  leaving  an  insured 
group,  could  retain  his  coverage  by  “conversion’ 
to  a “direct-pay”  basis.  Few  plans  impose  any 
age  limits  on  initial  group  enrollment,  and  an 
increasing  number  of  plans  are  accepting  non- 
group members  regardless  of  age. 

Blue  Shield  is  aware  of  medicine’s  responsi- 
bility to  our  senior  citizens,  and  is  prepared  to 
follow  the  guidance  and  leadership  of  the  pro- 
fession in  helping  it  meet  this  challenge. 

Relative  to  the  senior  citizen,  our  own  Ari- 
zona Blue  Cross-Blue  Shield  Plan  is  now  mak- 
ing plans  for  an  introduction  of  an  expanded 
program  along  these  lines.  An  announcement 
will  be  forthcoming  on  this  shortly. 


THE  PACIFIC  DERMATOLOGICAL  ASSOCIATION  ANNOUNCES  THE  FIRST 
ANNUAL  NELSON  PAUL  ANDERSON  PRIZE  ESSAY  CONTEST 


X HE  Los  Angeles  Dermatological  Society,  Inc. 
has  established  a Nelson  Paul  Anderson  Me- 
morial Fund  which  offers  a $500  cash  award  an- 
nually for  a minimum  of  five  years,  for  a win- 
ning essay  to  be  read  by  the  essayist  at  the  an- 
nual meeting  of  the  Pacific  Dermatological  Asso- 
ciation. The  Pacific  Dermatological  Association 
will  pay  the  basic  expenses  ( transportation,  room 
and  board)  of  the  winning  essayist  to,  at,  and 
from  the  meeting. 

The  essays  eligible  for  this  contest  shall  re- 
port original  work,  not  previously  published, 
formally  presented,  or  previously  prize-winnig, 


relative  to  some  fundamental  aspect  of  der- 
matology. 

The  essays  shall  be  judged  on  the  following 
considerations:  a.  Originality  of  ideas,  b.  Po- 
tential importance  of  the  work,  c.  experimental 
methods  and  use  of  controls,  d.  evaluation  of 
results,  and  e.  clarity  of  presentation. 

The  essays  shall  be  submitted  under  a “nom 
de  plume”  with  no  information  anywhere  in  the 
paper  which  might  lead  to  the  recognition,  by 
the  judges,  of  the  institution  or  clinic  at  which 
the  work  was  done.  The  essay  with  “nom  de 
plume”  shall  be  accompanied  by  a plain,  sealed 


Vol.  16,  No.  2 


Arizona  Medicine 


177 


envelope  enclosing  the  name  and  address  of  the 
author;  this  envelope  shall  not  be  opened  until 
the  judging  is  complete. 

The  contest  shall  be  open  only  to  physicians 
engaged  in  the  study  or  practice  of  dermatology, 
who  are  working  within  the  geographical  limits 
encompassed  by  the  Pacific  Dermatological 
Association. 

The  essays  will  be  judged  by  a committee  of 
five  judges,  appointed  by  the  executive  council 
of  the  Pacific  Dermatological  Association,  and 
all  entries  should  be  in  the  hands  of  Louis  H. 
Winer,  M.D.,  9915  Santa  Monica  Blvd.,  Beverly 


Hills,  Calif.,  in  quintuplicate  (all  copies  clearly 
legible,  of  course)  before  May  1,  1959.  The  win- 
ner will  be  notified  by  Aug.  1,  1959;  the  1959 
meeting  of  the  Pacific  Dermatological  Associa- 
tion will  be  held  at  the  La  Playa  Hotel,  Carmel- 
by-the-Sea,  Calif.,  Sept.  9 to  13,  1959. 

Dr.  Nelson  Paul  Anderson,  one  of  the  great- 
est dermatologists  ever  produced  in  the  United 
States,  died  Dec.  1,  1957,  at  the  age  of  58. 

The  establishment  of  the  Nelson  Paul  Ander- 
son Prize  Essay  Contest  demonstrates  in  part 
the  great  affection  and  esteem  in  which  he  was 
held  by  his  fellow  dermatologists. 


INTERNATIONAL  ACADEMY  OF  PROCTOLOGY  1958-1959  AWARD 

CONTEST 


The  International  Academy  of  Proctology  an- 
nounces its  anual  Cash  Prize  and  Certificate  of 
Merit  Award  Contest  for  1958-1959.  The  best 
unpublished  contribution  on  proctology  or  al- 
lied subjects  will  be  awarded  $100  and  a Cer- 
tificate of  Merit.  The  winning  contribution  will 
be  selected  by  a board  of  impartial  judges,  and 
all  decisions  are  final. 

The  formal  award  of  the  first  prize,  and  pres- 
entation of  other  certificates,  will  be  made  at 
the  annual  convention  dinner  dance  of  the  In- 
ternational Academy  of  Proctology,  April  8, 1959, 
at  the  Plaza  Hotel,  New  York,  N.  Y. 


The  International  Academy  of  Proctology  re- 
serves the  exclusive  right  to  publish  all  contribu- 
tions in  its  official  publication,  The  American 
Journal  of  Proctology.  All  entries  are  limited  to 
5,000  words,  must  be  typewritten  in  English,  and 
submitted  in  five  copies.  All  entries  must  be  re- 
ceived no  later  than  Feb.  1,  1959.  Entries  should 
be  addressed  to: 

ALFBED  J.  CANTOR,  M.D., 
Executive  Officer, 
International  Academy  of  Proctology, 
147-49  Sanford  Ave., 
Flushing  55,  N.  Y. 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
LOCATION  INQUIRIES 


ALVAREZ,  UBALDO  ANTONIO,  M.D.,  4817 
13th  St.,  N.,  Arlington,  Va.;  OB/GYN;  1953 
graduate  of  University  of  Cartagena,  Columbia, 
S.A.;  interned  at  Hotel  Dieu  Hospital  in  New 
Orleans,  La.;  served  residency  at  St.  Barnabas 
Hospital  in  Minneapolis,  Minn,  and  Columbia 
Women’s  Hospital  in  Washington,  D.C.;  took 
basic  science  examination  in  Virginia  in  Decem- 
ber 1958;  military  status,  5-A;  age  32;  married. 
Interested  in  group  or  associate  practice.  Avail- 
able July  1,  1959. 

CLARK,  EDWARD  E.  JR.,  M.D.,  Thomas 
Dee  Hospital,  Ogden,  Utah;  GP;  1958  graduate 
of  University  of  Missouri;  interning  at  Thomas 
Dee  Hospital;  holds  license  in  Missouri,  nation- 
al board  part  I and  II  passed;  fulfilled  military 
obligations;  age  28;  married.  Interested  in  as- 
sistant or  associate  practice.  Available  immedi- 
ately. 

FORTIER,  QUINCY  ERNEST,  M.D.,  607 


South  Fifth  St.,  Las  Vegas,  Nev., OB/GYN;  1944 
graduate  of  the  University  of  Minnesota;  in- 
terned at  Wichita  Falls  Clinic  in  Texas;  served 
residency  at  University  of  Minnesota  Hospital 
in  Minneapolis;  fulfilled  military  obligations; 
age  46;  married.  Holds  licenses  in  Texas,  Neva- 
da, Arizona,  California,  Minnesota  and  Puerto 
Rico;  interested  in  group  or  industrial  practice. 
Available  immediately. 

GRUNDY,  RICHARD  D.,  M.D.,  1119  E.  Mar- 
ion, Fort  Worth  4,  Texas;  GP;  1958  graduate  of 
Baylor  College  of  Medicine  in  Houston,  Texas; 
interning  at  John  Peter  Smith  Hospital  in  Fort 
Worth,  Texas;  fulfilled  military  obligations; 
holds  license  in  state  of  Texas;  interested  in  clin- 
ic, assistant  or  associate  practice;  age  30;  mar- 
ried. Available  Aug.  1,  1959. 

KAHN,  KENNETH  A.,  M.D.,  2106  Jackson, 
San  Francisco,  Calif.;  I;  1953  graduate  of  Colo- 
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rado  Medical  School;  interned  at  Receiving  Hos- 
pital in  Detroit,  Mich.;  served  residency  at  Uni- 
versity of  Minnesota  and  VA  Hospital  in  Minne- 
apolis, Minn.;  interested  in  group  or  associate 
practice;  age  32;  married.  Available  July  1959. 

KVAMME,  LEIV,  M.D.,  810  Grovemont,  San- 
ta Ana,  Calif.;  GP;  1954  graduate  of  Tulane  Uni- 
versity  Medical  School;  interned  at  Pierce  Coun- 
ty Hospital  in  Tacoma,  Wash.;  served  residency 
at  Pierce  County  Hospital;  holds  license  in  state 
of  Washington;  completed  military  service  Jan- 
uary 1959;  interested  in  private  practice.  Age  36; 
married;  available  Feb.  1,  1959. 

JAMES,  MARVIN,  M.D.,  Bellevue  Hospital, 
27th  & First  Ave.,  New  York  16,  N.  Y.;  GS;  1952 
graduate  of  New  York  University  College  of 
Medicine;  interned  at  Bellevue  Hospital  in  New 
York;  served  residency  at  Bellevue  Hospital; 
holds  license  in  state  of  New  York;  fulfilled  mili- 


tary obligations;  interested  in  group  practice: 
age  29;  married.  Available  July  1959. 

MORTLAND,  S.  RICHARD,  M.D.,  P.O.  Box 
566,  Ganado,  Texas;  GP/S;  1943  graduate  of 
Vanderbilt  University  School  of  Medicine;  in- 
terned at  St.  Thomas  Hospital  in  Nashville, 
Tenn.;  served  residency  in  Waco,  Texas  — sur- 
gical preceptorsliip;  fulfilled  military  obligations: 
holds  license  in  Tennessee  and  Texas;  interested 
in  associate  practice.  Will  consider  solo  or  small 
clinic.  Age  41;  married.  Available  immediately. 

VOSS,  VIRGIL  H.,  M.D.,  1203B  Perimeter 
Drive,  Mobile,  Ala.;  GP;  1956  graduate  of  Stritch 
School  of  Medicine;  interned  at  St.  Josephs 
Hospital  in  Denver,  Colo.;  presently  serving 
USAF  — July  2,  1959  discharge;  holds  license  in 
state  of  Colorado;  interested  in  group,  associate 
or  partnership  practice.  Age  29;  married;  avail- 
able August  1959. 


LOCATION  OPPORTUNITIES 


ASHFORK  - Pop.  700  - North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

GILA  BEND  - Pop.  2,500  - 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton,  and  general  farming. 
Office  and  equipment  available.  §150  monthly 
income  from  board  of  supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

HAYDEN  — Pop.  3,000/4,000.  Industrial  prac- 
tice — approximately  200  employes  and  depend- 
ents. Only  part-time  required.  Coverage;  Metro- 
politan Surgical  Plan.  Physician  may  engage  in 
private  practice  also.  Small  company-owned 
clinical  building  (new)  available  for  use,  with 
X-ray  equipment,  diathermy  equipment,  etc. 
Full-time  nurse  available  to  assist;  clerical  work 
to  be  handled  by  company.  Company  housing 
facilities  available  for  physician  — small  rental. 
Contact:  American  Smelting  & Refining  Com- 
pany, Mr.  Ben  Roberts,  department  manager, 
P.O.  Box  1111,  El  Paso,  Texas. 

HOLBROOK  — Population  above  7,000.  Lo- 
cated in  the  heart  of  the  northeastern  pine  coun- 
try of  Arizona  on  U.S.  Route  66.  Need  services 


of  GP.  For  full  details,  contact  Donald  F.  De- 
Marse,  M.D.,  Box  397,  Holbrook,  Ariz. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
Community  served  by  many  mining  and  ranch- 
ing interests.  Contact  Robert  V.  Horan,  M.D.. 
Miami-Inspiration  Hospital,  Miami,  Ariz. 

MORENCI  — Mining  community  near  New 
Mexico- Arizona  border.  Pop.  10,000.  Has  vacan- 
cy at  hospital  for  GP.  Contact  Carl  H.  Gans, 
M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff,  Ariz.,  the  building  project  is 
estimated  to  be  concluded  in  10  years.  Write 
Ivan  W.  Kazan,  M.D.,  16  H,  Page,  Ariz.,  for  full 
details. 

SAFFORD  — Graham  County  Health  Depart- 
ment in  need  of  an  M.D.  In  the  heart  of  the  cat- 
tle and  farming  areas  of  southeastern  Arizona. 
Population  of  10,500  and  elevation  is  2,920. 
Schools,  churches  and  social  facilities  are  nu- 
merous. Contact  Mr.  Verl  Lines,  chairman,  Gra- 
ham County  Board  of  Supervisors,  Safford,  or 
Frederick  W.  Knight,  M.D.,  618  Central  Ave.. 
Safford. 


Vol  16,  No.  2 


Arizona  Medicine 


179 


ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a general  practitioner,  in  this 
east-central  Arizona  community.  Population  is 
approximately  1,500  with  several  other  small 
towns  in  the  general  area.  About  20  miles  from 
New  Mexico  in  the  beautiful  rim  country  of  Ari- 
zona. Contact  Donald  F.  DeMarse,  M.D.,  Box 
397,  Holbrook,  Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  Pe- 
ter Falbo,  president,  chamber  of  commerce,  9112 
West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for  con- 
sultation service.  State  license  is  necessary  (but 
not  necessarily  an  Arizona  license).  Contact  S. 
Netzer,  M.D.,  director,  professional  service,  VA 
Hospital,  Tucson,  Ariz. 

TUCSON  — Young  man  interested  in  the  prac- 
tice of  internal  medicine  for  junior  associateship, 
Southwestern  Clinic  & Research  Institute,  Inc. 
Excellent  opportunity  to  achieve  qualification  in 
the  specialty  of  internal  medicine.  Contact 
Charles  A.  L.  Stephens  Jr.,  M.D.,  2430  East 
Sixth  St.,  Tucson,  Ariz. 

FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps-Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hospi- 
tal, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospi- 
tal, Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospi- 
tal, San  Manuel,  Ariz. 


^ future  <^yfyteetingfi 


SAVE  THE  TIME 


to  attend  the  68th  annual  meeting  of  The  Ariz- 
ona Medical  Association,  Inc. 

SCIENTIFIC  SECTION 

P APERS  to  be  presented  by  Haddon  M.  Carry- 
er,  M.D.,  Mayo  Clinic;  John  W.  Cline,  M.D., 
Stanford  University;  Harold  Dalton  Jenkins, 
M.D.,  University  of  Colorado;  Marvin  E.  John- 
son, M.D.,  University  of  Colorado;  Henry  V'. 
Kessler,  M.D.,  Kessler  Institute  for  Rehabilita- 
tion; Johannes  Maagaard  Nielsen,  M.D.;  and 
Thomas  L.  Royce,  M.D.,  Baylor  University. 

MEDICAL  EDUCATION  WORKSHOP 

Friday,  May  1,  1959 

As  a special  feature,  presentations  on  medical 
education  will  be  given  by  John  Z.  Bowers, 
M.D.,  University  of  Wisconsin;  Fred  Dow  Fagg 
Jr.,  Ph.D.,  President,  WICHE;  Mr.  Reuben  Gus- 
tavson,  president,  Resources  for  the  Future;  Wal- 
ter L.  Hard,  Ph.D.,  University  of  South  Dakota; 
Marvin  E.  Johnson,  M.D.,  University  of  Colora- 
do; Vernon  W.  Lippard,  M.D.,  Yale  University; 
Roscoe  L.  Pullen,  M.D.,  University  of  Missouri; 
Thomas  L.  Royce,  M.D.,  Baylor  University;  and, 
Thomas  B.  Turner,  M.D.,  Johns  Hopkins  Uni- 
versity. Moderator:  John  W.  Cline,  M.D.,  Stan- 
ford University. 

SAN  MARCOS  HOTEL  CHANDLER , ARIZ. 
April  SO,  May  1,  2, 1959 


ELEVENTH  ANNUAL  CONVENTION 
INTERNATIONAL  ACADEMY  OF 
PROCTOLOGY 

Eleventh  Annual  Convention  of  the  Interna- 
tional Academy  of  Proctology  at  the  Plaza,  New 
York,  N.  Y.,  April  5-9,  1959.  The  international, 
national,  and  local  program  committees  are  plan- 
ning an  unusual  seminar  on  practical  techniques 
for  office  and  hospital.  There  will  be  special 
emphasis  an.  anal  and  rectal  panel  presentations, 
and  on  newer  treatment  methods,  as  requested 
by  those  who  attended  the  Mexico  City  meeting 
in  1958. 
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PARAMEDICAL  CAREERS 

T COMMITTEE 

HE  NURSE  recruitment  committee  of  the 
medical  auxiliary  has,  as  of  this  year,  been  re- 
named the  paramedical  careers  committee  in  or- 
der to  include  all  allied  health  fields  (techni- 
cians, therapists,  dietitians,  etc. ) This  was  done 
at  the  request  of  the  American  Medical  Associa- 
tion in  orler  to  fill  a need  for  more  personnel  in 
all  the  health  fields. 

RECENT  EVENTS 


National  Honor  Bestowed  on  Maricopa 
County  Medical  Auxiliary  Film 

Last  year,  the  Maricopa  Medical  Auxiliary 
made  a 16  mm  film  entitled,  “Allied  Medical  Ca- 
reers,” to  be  shown  in  the  high  schools  during 
the  recruitment  program.  The  film  has  since 
been  chosen  by  the  National  Medical  Auxiliary 
to  be  shown  at  their  convention  in  June  at  At- 
lantic City.  A request  has  also  been  received 
from  the  University  of  Nevada  for  a copy  to  be 
made  for  use  in  their  recruitment  program.  We 
are  all  very  proud  of  Mrs.  John  Clymer  and  her 
careers  committee  who  put  in  long  hours  of  work 
to  make  this  film  possible. 

A copy  of  this  well-received  film  will  soon  be 
available  to  all  county  auxiliaries  who  would 
like  to  see  it. 

Western  Regional  Nurses  Work  Shop 

In  November,  The  Western  Regional  Council 
for  Nurses  held  a work  shop  in  Phoenix.  Our 
own  national  paramedical  careers  committee 
chairman,  Mrs.  Allie  Jacobson,  attended  as  one 
of  the  guest  speakers. 


o 


The  work  shop  provided  the  auxiliary  with  an 
excellent  opportunity  to  acquaint  the  nurses 
with  our  new  program  including  all  health  ca- 
reers. The  program  was  well  received  and  the 
nurses  association  is  most  anxious  to  assist  us  in 
making  it  successful. 

COMING  EVENTS 
Nurse  Recruitment  Week 

The  governor  has  proclaimed  the  first  week  in 
February:  “Nurse  Recruitment  Week.”  We  have 
requested  that  it  be  changed  to  “Health  Careers 
Week,”  and  feel  sure  it  will  be  accepted  within 
the  year. 

State  Work  Shop 

A work  shop  is  being  planned  in  the  near  fu- 
ture by  the  Arizona  State  Nurses  Association  and 
the  Arizona  League  for  Nursing  Education.  The 
auxiliary  is  most  fortunate  in  having  been  asked 
to  participate  in  this  project.  The  work  shop  will 
include  information  and  participants  from  all 
health  fields  and  will  be  directed  mainly  to  the 
school  counselors.  In  this  respect,  we  will  be 
able  to  better  acquaint  them  with  the  require- 
ments, personal  and  educational,  as  well  as  the 
facilities  available  for  students  interested  in 
health  careers.  As  you  can  see,  the  nurses  associ- 
ation is  most  anxious  to  assist  the  auxiliary,  and 
certainly  no  organization  is  in  a better  position 
to  help  us  guide  young  people  into  allied  health 
careers. 

MRS.  HOWARD  M.  PURCELL  JR. 
Chairman,  State  Paramedical 
Careers  Committee,  Women’s 
Medical  Auxiliary 


CALENDAR  OF  MEETINGS 


DATE 

MEETINGS 

PLACE 

March 

9-12 

AMA  4-day  Sectional  Meeting 

St.  Louis,  Mo. 

16-20 

National  Health  Council  Annual  Meeting 

Chicago,  111. 

30  - Apr.  2 

Southwestern  Surg.  Congress 

Denver,  Colo. 

April 

6-8 

American  Radium  Society 

Homestead  Hotel,  Hot  Springs,  Va. 

6-9 

American  Academy  of  General  Practice 

San  Francisco,  Calif. 

9-12 

American  Assn,  for  Cancer  Research  Inc. 

Haddon  Hall,  Atlantic  City,  N.  J. 

20-23 

American  Ass’n.  Pathologists  & Bacteriologists 

Boston,  Mass. 

20-24 

American  College  of  Physicians 

Conrad  Hilton  Hotel,  Chicago,  111. 

28  - May  2 

Arizona  Medical  Association 

Chandler,  Ariz. 
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this  capsule 
lives  the 

most  widely 
used 


the  most 
widely  useful 
antibiotic 
in  the 
world 

Achromycin®  V 

Tetracycline  with  Citric  Acid  Lederle 

SUPPLIED  IN  CAPSULES  OF  250  MG. 

WITH  250  MG.  CITRIC  ACID. 

AND  TOO  MG.  WITH  lOO  MG.  CITRIC  ACID. 


'etLarle)  lederle  laboratories,  a division  of  American  cyanamid  company,  pearl  river,  new  york 
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Ill  edicine  s priceless  past  is  but 
prologue  to  its  brilliant  present 
and  future. To  help  provide  a better 
public  understanding  and  aware- 
ness of  Medicine’s  proud  traditions, 
Parke-Davis  will  launch  a unique 
and  informative  new  institutional 
advertising  campaign  this  month. 
GREAT  MOMENTS  IN  MEDICINE 
trill  depict  historically  accurate 
scenes  of  advancements  in  Medi- 
cine through  the  centuries.  This- 
very  colorful  and  interesting 


Parke-Davis  campaign  trill  appear 
regularly  during  1959  in  life, 

SATURDAY  EVENING  POST,  TIME, 

reader’s  digest,  and  today’s 
health.  As  a preview  to  the  med- 
ical profession,  the  first  ad  in  this 
series  is  reprinted  above.  Within 
a few  weeks  millions  of  people 
throughout  the  United  States  — 
and  the  world— trill  also  see  it. 


PARKE-DAVIS 


. . . Pioneers  in  better  medicines 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.1,2  3- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation. 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257: 278  (Aug.)  1957. 


Buffered  Pabirin  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  shoic  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


in  very  special  cases 

a very  superior  brandy 

■ • ■ ■ . 

specify 


★ ★ ★ 


H Elf  MESSY 


COGNAC  BRANDY 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 


Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRAL  MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix, 

Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL 

SERVICES 

PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Prc^eMicnal  'X-Ray  and  Clinical  Xahratery 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

Ifledical  Center  X-Ray  and  Clinical  Xaberatcry 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

9\?.  3Zee  ‘'"foster, <344.  33.,  33irector  <344 art  in 33.  33ist, >344.  3).,  ‘Radiologist 
Cfeorge  Cfentner,  <344.33.,  43adiologist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building 
1130  E.  McDowell  Road 


Telephone 
Alpine  8-1601 


PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D.,  Seymour  B.  Silverman,  M D.  George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  ^ F.A.C.R.  e Diplomate,  American  9 Diplomate,  American  f Diplomate,  American 

Board  of  Pathology  Diplomate,  American  Board  of  Pathology  Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 


DOCTOR'S  DIRECTORY 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


ARIZONA  SOCIETY  OF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 
Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  - AL  8-1586  - Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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RELIABLE  PRESCRIPTION  SERVICE 


MARR  DRUG  CO. 


3359  WEST  VAN  BUREN 
•hone^AP  8-9261  PHOENIX.  ARIZ.  TH 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


vi/i-i  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
Scottsdale,  Arizona 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• Excellent  Food 

• Television 

® State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  ■ PHOENIX,  ARIZONA 
CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M . D. , F.  A.  P.  A. , Medical  Director 


O E N I X INSTITUTE 


NEUROLOGY  AND  PSYCHIAT 
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EYE,  EAR,  NOSE  and  THROAT 


PSYCHIATRY  and  NEUROLOGY 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


OTTO  L.  BENDHEIM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D. 

PSYCHIATRY 

ROBERT  ,C.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D. 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 


5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

PED I ATrTc^SURGERy” 

DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 
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SURGERY 

OBSTETRICS  AND  GYNECOLOGY 

EDWARD  L.  KETTENBACH,  M.D., 

F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 


DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 


D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 


DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St 

Phone  ALpine  3-4105  Phone  ALpine  8-348^ 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  Medical  Bldg.  — 550  W.  Thomas  Rd.  — Suite  120B 
Phone  CR  4-5713  — Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 

PHOENIX,  ARIZONA  Phone  ALpine  3-4317 


Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 
F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910 
1 5 E.  Monroe  St. 

Phoenix 

Arizona 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 


Julius  Citron,  D.S.C.,  A.C.F.S. 

40  E.  Thomas  Rd. 

CR  7-5631 

Samuel  Mason,  Pod.  D. 

144  N.  1st 
AL  2-4646 


PHOENIX 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

753  E.  McDowell  Rd. 

AL  4-4414 

Irwin  D.  Shapiro,  Pod.  D. 

40  East  Thomas  Road 
AM  5-9686 


TUCSON 

Felton  O.  Gamble,  D.S.C. 

1888  N.  Country  Club  Rd. 
Phone  EA  6-3212 


Harold  E.  Mitton,  D.S.C. 

318  E.  Congress  St. 
Phone  MA  3-9151 


Martin  Snyder,  D.S.C. 


2629  E.  Broadway 
Phone  EA  5-6333 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 

J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 

Phoenix-  Arizona 


RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


FRANK  DANIELS  MANN,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D. 

(Diplomate  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue 

Phone  MA  3-2531 


Tucson,  Arizona 


LOIS  GRUNOW  MEMORIAL  BUILDING 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


DERMATOLOGY 

Helen  M.  Roberts,  M.D. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuehler,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


Jni?*  Oi  Calif. 

*-i»rary 

Jpc  a t sit r.assus 

£an  ? u.c’sco  22,  Calif'. 


"Doctor,  I get  so  mad  at  everyone  when  I diet.” 


‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine' 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — dexedrine! 


(^)  SMITH  KLINE  & FRENCH  LABORATORIES 

fT.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


*T.M.  Reg.  U.S.  Pat.  Off. 


JHeJicat  S, 

oj-  tlic 

XA-niteJ  ‘Stat* 

<y\lcxico 


JHeJical 


nzona 


Official  ff< 


U.c.  MEDICAL  CENTER  LlBt 


San  Francisco,  2Z 

assures 
a more 
decisive 
response 


llosone  provides  the  speed,  potency, 
and  certainty  of  parenteral  antibiotic 
therapy  plus  unsurpassed  safety 
and  the  ease  of  oral  administration. 
Usual  dosage  for  adults  is  one  or 
two  250-mg.  Pulvules®  every  six 
hours,  according  to  severity  of  Infec- 
tion. For  optimum  effect,  administer 
on  an  empty  stomach.  Supplied: 
Pulvules  of  250  mg.,  and  125  mg.  for 
pediatric  use. 


in  almost 


Parenteral  Performance 
in  Every  Pulvule 


every  common 
bacterial 
infection 


Ell  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


llosone™  (erythromycin  ester,  Lilly)  — as  the  propionate 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDA 

STREPT  OklNASE-STREPTODORNASE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 


ANKLE 

SPRAINED 


Abbott  Laboratories 8A-9A  (Insert),  9-A-13A 


American  Dairy  Ass’n.  of  Arizona  32A 

Ames  Company 44^ 

Astra  Pharm.  Products,  Inc 14A,  48A 

Ayerst  Laboratories  29A 

Boyle  & Co 50A-51A 

Burroughs  Wellcome  32A-33A  (Insert) 

Camelback  Sanatorium  60A 

G.  M.  Case  Laboratory  20A 

Coca-Cola  Co 14^ 

Diagnostic  Laboratory  58A 

Endo  Labs 21A 

Franklin  Hospital  20A 

Geigy  Pharmaceuticals  49A 

Glenbrook  Labs.  (Bayer  Aspirin)  52A 

Groves  Surgical  Supply  Co 259 

Hobby  Horse  Ranch  School  20A 

Hughes  Calihan  Corp igA 

K.  B.  Surgical  Supply  254 


Las  Encinas  24A 

Lederle  Laboratories  2A,  25A,  37A,  212-213 

235,  254,  260-261?  41A,  46A-47A 

Eli  Lilly  & Co Front  Cover,  40A 

P.  Lorillard  Co.  (Kent  Cigarettes)  28A 

Paul  Maney  Labs  16A,  35A,  36A 

Medical  Center  X-Ray  Lab 58A 

Medical  & Dental  Finance  Bureau 259 

Merck,  Sharp  & Dohme 4A,  20A-21A  (Insert), 

30A-31A,  251 

North  Central  Laboratory  57A 


Parke  Davis  & Co ia 

Pfizer  Laboratories  18A-19A,  255,  45A 

Physicians’  Casualty  Ass’n 20A 

Professional  Building  56A 

Professional  X-Ray  Laboratory  57A 


A.  H.  Robins  Co 26A-27A,  225 

J.  B.  Roerig  & Co 38A,  220-221,  241,  53A 

Ryan-Evans  Drugs  16A 


Schering  Corp 28A-29A  (Insert),  39A 

G.  D.  Searle  & Co 215 

Sherwood  Professional  Building 262 

Smith  Kline  & French  Back  Cover 

Smith-Dorsey 3A,  17A,  33A,  43A 

Squibb  & Sons  34A,  55A 

Upjohn  22A-23A,  257 


Wallace  Laboratories 

Walsh  Bros 

Wayland’s  

Winthrop  Labs 

Wyeth  Inc 


227 

24A 

24A 

24A-25A  (Insert) 
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N««-  All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy. t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 

tLhotka,  F.  M.:  Illinois  M.  J.  112:259  ( 
Monthly  37:460  (July)  1958.  Farmer, 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 

.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 

D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


firS{—  the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— ttie  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  tussagesic  tablet  provides: 


TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HC1  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 


(brand  of  dextromethorphan  HBr)  50  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer  Dosage:  One  tablet  in  the  morning,  midafter- 
liquid medication:  Tussagesic  suspension  noon  and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


* Contains  TRIAMINIC  to 


running  noses 


and  open  stuffed  noses  ■ idly 


SMITH-DORSEY  • a division  of  The  Wander  Company  • J. incoin,  Nebraska  • Peterborough,  Canada 
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NOWev 

may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patientsty  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

fAnalysis  of  clinical  reports. 

*DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


DEXAMETHASONE 


treats  more  patients 
more  effectively 
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Ave.,  Safford. 
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Clifton;  T.  L.  Lothman,  M.D.,  Secretary,  Box  85,  Morenci. 
MARICOPA:  Clyde  J.  Barker  Jr.,  M.D.,  President,  710  Profes- 
sional Bldg.,  Phoenix;  Morris  E.  Stern,  M.D.,  Secretary, 
1313  N.  2nd  St.,  Phoenix. 

(Society  Office:  2025  North  Central  Ave.,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  Walter  D.  Bigford,  M.D.,  Secretary,  Masonic  Build- 
ing, Kingman. 

NAVAJO:  Myron  G.  Wright,  M.D.,  President,  122  W.  3rd  St., 
Winslow;  Leo  L.  Lewis,  M.D.,  Secretary,  101  S.  William- 
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PIMA:  Frederick  S.  Lesemann,  M.D.,  President,  1627  N.  Tucson 
Blvd.,  Tucson;  Delmer  J.  Heim,  M.D.,  Secretary,  116  N. 
Tucson  Blvd.,  Tucson. 

(Society  Office:  57  E.  Jackson  Street,  Tucson) 

PINAL:  Howard  W.  Finke,  M.D.,  President,  Magma  Hospital, 
Superior;  Thomas  E.  McCormick,  M.D.,  Secretary,  321  W. 
Central  Ave.,  Coolidge. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Build- 
ing, Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building  Nogales. 

YAVAPAI:  Ernest  D.  Geever,  M.D.,  President,  533  W.  Gurley 
St.,  Prescott;  C.  E.  Yount  Jr.,  M.D.,  Secretary,  105  N.  Cortez 
St  Prescott 

YUMA:  Paul  J.  Slosser,  M.D.,  President,  450  W.  23rd  St.,  Yuma; 
William  J.  Nelson,  Jr.,  M.D.,  Secretary,  450  W.  23rd  St., 
Yuma. 

“This  Directory  will  appear  every  4th  month. 

STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  John  R.  Schwartzman,  M.D.,  Chair- 
man (Tucson);  John  F.  Currin,  M D.  (Flagstaff);  Orin  J. 


Farness,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D.  (Phoenix); 
Joseph  M.  Kinkade,  M.D.  (Tucson);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 
C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D,  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Paul  H.  Case,  M.D.  (Phoenix);  Max  Costin, 
M.D.  (Tucson);  Walter  T.  Hileman,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Herbert  C.  Kling,  M.D.  (Yuma); 
Deward  G.  Moody,  M.D.  (Nogales);  Roy  O.  Young,  M.D. 
(Flagstaff). 

SPECIAL  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert 
Brewer,  M.D.  (Phoenix);  Robert  E.  Hastings,  M.D.  (Tucson); 
Walter  T.  Hileman,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D. 
Phoenix);  Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Historian  (Phoenix);  Louis  G.  Jekel,  M.D.  (Phoenix); 
Darwin  W.  Neubauer,  M.D.  (Tucson);  Howell  S.  Randolph, 
M.D.  (Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Philip  G.  Derickson, 
M.D.  (Tucson);  Francis  M.  Findkiy,  M.D.  (San  Manuel); 
Frederick  W.  Knight,  M.D.  (Safford);  Kenneth  G.  Rew, 
M.D.  (Phoenix);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Walter  Brazie,  M.D.  (Kingman);  Charles  T.  Collopy, 
M.D.  (Miami);  Charles  B Daniell,  M.D.  (Morenci);  Arnold 
H.  Dysterheft,  M.D.  (McNary);  Orin  J.  Farness,  M.D.  (Tuc- 
son); C.  Herbert  Fredell,  M.D.  (Flagstaff);  Carl  H.  Gans, 
M.D.  (Morenci);  Ray  P.  Inscore,  M.D.  (Prescott);  Millard 
Jeffrey,  M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford); 
W.  Shaw  McDaniel,  M.D.  (Phoenix);  Deward  G.  Moody, 
M.D.  (Nogales);  Donald  E.  Nelson,  M.D.  (Safford);  Wallace 

A.  Reed,  M.D.  (Phoenix);  Alexander  N.  Shoun,  M.D.  (San 
Manuel);  Paul  L.  Singer,  M.D.  (Phoenix);  Lavern  D.  Sprague, 
M.D.  (Tucson);  Arthur  C.  Stevenson,  M.D.  (Phoenix);  George 
C.  Truman,  M.D.  (Mesa);  Matthew  L.  Wong,  M.D.  (Yuma); 
MacDonald  Wood,  M.D.  (Phoenix);  Myron  G.  Wright,  M.D. 
(Winslow);  Paul  V.  Yingling,  M.D.  (Lowell). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Born,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Frank  W.  Edel,  M.D., 
Chairman  (Phoenix);  Ian  M.  Chesser,  M.D.  (Tucson);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D., 

Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W.  Knight,  M.D.  (Safford);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Dermont  W.  Melick, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
Lindsay  E.  Beaton,  M.D.  (Tucson);  Hayes  W.  Caldwell, 
M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford);  Donald 
E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer,  M.D. 
(Tucson);  E.  Henry  Running,  M.D.  (Phoenix);  Roland  F. 
Schoen,  M.D.  (Casa  Grande);  Robert  A.  Stratton,  M.D. 
(Yuma). 

SPECIAL  COMMITTEES  - 1958-59 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix);  Bertram  L.  Snyder,  M.D.  (Phoenix). 
ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl.  M.D.,  Chair- 
man (Tucson);  Preston  T.  Brown,  M.D.  (Phoenix);  James 
T.  O’Neil,  M.D.  (Casa  Grande);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Harold  J.  Rowe,  M.D.  (Tucson);  E.  Henry  Running, 
M.D.  (Phoenix). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Born,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D.  (Pres- 
cott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chair- 
man (Tucson);  Zeph  B.  Campbell,  M.D.  (Phoenix);  Paul  J. 
Slosser,  M.D,  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Clarence  E. 

Yount,  Jr.,  M.D.,  Chairman  (Prescott);  Dermont  W.  Melick, 
M.D.  (Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
Leslie  B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 
Chairman  (Phoenix);  Richard  O.  Flynn,  M.D.  (Tempe);  John 
W.  Kennedy,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Donald  E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer. 
M.D.  (Tucson);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Carl  A. 

Holmes,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Beaton, 
M.D.  (Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Paul  H. 
Jarrett,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D.  (Phoenix); 
Leslie  B.  Smith,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Bea- 
ton. M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Francis 
M.  Findlay,  M.D.  (San  Manuel);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); James  E.  O’Hare,  M.D.  (Tucson);  William  B.  Steen, 
M.D.  (Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
INSURANCE  PLANNING  COMMITTEE:  Noel  G.  Smith.  M.D.. 
Chairman  (Phoenix);  Delmer  J.  Heim.  M.D.  (Tucson);  Joseph 
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S.  Lentz,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
Frank  A.  Shallenberger,  M.D.  (Tucson);  Reed  D.  Shupe, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
R.  Lee  Foster,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  Dermont  W.  Melick,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 

R.  Green,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  Reed  D.  Shupe,  M.D.  (Phoenix); 
John  F.  Stanley,  M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D. 
(Phoenix);  Hugh  C.  Thompson,  M.D.  (Tucson. 

MEDICARE  ADJUDICATION  COMMITTEE:  Paul  B.  Jarrett, 

M. D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Everett  W. 
Czerny,  M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix); 
Clarence  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price, 
M.D.  (Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix); 
Laddie  L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D. 
(Phoenix);  Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Frank  W.  Edel, 
M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoenix);  Walter 

T.  Hileman,  M.D.  (Tucson). 

MEDICOLEGAL  COMMITTEE:  Ian  M.  Chesser,  M.D.,  Chairman 
(Tucson);  John  R.  Green,  M.D.  (Phoenix);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Walter  T Hileman,  M.D.  (Tucson);  William 
B.  McGrath,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma). 

NURSING  SERVICES.  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Bertram  L.  Snyder,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Eleanor  A.  Waskow,  M.D. 
(Phoenix). 

OSTEOPATHY  LIAISON  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Abe  I.  Podolsky,  M.D.  (Yuma);  Lorel  A.  Stapley,  M.D.  (Phoe- 
nix); Harry  E.  Thompson,  M.D.  (Tucson);  Marcus  W. 
Westervelt,  M.D.  (Tempe). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 

S.  Cobb,  M.D.,  Chairman  (Tucson);  Frederick  E.  Beckert, 
M.D.  (Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin 
S.  Withers,  M.D.  (Tucson). 

PROCUREMENT  AND  REASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (San  Manuel); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Schultz,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman  (Phoe- 
nix); Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Phoenix);  Donald  F.  DeMarse,  M.D.  (Holbrook);  John  A. 
Eisenbeiss,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D  (Phoenix); 
Henry  P.  Limbacher,  M.D.  (Tucson);  Charles  P.  Neumann, 
M.D.  (Tucson);  Alvin  L.  Swenson,  M.D.  (Phoenix);  Wood- 
son  C.  Young,  M.D.  (Phoenix). 

SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Jack 
H.  Demlow,  M.D.,  Chairman,  (Tucson);  Trevor  G.  Browne, 
M.D.  (Phoenix);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert  A. 
Stratton,  M.D.  (Yuma);  Marcus  W.  Westervelt,  M.D. 
(Tempe);  Roy  O.  Young,  M.D.  (Flagstaff). 

ADVISORY  COMMITTEE  TO  THE  WOMEN’S  AUXILIARY: 
Melvin  W.  Phillips,  M.D.,  Chairman  (Prescott);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Hiram  D.  Cochran,  M.D. 
(Tucson). 

Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-59 

President  Mrs.  Melvin  W.  Phillips 

829  Flora  Street,  Prescott 

President  Elect  Mrs.  Hiram  D.  Cochran 

35  Camino  Espanol,  Tucson 

1st  Vice  President  Mrs.  Robert  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916  - 6th  Ave.,  Yuma 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (1  year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 


Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 
STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  .Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clyrner 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today  s Health  Mrs.  Frank  Shallenberger 

345  South  Eastbome,  Tucson 

Recruitment-Paramedical  Careers ..  Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southworth 

1107  Copper  Basjn  Road,  Prescott 

COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 

President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 

GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 

MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretarv  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 

PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  George  W.  King 

3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Burr 

3135  Via  Palos  Verdes,  Tucson 

YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blackler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 

Treasurer  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 

YUMA  COUNTY 

President  Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Vice  President Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Secretary  Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 

Treasurer  Mrs.  Paul  J.  Slosser 

701  8th  Avenue,  Yuma 


against  staph-,  strep-  and  pneumococci 


After  Millions  of  Prescriptions 
An  Unparalleled  Safety  Record 


(£)19*9.  AnnOTT  l AOORATORir  s 


90.10 


for  the  control  of  all  coccal  infections 


ABBOTT’S 

ANTIBIOTIC 

TRIAD 
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Provides  fast,  high  blood  and  tissue  concentrations— Because  Erythrocin  Stearate  is  rapidly 
absorbed,  patients  get  therapeutic  blood  and  tissue  levels  within  30  minutes — and  effective  concentra- 
tions for  at  least  six  hours. 


Supported  by  an  unparalleled  safety  record — During  all  the  years  Erythrocin  has  been  prescribed, 
serious  reactions  have  been  practically  nonexistent.  Unlike  penicillin,  allergy  is  no  problem.  And,  in 
contrast  to  “broad  spectrum”  action,  the  normal  intestinal  flora  is  virtually  unaltered  with  Erythrocin 
therapy.  And  only  recently,  a well-known  investigator  said,  “Erythromycin  is  by  far  the  least  toxic  of 
the  commonly  used  antibiotics.1” 


Offers  bactericidal  action — Unlike  broad-spectrum  antibiotics,  Erythrocin  is  classed  as  a bac- 
tericidal agent.  It  offers  lethal  action  against  common  coccic  invaders — resulting  in  prompt  clinical 
responses. 


Provides  convenient  dosage  forms — Usual  adult  dose  is  250  mg.  four  times  daily.  Children’s  dosage 
is  reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®  (100  and  250  mg.),  /^i  n n 
bottles  of  25  and  100.  Also,  in  oral  suspension  and  for  intramuscular  and  intravenous  use.  UUjUXMX 


ERYTHROCIN 


(Erythromycin  Stearate,  Abbott) 
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Provides  fast,  high  blood  and  tissue  concentrations — Because  Erythrocin  Stearate  is  rapidly 
absorbed,  patients  get  therapeutic  blood  and  tissue  levels  within  30  minutes — and  effective  concentra- 
tions for  at  least  six  hours. 

Supported  by  an  unparalleled  safety  record — During  all  the  years  Erythrocin  has  been  prescribed, 
serious  reactions  have  been  practically  nonexistent.  Unlike  penicillin,  allergy  is  no  problem.  And,  in 
contrast  to  “broad  spectrum”  action,  the  normal  intestinal  flora  is  virtually  unaltered  with  Erythrocin 
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COMPOCILLIN-VK  Indications — Against  all  organisms  sensitive  to  oral  penicillin  therapy.  For 
prophylaxis  and  treatment  of  complications  in  viral  conditions.  As  a prophylaxis  in  rheumatic  fever 
and  in  rheumatic  heart  disease. 

COMPOCILLIN-VK  Dosage — Depending  on  the  severity  of  the  infection,  the  usual  adult  dose  is  125 
mg.  to  250  mg.  (200,000  to  400,000  units)  every  four  to  six  hours.  For  children,  dosage  may  be  reduced 
in  proportion  to  body  weight. 

COMPOCILLIN-VK  Supplied — In  Filmtabs,  125  mg.  (200,000  units),  bottles  of  50  and  100;  250  mg. 
(400,000  units),  bottles  of  25  and  100.  For  oral  solution,  Compocillin-VK  comes  in  40-cc.  and  80-cc. 
bottles.  When  reconstituted  with  water,  each  appealing  (it’s  a clear  red  solution)  n n 

5-cc.  teaspoonful  represents  125  mg.  (200,000  units)  of  potassium  penicillin  V. 
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The  dramatic  story  of  Spontin  can  never  really  begin  to  be  told. 

In  little  more  than  a year,  this  potent  antibiotic  has  compiled  an  incredible  record  for  saving  lives 
— and  often,  after  all  other  therapy  had  failed.  Majority  of  successes  involved  patients  critically  ill  with 
staphylococcal  infections — conditions  that  had  resisted  all  other  known  antibiotic  therapy. 

Meanwhile,  careful  attention  to  dosage  recommendations  has  practically  eliminated  toxicity  and 
side  effects  as  serious  obstacles  to  therapy.  Also,  recent  improvements  have  been  made  in  the  manu- 
facture of  Spontin;  the  drug  is  now  made  from  pure  crystals. 

So  far,  Spontin  has  proved  to  be  a good  answer,  perhaps  the  best  answer  to  the  n n 

resistant  staphylococcal  problem — and  of  real  value  in  other  serious  coccal  infections.  VAJJuOiX 


1.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  15,  16,  17,  1958. 


Crystallized 


(Ristocetin,  Abbott) 


Prepared  from  pure 


crystals 


Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  Enterococci1 

Provides  Bactericidal  Action  Against  Coccal  Infections1 
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IN  OFFICE  SURGERYt 

' • •---  • ‘ 


XYLOCAINE®  hci  solution 

(brand  of  lldocaine*) 

as  a local  or  topical  anesthetic 


use 


AJu\ 


ELECTIVE  AND  TRAUMATIC 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


AS  I HA 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  G,  Massachusetts,  U.  S.  A. 


VTV 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U.S.  PAT.  NO.  2,441.490  MADE  IN  U S A. 
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A workhorse 
“mycirT 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  we II -tolerated  CYCLAMYCIN,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  CYCLAMYCIN  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCI 


Triocetyloleandomycin,  Wyett 
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prescribe 


ISOPHYLLIN 

for  continuous  control 
of  bronchospasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed— providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS,  IOWA 


in  4 seconds  . . . right  from  your  account  cards 

No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  ''Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Suggeited  mail  price. 


1 Thermo-Fax 

“'copying  products 


i&) 


The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks o(  Minnesota  Mining  & Mfg.Co.,  St.  Paul  S,  Minn. 
General  Export:  99  Park  A»enue.  New  York  16,  N.  Y. 
In  Canada:  P.  0.  Box  757.  London,  OnL 


HUGHESC  ALIHAN 


CORPO  RATION 


w 


2608  N.  Central 
Phoenix,  Arizona 
CR  9-4166 


417  E.  3rd  St. 
Tucson,  Arizona 
MA  4-4372 


Serving  Arizona 
Health  Needs 
Since  1908 

V drug  stores 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  • Tucson 
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with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 


• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first— the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HC1  . . . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
aftemoon  and  in  the  evening,  if  needed. 


f ■ ^ • • • ® 

1 naminic 


Also  available : For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  14  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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THE  HOUSE-CALL  ANTIBIOTIC 

Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 

125  mg. 

250  mg. 


oral  suspension 

raspberry  flavored, 

2 oz.  bottLe,  125  mg. 
per  teaspoonful  (5  cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


REFERENCES:  1.  Adams,  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections,  J.  Tennessee  M.  Assoc.  50:446 
(Nov.)  1957.  2.  Andersson,  B.:  Pulmonary  abscess  cured  with  antibiotics,  Opuscula  Medica,  2:8  (Oct.)  1957.  3.  Anello,  V.  J.,  and  Gerschenfeld, 
D.  S.:  Staphylococcal  septicemia  in  a child:  Treatment  with  a combination  of  oleandomycin  and  tetracycline,  Dia  med.,  B.  Air.  70:1921  (July  28) 
1958.  4.  Arneil,  G.  C.:  Tetracycline-oleandomycin  treatment  of  acute  respiratory  disease  in  childhood,  paper  read  at  Sixth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C.,  October  1958,  to  be  published.  5.  Arrigoni,  G.;  Grignani,  G.  C:,  and  Varesi,  M.:  A new  antibiotic  association  in 
the  treatment  of  urologic  infections,  Minerva  med.  48: 2701  (Aug.  25)  1957.  6.  Baccaredda  Boy,  A.,  and  Cappelli,  E. : Clinical  study  of  the  activity 
of  a new  antibiotic  preparation,  Signemycin,  in  skin  conditions  of  infectious  (pyogenous)  origin,  Minerva  med.  48:2690  (Aug.  25)  1957.  7.  Berg- 
dahl,  U.:  Clinical  experiences  with  a so-called  double-spectrum  antibiotic,  Signemycin.  Svenska  Lakartidningen  55:1715,  1958.  8.  Blundi,  E.:  Use 
of  Signemycin  in  a chest  clinic,  to  be  published.  9.  Bolognesi,  C.:  Preliminary  results  of  the  use  of  Signemycin  in  certain  otorhinolaryngological 
infections  due  to  pyogenic  organisms.  Minerva  med.  48: 2693  (Aug.  25)  1957.  10.  Brodhage,  H.:  Bakteriologische  in-vitro-versuche  mit  einer 
kombination  von  letracyclin  and  oleandomycin  (Signemycin).  Praxis  26:579,  1957.  11.  Calvi,  A.:  Antibiotics  in  the  therapy  of  influenza  and  its 
pulmonary  complications,  to  be  published.  12.  Carter,  C.  H.,  and  Maley,  M.  C.:  Application  of  tetracycline-oleandomycin  in  clinical  practice.  Anti- 
biotics Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51.  13.  Castellanos,  A.:  Signemycin  in  pediatrics,  to  be  published.  14. 
Chiappara,  P.:  A case  of  sepsis  with  multiple  osteomyelitis  treated  with  a new  antibiotic,  Minerva  med.  48: 2697  (Aug.  25)  1957.  is.  Chiarenza, 
A.:  Observations  on  the  effects  of  Signemycin  in  nongonococcic  urethritis,  Minerva  med.  48: 2692  (Aug.  25)  1957.  16.  Cimmino,  A.;  Boni,  A., 
and  Orsi,  N.:  Antibiotic  activity  of  oleandomycin-tetracycline  combination,  hi  vitro  study  on  332  strains  of  Micrococcus  pyogenes  var.  aureus  clini- 
cally isolated.  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  708-715.  17.  Cooper,  J.;  Sprogis,  G.  R.;  Heinemann. 
M.,  and  Feirer,  G.  M.:  Therapy  of  amebiasis  carriers  with  oleandomycin-tetracycline  (Signemycin),  Antibiotic  M.  5:302  (May)  1958.  18.  Corn- 
bleet,  T.,  and  Firestein,  B.  Z.:  Use  of  oleandomycin-tetracycline  (Signemycin)  for  acne,  Antibiotic  M.  4:598  (Oct.)  1957.  19.  Cupples,  J.  F.  B., 
and  Perry,  A.  W.:  Acute  staphylococcal  endocarditis  treated  with  tetracycline-oleandomycin  successfully,  Canad.  M.  Assoc.  J.  77:699  (Oct.)  1957. 
20.  Davis,  W.  G.:  Report  on  tetracycline  and  oleandomycin  used  in  combination.  Clinical  Review  & Research  Notes,  7:21-23  (April)  1958.  21. 
DeRomana,  J.;  Zaldivar,  C.,  and  Falcone,  F.:  Actual  therapeutic  conduct  in  the  treatment  of  osteomyelitis,  paper  read  at  Sixth  Annual  Symposium 
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tion of  Signemycin  in  the  treatment  of  pneumonia,  to  be  published.  47.  Klovstad,  O.:  Signemycin  “Pfizer”  a combination  of  oleandomycin  and 
tetracycline,  Tidsskr.  norske  Iaegefor  75:681  (Aug.)  1957.  48.  Kohler,  H.  F.:  Case  report  of  the  month:  chronic  osteomyelitis.  Clinical  Review 
& Research  Notes,  7:16  (Apr.)  1958.  49.  Kraljevic,  R.,  et  ah:  Investigation  of  the  therapeutic  value  of  the  combination  of  tetracycline  and  oleando- 
mycin, Antibiotic  M.  5:364-371  (June)  1958.  50.  Kraljevic,  R.:  Discussion  of  the  paper  by  Florentin  and  Sison  (The  role  of  antibiotics  in  Asian 
Influenza).  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  948.  51.  Kraljevic,  R.;  Pearson,  E.,  and  Borgano,  J.  M.: 
Combined  oleandomycin-tetracycline  therapy  in  respiratory  tract  and  other  infections,  to  be  published.  32.  LaCaille.  R.  A.,  and  Prigot,  A.: 
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biotic therapy  of  tropical  infections  with  Matroterra  and  Signemycin,  Antibiotics  Annual  1957-58,  New  York.  Medical  Encyclopedia,  Inc.,  1958, 
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potentiated  effect 

diupres  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
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after 

6 months 
rauwolfia 
therapy 


in  25  patients1 


3 weeks 
after 
adding 
DIURIL 


12  weeks 
after 
adding 
DIURIL 


Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 
in  7 patients2 


control: 

reserpine: 

(12.3% 

reduction) 

DIURIL 

+ reserpine: 
(26.2% 
reduction) 
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DIURIL  WITH  RESERPINE 


effective  therapy  for  most  patients 

diupres  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

diupres  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

diupres  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients).1’4 

virtually  eliminates  fluid  retention 

diupres  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia5  and  hydralazine,6  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.6) 

diet  more  palatable 

With  diupres,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”3 

subjective  and  objective  improvement 

diupres  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
diupres  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“ patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  I do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”6 

economical 

diupres  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


In  potentially 
serioui 
infections . . 


. 
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ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


RYan  1-9339 
SYcamore  3-7193 


2900  E.  Del  Mar  Bird. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
J located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P NASH  M D 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  MD 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W LITTLE  M D 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 
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the  first  true  tranquilaxant 


Vc- c 


Potent  MUSCLE  RELAXANT 
and  equally  effective 
as  a TRANQUILIZER 


■ 


Chlormethazanone 


2-(4-chlorophenyl)-3-methyl-4-metathiazanone-l-dioxide 


lically  to  any  other  therapeutic  agent  in 
use.  Better  tolerated  and  safer  than  older  dmgi 


* 


ical  results  in  4092  patients 


SCC  ITlSli 


An 


the  first  true 

TRANQUILAXANT* 

Potent  MUSCLE  RELAXANT 
and  equally  effective  as  a TRANQUILIZER 

$tran-qui-lax-ant  (tran'kwi-lak'sant) 
l < L.  tranquillus,  quiet;  L.  laxare,  to 
loosen,  as  the  muscles] 

Clinical  Comments 


“We  have  just 
HHP  started  using  it 
[Trancopal]  for 
relaxing  spastic 
musculature  and 
are  very  much 
encouraged.”1 

Baker,  University  of 
Minnesota  Medical 
School 


“Chlormethazanone 
[Trancopal]  not  only 
relieved  painful  muscle 
spasm,  but  allowed  the 
patients  to  resume 
their  normal  activities 
with  no  interference 
in  performance  of 
either  manual  or 
intellectual  tasks.”2 


“The  effect  of  this 
preparation  in  these 
cases  [skeletal  muscle 
spasm]  was  excellent 
and  prompt . . .”3 

Mullin  and  Epifano,  Long 
Island  College  Hospital 


Lichtman,  New  York 
Polyclinic  Medical  School 
and  Hospital 


‘In  120  patients 
with  anxiety  or  tension 
states,  114  received 
satisfactory  control  of 
their  condition.  Severe 
dysmenorrhea  and 
premenstrual  tension 
in  65  patients  refractory 
to  the  usual  medications 
were  relieved 
satisfactorily 
in  56.  ”4 

Lichtman 


91. 96  Effective  in  Musculoskeletal  Disorders 


Indications 


Degree  of  Effectiveness 1 


back  pain  (lumbago,  sacroiliac) 


B 


matic  skeletal  muscle  spasm 


collis  (stiff  neck) 


H 


rsitis  (muscle  spasm) 


Osteoarthritis  (muscle  spasm) 

89% 

1 

Disk 




syndrome  (muscle  spasm) 


98% 


89%  Effective  in  Psychogenic  Disorders 


Indications 


Degree  of  Effectiveness 1 


(iety  (tension)  states 


smenorrhea,  premenstrual  tension 


nchial  asthma 


10 


20 


30 


80 


90 


100 


The  results  of  clinical  studies  of  over  4092  patients 
by  105  physicians  demonstrate  that  Trancopal  often  is 
effective  when  other  drugs  have  failed.  From  these 
studies  it  is  clear  that  Trancopal  probably  can  provide 
more  help  for  a greater  number  of  tense,  spastic, 
and/ or  emotionally  upset  patients  than  any  other 
pharmaceutical  agent  in  current  use. 


t Excellent , good  and  fair 


Dosage : 

Usual  adult  dose,  1 Caplet 
(100  mg.)  three  or  four  times 
daily.  Children  (from  5 to  12 
years) , V2  Caplet  (50  mg.) 
three  or  four  times  daily. 

Supplied : 

Trancopal  Caplets®  (peach 
colored,  scored)  100  ing., 
bottles  of  100  and  1000. 


the  first  true  tranquilax 


ADVANTAGES  OF  TRANCOPAL 

• Lower  incidence  of  side  effects 
than  with  zoxazolamine,  metho- 
carbamol or  meprobamate. 

• No  known  contraindications. 
Blood  pressure,  pulse  rate,  res- 
piration and  digestive  process- 
es unaffected  by  therapeutic 
dosage.  No  effects  on  hemato- 
poietic system  or  liver  and  kid- 
ney function. 

• Low  toxicity. 

• No  gastric  irritation.  Can  be 
taken  before  meals. 

• No  clouding  of  consciousness, 
no  euphoria  or  depression. 

• No  perceptible  soporific  ef- 
fect, even  in  high  dosage. 


SUPPLIED 


Trancopa!  Caplets  (peach  colored,  scored) 
100  mg.,  bottles  of  100  and  1000. 


I.  Baker,  A.  B. : Drugs  to  relieve  increased  tonus, 
spasticity,  and  rigidity  of  muscles.  Modern  Med. 
26  340,  April  15,  1958  ■ 2.  Lichtman,  A.  L.  : 
Mew  developments  in  muscle  relaxant  therapy, 
Kentucky  Acad.  Gen.  Pract-J.  4 : 28,  Qct.,  1958. 
* 3.  Muliin.  W.  G„  and  Epifano,  Leonard:  To 
be  published.  • 4.  Lichtman,  A.  L. : To  be  pub- 
lished. - 5.  Cooperative  Study,  Department  of 
Med;ca!  Research,  ’.Vinthrop  Laboratories. 


INDICATIONS 


Musculoskeletal 


Psychogenic 


Neurologic 


HI 


SAFETY 


Patients 

without 


” . 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe,  or 
up  to  thirteen  times  less  toxic.  The  measure  of 
safety  was  the  LD50  in  mice/usual  human  dose. 


Laboratories  • 


Trancopal  (brand  of  chlormethazanone)  and  Caplets,  trademarks  reg.  U.S.  Pat.  Off. 


5 


If  one  . . . or  all . . . needs  nutritional  support . . . 


they 

deserve 


GEVRAL  capsules— 14  vitamins  and  11  minerals 


Vitamin  - Mineral  Supplement  Lederle 

LEDERLE  LABORATORIES,  a Division 


For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 
of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


VARYING  l-6VeU 


keep  all  patients*  pain-free  at  all 


with  the  proper  potency  to  match  pain  intensity 
with  dosage  flexibility  to  match  pain  variations 


12  N 


or 


*except  those  for  whom  recourse  to  morphine  is  inescapable. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Basic  non-narcotic  formula 
For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (2Vi  gr.) 162.0  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


N@.  2 

Phenaphen  with  Codeine  Phosphate  V»  gr.  (16.2  mg.) 


M©,  1 

Phenaphen  with  Codeine  Phosphate  1/2  gr.  (32.4  mg.) 
For  severe  or  stubborn  pain 

N@v4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain -to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 
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The  Story  of  Kent 

H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 


smoke 
“micronite 


This  is  the 
Filter. 


extremely  tortuous  passagewavs  for  the 

Of  all  leading  filter  cigarettes 


The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles ...  and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


KENT  FILTERS  BEST 


You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the 
booklet,  “The  Story  of  Kent,”  write  to: 


P.  Lorillard  Company,  Research  Department 
200  East  42nd  St.,  N.Y.  17,  N.Y. 


newest  steroid 


CLINICALLY  PREPROVED 


maximum 

steroid  effectiveness  in  more  patients 

highest 

anti-inflammatory  activity  per  milligram 

lowest 

dosage  of  currently  used  steroids 

unexcelled 

freedom  from  significant  diabetogenic  effects 

widest 


range  of  steroid  usefulness 


today’s  steroid...  DERONIL 

dexamethasone 

in  rheumatoid  arthritis— “highly  effective... in  remarkably  small  daily 
milligram  doses.”1 

The  initial  anti-inflammatory  effect  of  Deronil,  the  most  active  anti- 
rheumatic steroid  on  a weight  basis  synthesized  to  date,1-4  is  observed 
in  most  patients  within  24  to  48  hours.  Joint  pain  is  relieved,  swelling 
and  stiffness  diminish,  and  range  of  motion  increases.  The  patient 
usually  feels  a sense  of  well-being  and  the  appetite  improves.  The 
intensified  anti-inflammatory  activity  helps  assure  successful  initial 
therapy  in  rheumatoid  arthritic  cases  and  frequently  restores  relief  to 
patients  who  have  shown  a diminution  in  response  to  previous  steroids. 


TYPICAL  RESULTS  WITH  DEXAMETHASONE  THERAPY  IN  ARTHRITIS 


Investigator 
or  Study 

No  of 

Improvement 

patients 

Very  marked 
or  marked 

Moderate 

Slight  or 
inadequate 

Boland,  E.  W., 
and  Headley,  N.  E.1 

11 

4 

5 

2 

Bunim,  J.  J., 
and  others3 

18 

5 

7 

6 

Series  As 

15 

4 

9 

2 

Series  Bs 

6 

6 

- 

- 

Series  C5 

3 

3 

- 

DERONIL  IN  BRONCHIAL  ASTHMA  AND  SEVERE  RESPIRATORY  ALLERGIES 


Investigator 
or  Study 

No.  of 
patients 

Results 

Excellent 

Fair  to  good 

Poor 

Series  D5 

24 

10 

9 

5 

Series  Es 

12 

8 

3 

1 

Series  Fs 

20 

13 

4 

3 

clinically  preproved  in  steroid-responsive  diseases 

IMPROVEMENT  WITH  DERONIL  IN  A WIDE  VARIETY  OF 
ALLERGIC  AND  INFLAMMATORY  SKIN  DISEASES5 


Disease 

No.  of  patients 

Improved 

Same 

Worse 

Seborrheic  psoriasis 

1 

1 

Neurodermatitis 

5 

5 

Allergic  dermatitis 

5 

5 

Psoriasis 

5 

2 

1 

2 

Lupus  erythematosus, 
chronic  discoid 

1 

1 

Atopic  dermatitis 

3 

3 

Acne  rosacea 

1 

1 

Nummular  eczema 

2 

2 

“id”  reactions 

2 

2 

Contact  dermatitis 

2 

2 

Pityriasis  rosea,  severe 

1 

1 

Urticaria,  chronic 

1 

1 

Totals 

29 

24 

3 

2 

THERAPY  WITH  DERONIL  IN  A VARIETY  OF 
INFLAMMATORY  EYE  DISEASES5 


Patient,  age 
and  sex 

Diagnosis 

Symptoms 

Results  with  DERONIL 

Side 

effects 

A.B.,  46,  M. 

Postoperative 

uveitis 

Improved;  treatment 
being  continued 

None 

reported* 

A.E.,  53,  M. 

Choroiditis 

Severe  choroidal 
involvement 

Excellent; 

marked  improvement 

None* 

B.F.,  60,  F. 

Acute 

choroiditis 

Marked  visual  loss  and 
choroidal  effect 

Marked  improvement; 
therapy  being  continued 

None* 

B.K.,  29,  F. 

Chronic 

uveitis 

Generalized 

involvement 

No  change  despite 
dosage  increase 

None* 

H.K.,28,  M. 

Acute 

iritis 

Blurred  vision 

Excellent;  recovered 

None* 

A.P.,  52,  M. 

Uveitis  and 
perivasculitis 

Vision  loss  to  20/80 

Marked  improvement;  vision 
20/30;  treatment  continued 

None* 

A.S.,  34,  M. 

Uveitis 

Excellent;  patient  recovered 

None* 

*Short-term  therapy  (AMA  12/30) 


guide  to  the  clinical  use  of  new  DERONIL 

dexamethasone 

Deronil,  new  9-alpha-fluoro-  16-alpha-methyl  derivative  of  prednisolone, 
has  at  least  six  times  the  anti-inflammatory  activity,  milligram  for  milligram, 
of  other  steroids  in  current  use.  Effective  dosages  are  the  lowest  in  steroid 
therapy.  And  the  price  of  Deronil  to  the  patient  is  no  higher  than  those 
prevailing  for  other  steroids. 


STEROID  DOSAGE  EQUIVALENTS  OF  DERONIL 


ANTI-INFLAMMATORY  ACTIVITY 

/ A V 


PREDNISONE  & PREDNISOLONE  5 mg. 


Comparative  dosages  of  corticosteroids  for  equivalent  anti-inflammatory  activity 


Dosages  pre-established  in  the  vast  majority 
of  steroid-responsive  diseases 

The  comprehensive  clinical  studies  conducted 
with  Deronil  before  introduction  mean  that 
initial  and  maintenance  dosages  are  already 
established  for  the  physician  in  practically  all 
steroid-responsive  diseases  including  rheumatoid 
arthritis,  acute  rheumatic  fever,  bursitis,  bron- 
chial asthma,  pulmonary  emphysema  and 
fibrosis,  intractable  hay  fever  (pollenosis),  dis- 
seminated lupus  erythematosus,  allergic  and 
inflammatory  dermatoses  and  eye  diseases  and 
the  adrenogenital  syndrome.  For  complete  infor- 
mation on  dosage,  precautions  and  contraindica- 
tions, consult  Schering  literature. 


Packaging 

Deronil  Tablets,  0.75  mg.,  scored,  bottles  of 
50  and  500. 

Bibliography 
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nim,  J.  J.,  and  others:  Arthritis  and  Rheumatism 
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to  Clinical  Research  Division,  Schering  Corporation. 


Deronil  — t.m. — brand  of  dexamethasone. 
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Of  course,  women  like  “Premarin” 


■pHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
)sychic  instability  attendant  the  con- 
lition,  but  the  vasomotor  instability 
)f  estrogen  decline  as  well.  Though 
hey  would  have  a hard  time  explain- 
ng  it  in  such  medical  terms,  this  is 
he  reason  women  like  “Premarin.” 
The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16.  N.  Y.  • Montreal,  Canada 
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of  safety  and  efficacy, 

DIURIL  has  proved  to  be 
highly  effective  in  overcoming 
edema  associated  with 
a wide  variety  of  fluid  retention 
states  including: 
hypothyroidism,  menopausal 
syndrome,  allergy, 
peripheral  phlebitis,  arthritis, 
migraine  headache, 
ascites  or  peripheral  edema 
due  to  malignant  tumor, 
and  obesity.  In  the  last  case, 
Landes  and  Peters1 
achieved  excellent  to  good 
results  in  nine  obese 
patients  in  whom  overweight 
was  associated  with 
moderate  or 
severe  fluid  retention. 

1.  Landes,  R.  P.  and  Peters,  M.: 

Postgrad.  Med.  23:648,  June  1958. 

dosage:  one  or  two  500  mg.  tablets  of  DIURIL  once 
or  twice  a day. 

supplied:  250  mg.  and  500  mg.  scored  tablets 
DIURIL  (Chlorothiazide);  bottles  of  100  and  1000. 

DIURIL  is  a trademark  of  Merck  & Co.,  Inc 
© 1959  Merck  & Co.,  Inc 

Trademarks  outside  the  U.  S.: 

CHLOTRIDE,  CLOTRIDE,  SALURIC. 

any  indication  for  diuresis  is  an 
indication  for IDlURiL 


Bl  JV1  E R C K SHARP 
Division  of  Merck  & Co.,  Inc.  < 
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Philadelphia  1,  Pa. 
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dedicated  to  the  health  of  Arizona’s  people 





Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


TABLOID’ 


Symbols 

OF 

PROVEN 

PAIN 

RELIEF 


^Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


gr.  'h 


gr.  'A 


gr.  '/a 


rom  moderate  to  severe  pain  complicated  by  tension,  anxiety  and  restlessness. 


Codeine  Phosphate 

Phenobarbital 

Acetophenetidin 

Aspirin  ( Acetylsalicylic  Acid) 


Codeine  Phosphate 

Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


. .from  pain  of  muscle  and  joint  origin,  simple  headache , neuralgia, 
and  the  symptoms  of  the  common  cold. 

‘TABLOID’ 


COMPOUND 


Acetophenetidin gr.  214 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 

Caffeine  gr.  14 


..from  mild  pain  complicated  by  tension  and  restlessness. 


i 


® 


Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


gr.  X 
gr.  214 
gr.  314 


*Subject  to  Federal  Narcotic  Regulations 


JZj  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.1-2-3- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered  Pabirin*  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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more  than  tetracycline  alone 


-V  CONTAINS 
TETRACYCLINE  PHOSPHATE 
COMPLEX  FOR  A DIRECT 
ATTACK  ON 
THE  PRIMARY 
INFECTION 

Mysteclin-V  strikes 
directly  at  all  tet- 
racycline sensitive  organisms  — most 
pathogenic  bacteria,  certain  large  virus- 
es, Endamoeba  histolytica.  It  provides 
all  benefits  of  tetracycline  in  the  effec- 
tive phosphate  complex  form.)  Patient 
response  is  rapid  because  initial  high 
peak  blood  serum  levels  may  be  main- 
tained easily  at  the  antibacterial  attack 


until  the  infection  is  conquered. 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR  A SPECIFIC  DEFENSE 
AGAINST  SECONDARY  MON- 
I LI  AL  SUPERINFECTION 

Mysteclin-V  protects  patients  against 
antibiotic  induced  intestinal  moniliasis 
and  its  complications, 
including  vaginal  and 
anogenital  moniliasis. 
This  protection  is  pro- 
vided by  Mycostatin, 
the  antifungal  antibi- 
otic, with  specific  ac- 
tion against  Candida 
(Monilia)  albicans.^ 


BOTH  ARE  OFTEN  NEEDED  WHEN 
BACTERIAL  INFECTION  OCCURS 


SQUIBB  TETRACYCLINE  PHOSPHATE  COMPLEX  (sUMYCIn)  AND  NYSTATIN  (MYCOSTATIN) 


Capsules  (250  mg./250,000  u),  bottles  of  16  and  100. 

Half-strength  Capsules  (125  mg./ 125,000  u),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u per  5 cc.),  2 oz.  bottles. 

Pediatric  Drops  (100  mg./ 100,000  u per  cc.),  10  cc.  dropper  bottles. 


Squibb  Quality-the  Priceless  Ingredient 


'MYSTECUN'®,  'SUMYCIN'®,  AND  ' MYCOSTATIN'®  ARE  SQUIBB  TRADEMARKS 


References:  1.  Cronk,  G.  a.  ; Naumann,  D.  E.,  and  Casson,  K.  : Antibiotics 
Annual  1957-1958,  New  York,  Medical  Encyclopedia  Inc.  1958,  p.  397  • 

2.  Newcomer.  V.  D. ; Wright,  E.  T.,  and  Sternberg,  T.  H. . Antibiotics  Annual 
1954-1955.  New  York,  Medical  Encyclopedia  Inc.,  1955,  p.  686. 
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NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylline derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylline  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


SUPPLIED:  Tablets  (1  lA  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (7 'A  gr.)  each, 
boxes  of  6 and  25. 


NEOTHYLLINE 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS.  IOWA 
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the  first 


stabilized  and 
neutralized 
"soluble  derivative” 
of  Theophylline 


HYLLINE 


. no  precipitation  observed  when  5%  solu- 
tion submitted  to  action  of  gastric  juices. 


.solutions  of  Neothylline  in  distilled  water 
are  strictly  neutral. 


.16.5  grams  in  100  c.c.  water  at  21°  C. 


in  cardiovascular  dilation,  Neothylline  is  effective  as  a diuretic  and 
myocardial  stimulant  in  the  management  of  edema  secondary  to  congestive  heart  fail- 
ure. Most  noted  is  elimination  of  pain  and  normal  oxygenation  of  the  cardiac  muscle. 

Neothylline  is  also  indicated  in  the  treatment  of  bronchial  asthma,  paroxysmal 
cardiac  dyspnea  and  Cheyne  Stokes  respiration. 


Neothylline  is  better  tolerated  orally  in  larger  doses  than  most  theophyl- 
line derivatives  (such  as  aminophylline)  which  produce  gastric  irritation. 
In  contrast  to  the  latter  it  can  be  given  orally  in  sufficiently  large 
doses  to  produce  the  characteristic  bronchodilator  and  respiratory 
actions  of  theophylline  compounds,  as  well  as  the  well-known  vasodi- 
lator (diuretic)  and  myocardial  stimulant  effect  of  smaller  doses. 


o 


CHEMICAL  COMPOSITION; 
Dihydroxypropy!  Theophylline 


CH3 N c 


H 


-?H 

H£ OH 

HC OH 

I 


SUPPLIED 

Tablets  0.1  Gm.  (1 1 ■.>  grains) 
Bottles  of  100's,  500‘s,  1000‘s 
Tablets  0.2  Gm.  (3  grains) 
Bottles  of  100‘s,  500‘s,  1000‘s 


H 


literature  and  clinical  studies  available  to  physicians  on  request. 


PAUL  MANEY  LABORATORIES,  Cedar  Rapids,  Iowa 

"Continuous  Service  to  the  Medical  and  Pharmaceutical  Professions 
Since  1911” 


to  prevent  the 
sequelae  of  u.r.i. 

. . . and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 


acute  upper  respiratory 
infection.1  To  protect  and 
relieve  the  “cold”  patient.. 
ACHROCIDIN. 


Usual  dosage:  2 tablets  or 
teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.);  phenacetin 
{120  mg.);  caffeine  (30  mg.);  saii- 
cyiamide  (150  mg.);  chlorothen 
Citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 


_ V, 

i.  Based  on  estimate  by  Van  Volken- 
burgh,  V.  A.,  and  Frost,  W.  H.: 

Am.  J.  Hygiene  71:122  (Jan.)  1933. 


LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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enables  your  patient  to  escape 
peptic  ulcer  symptoms 

PRANTAL 

Relief  from  gastric  hypermotility  and  hypersecretion  by 
Prantal  aids  physiological  healing  of  the  ulcer.  With  his 
freedom  from  pain  and  other  distressing  ulcer  symptoms, 
your  patient  feels  secure  in  his  personal  relationships,  rela- 
tively certain  of  freedom  from  exacerbations. 

Rx  the  form  that’s  best  for  him 
for  adjusting  dosage— Prantal  Tablets,  100  mg. 
for  prolonged  relief—  Prantal  Repetabs,  100  mg. 
with  sedation— Prantal  with  Phenobarbital  Tablets, 
100  mg.  with  16  mg.  phenobarbital. 

Prantal®  Methylsulfate,  brand  of  diphemanil  methylsulfate. 

Repetabs,®  Repeat  Action  Tablets. 


SCHERING  CORPO 


n.j.229 
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ILOSONE  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone™  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supplied  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269,  1954- 
1955. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

932546 
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SOME  PROBLEMS  PRESENTED  BY  NORMAL  PUBERTY 


William  C.  Deamer,  M.D. 
San  Francisco,  Calif. 


I T IS  important  that  those  who  deal  with  chil- 
dren — whether  physician,  parent,  teacher,  or 
nurse  — keep  in  mind  always  the  wide  range 
of  normal  which  exists  in  all  phases  of  growth 
and  development.  There  is  a tendency  to  con- 
fuse “average”  with  “normal.” 

NORMAL 


AVERAGE 


Fig.  1.  “Average”  is  a point  in  a “range.”  In  a group,  all 
individuals  may  fall  above  or  below  this  point  and  none  be  exactly 
average. 

“Normal”  is  a range,  and  “average”  a point 
within  the  range.  Since  about  half  the  num- 
ber of  normal  individuals  may  be  above  average- 
in  any  one  respect  — such  as  height,  weight,  on- 
set of  puberty,  or  time  of  menses  — and  the 
remainder  below  this  point,  it  can  happen  that 
not  a single  individual  is  exactly  average  in  a 
large  group  where  all  are  normal.  There  is  a 
tendency  for  parents  and,  at  times,  physicians 
to  doubt  the  normalcy  of  individuals  at  each 
end  of  the  range  of  normal  — for  example,  the 
lowest  10  percentile  and  the  highest  10  per- 
centile. 


NORMAL 


T 


AVERAGE 

Fig.  2.  The  extremes  of  normal  may  differ  markedly  from 
each  other. 

“Presented  at  Arizona  Medical  Association  meeting.  Chandler, 
Ariz.,  April  30,  May  1-3,  1958. 


When  a patient  whose  height  or  weight  in 
one  of  these  areas  is  under  discussion  with  par- 
ents, I have  found  it  useful  to  employ  a graph 
based  on  the  Harvard  School  of  Public  Health 
and  the  Iowa  Child  Welfare  Station  data  found 
in  many  standard  pediatric  texts. 


Fig.  3 

Such  a graph  may  visualize  for  a parent  where 
his  child  is  in  relation  to  his  peers;  illustrate 
that,  although  not  average,  he  is  still  in  the 
normal  range;  demonstrate  a uniform  progres 
sive  growth  pattern  and  help  to  document  an 
appropriate  relation  of  weight  to  height  for 
his  particular  body  build,  even  though  he  may 
be  considered  a “poor  eater. 

While  pointing  out  to  a parent  that  his  son 
presents  nothing  abnormal,  even  though  he  is 
at  the  3 percentile  area  in  height  and  weight 
— and  that  someone  must  inevitably  occupy  this 
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position  — we  should  not  lose  sight  of  the  fact 
that  the  boy  may  find  his  position  uncomfortable. 
This  tends  to  be  particularly  true  as  puberty 
is  approached,  since  at  this  time  the  range  of 
normal  stretches  out  and  thus  brings  the  ex- 
tremes of  normal  further  from  the  average  point. 
Short  stature  is  only  one  of  several  non-average 
growth  patterns  which  may  come  under  discus- 
sion at  puberty  and  which  deserve  some  com- 
ment, since  they  frequently  become  a cause  for 
concern. 

The  concern  may  be  that  of  the  parent,  the 
physician,  the  teacher,  or  school  nurse,  or  the 
patient  himself.  The  patient’s  concern  stems 
simply  from  the  fact  that  he  is  different.  Adoles- 
cence is  a period  when  conformity  is  important. 
The  adolescent  wants  to  dress,  look,  and  behave 
like  his  peers.  If  he  differs  markedly  in  appear- 
ance or  size  from  the  majority,  he  is  likely  to  feel 
uncomfortable.  Unfortunately,  he  finds  him- 
self at  an  age  when  just  this  is  likely  to  happen. 
The  variation  in  patterns  of  individual  devel- 
opment at  puberty  are  wide  and  numerous,  and 
involve  marked  differences  in  rate  and  sequence, 
as  well  as  time  of  onset.  The  result  is  a wide 
variety  of  growth  patterns  — some  of  them  quite 
far  from  the  average  point.  Menses,  for  ex- 
ample, may  normally  appear  anywhere  from  9 
to  17  years  of  age. 


WHEN  BOYS  AND  GIRLS  MATURE 


CHILDHOOD 


PUBESCENCE 


9 y» 
YEARS 
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PHYSICAL  MATURITY1 


Fig.  5.  Modified  from  Keliher:  Life  and  Growth,  D.  Appleton- 
Century  Co.  1938.  Progressive  Education  Association  Publication. 


others  of  their  own  sex  and,  especially,  with 
those  of  the  opposite  sex.  Individuals  in  these 
two  groups  differ  from  each  other  physiologic- 
ally by  six  or  more  years. 


GIRLS 
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10%  DIFFER  PHYSIOLOGICALLY 
BY  6 YEARS  OR  MORE 


AVERAGE  PHYSIOLOGICAL  DIFFERENCE 
IS  2 YEARS 

Fig.  4.  While  menses  and  appearance  of  sperm  are  not 
exact  counterparts,  in  several  respects  they  represent  corres- 
ponding periods  of  development. 

Boys  mature,  on  the  average,  two  years  later 
than  girls,  and  boys  also  show  a similarly  wide 
range  of  normal.  Thus,  there  is  a sizable  group 
of  early-maturing  girls  and  late-maturing  boys, 
both  of  them  normal,  who  are  out  of  step  with 


Fig.  6 

This  may  present  problems  for  both  groups. 
In  both,  there  are  likely  to  be  individuals  who 
require  reassurance  that  they  are  normal  indi- 
viduals, who  have  expressed  their  fears  and 
doubts  of  their  normalcy  to  no  one,  but  who, 
nevertheless,  are  seriously  concerned  about  them- 
selves. They  ask  themselves  “Am  I normal?” 
The  late  maturing  short  boy  may  be  concerned 
with  the  persistence  of  his  childish  voice  as  well 
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as  with  his  small  size.  He  is  likely  to  find  him- 
self at  a considerable  athletic  disadvantage, 
while  still  sharing  the  usual  adolescent’s  preoc- 
cupation with  athletic  skills.  In  this  connec- 
tion, Dr.  Harold  Jones  of  the  Berkeley  Insti- 
tute of  Child  Welfare  has  written:  “In  our 
school  athletic  programs,  our  chief  objective 
should  be  conceived  not  in  terms  of  providing 
new  and  larger  stadia  for  champions,  but  in 
terms  of  providing  informed  guidance  and 
wholesome  physical  activities  for  students  in 
general.  For  boys  who  are  temporarily  retarded 
in  growth,  informed  guidance  implies  under- 
standing of  their  individual  growth  pattern  and 
potentialities.  Especially  among  these  boys  and 
among  others  poor  in  physical  talents,  we  should 
not  relax  the  effort  to  provide  suitable  encour- 
agement and  a program  of  well-balanced  train- 
ing.” 

The  problems  of  the  tall  girl  may  be  somewhat 
different.  She  may  be  embarrassed  rather  than 
pleased  with  her  untimely  womanly  figure.  Or 
she  may  seek,  unsuccessfully,  to  compete  with 
older  girls  for  the  attention  she  feels  her  new 
situation  demands  from  older  boys.  She  may  re- 
sent her  height  and  regard  it  as 'a  serious  social 
handicap.  From  11  to  13,  the  average  girl  is,  mo- 
mentarily, taller  than  the  average  boy,  and  it  is 
at  the  age  of  13  that  the  greatest  physical  dis- 
crepancies between  individuals  are  likely  to 
show  up  — for  example,  at  a class  dance. 

HEIGHT  AT  13  YEARS 

(IN  INCHES) 

DIFFERENCE 


Fig.  7.  At  age  13,  10  per  cent  of  girls  are  7.2  inches,  or  more, 
taller  than  10  per  cent  of  boys  and  3 per  cent  are  over  10.3  inches 
taller  than  3 per  cent  of  boys  of  like  age. 

The  early-maturing  child,  in  the  majority  of 
cases,  grows  faster  and  stops  growing  sooner 
than  average,  while  the  late-maturing  child 
grows  more  slowly  but  for  a longer  period  than 
average.  Thus,  a late-maturing  boy  may  catch 
up  with,  and  overtake,  a faster-developing  class- 


mate. This  knowledge  may  go  far  to  provide  him 
and  his  parents  with  a proper  understanding  of 
his  situation  and  be  a measure  of  comfort  to  him. 
Correspondingly,  a tall  early-maturing  girl  can 
take  some  comfort  in  the  knowledge  that  her 
special  situation  is  temporary  and  will  improve 
with  time.  In  most  — but  not  all  — instances, 
many  of  the  girls  in  her  class,  and  the  majority 
of  the  boys  are  likely  to  catch  up  with  her  in 
height  and  a certain  number  of  them  will  over- 
take her. 

Another  example  of  normal,  but  potentially 
disturbing  development,  is  seen  in  boys  of  the 
pseudo-Froehlich’s  type.  A sizable  group  of  in- 
dividuals of  what  has  been  called  the  endomor- 
phic constitutional  form  and  10  to  14  years  of 


Fig.  8.  From  Bayley  and  Tuddenham. 

age,  have  a generous  distribution  of  early  pu- 
berty fat  in  the  breast  and  pelvic  girdle  area,  and 
a suprapubic  fat  pad  which  partially  conceals  a 
phallus  which  has  not  yet  undergone  pubic 
changes.  Temperamentally,  these  boys  are  often 
non-aggressive  and  not  athletically  inclined  and, 
as  Wilkins  points  out,  may  be  considered  “sissy.” 
The  therapy  needed  in  this  situation  is  not  med- 
ication but  reassurance  of  parents,  referring 
physician,  or  patient  that  there  is  no  reason  at 
all  to  suspect  a glandular  dysfunction,  that  the 
fat  distribution  tends  to  be  temporary,  and  that 
genital  growth  normally  lags  behind  somatic 
growth.  A useful  diagram  is  that  of  Scammon 
which  is  found  in  many  textbooks,  and  which 
shows  that  there  is  not  much  change  in  genital 
size  until  around  13  or  14  years  of  age,  on  the 
average.  A still  better  diagram  would  be  one 
which  showed  the  range  from  which  the  average 
was  derived. 
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PHYSICAL  GROWTH  AT  ADOLESCENCE 


Fig.  9.  Types  of  postnatal  growth  expressed  in  per  cent  of 
size  at  age  20.  Modified  from  Scammon:  The  Measurement  of 
the  Body  in  Childhood;  The  Measurement  of  Man.  Univ.  of 
Minnesota  Press,  1930. 


Fig.  10.  The  shaded  area  shows  the  range  in  which  the  indi- 
cated genital  growth  may  occur.  Modified  from  Scammon:  The 
Measurement  cf  Man.  Univ.  of  Minnesota  Press,  1930. 

In  our  clinic  at  the  University  of  California, 
we  did  not  always  appreciate  the  truth  of  what 
I have  just  stated  about  the  pseudo-Froehlich 
type  of  boy.  Twenty-five  years  ago,  a boy  ap- 
peared at  oiu  endocrine  clinic.  He  was  12  years 
old  and  his  complaint  was  his  appearance,  which 
was  taken  to  represent  “glandular  imbalance”  — 
a phrase  nicely  suited  to  cover  some  of  our  defi- 
cits in  understanding.  Pituitary  substance  and 
thyroid  by  mouth  were  prescribed.  He  did  not 
return  for  three  years,  at  which  time  he  looked 
like  this. 

The  only  catch  in  an  otherwise  striking  thera- 
peutic success  was  the  fact  that  the  patient  had 
never  had  our  prescription  filled,  or  taken  any 
medication! 

Another  rather  common  occurrence  at  puberty 
in  normal  boys  is  gynecomastia.  This  may  be  ei- 
ther unilateral  or  bilateral  and,  while  usually 
slight  and  transitory,  may  be  marked  and  per- 
sistent enough  to  attract  attention  and  cause 
concern. 


Fig.  II.  Patient  age  12.  Note  Pseudo-Froehlich  appearance. 

The  boy  shown  in  Fig.  13  was  12  years  old, 
and  had  undergone  early  puberty  with  entirely 
normal  genital  development,  axillary  and  pubic 
hair.  Hormonal  studies  for  urinary  androgens 
and  estrogens  were  entirely  normal,  and  there 
was  no  endocrine  problem  in  this  case. 

Usually  the  enlargement  subsides  within  a 
few  years.  In  those  cases  where  it  persists,  it  is 
of  importance  that  no  misunderstanding  of  the 
essentially  normal  nature  of  the  occurrence  be 
permitted.  I,  personally,  have  not  encountered 
a case  where  surgical  interference  was  indicated 
for  psychological  or  cosmetic  reasons,  but  such 
may  occasionally  be  the  case  when  regression 
in  size  does  not  take  place.  In  any  event,  testo- 
sterone should  not  be  used,  as  it  will  only  aggra- 
vate the  condition. 

Let  us  return  now  to  the  late-maturing  short 
boy  about  whom  we  have  already  spoken.  There 
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Fig.  13.  Normal  12  year  old  boy  with  adolescent  gynecomastia. 

crine  therapy  with  chorionic  gonadotrophin. 

Some  have  advocated  the  use  of  testosterone 
to  stimulate  growth  in  height  in  short  boys,  re- 
gardless of  the  genetic,  racial,  or  non-endocrine 
nature  of  their  shortness.  This  is  not  only  un- 
physiological,  but  often  unnecessary,  since  in  so 
many  cases  nature  is  about  to  do  the  job  within 
a year  or  two  anyway.  One  disadvantage  of  tes- 
tosterone induction  of  growth  is  the  implication 
of  glandular  abnormality  which  it  carries  with 
it.  More  serious  is  the  consideration  that  bone 
age  is  advanced  at  the  same  time  as  height  is  be- 
ing accelerated.  It  is  questionable  whether  final 
height  is  greater  than  would  have  been  attained 
without  treatment.  Indeed,  I have  wondered 
how  sure  we  can  be  that  ultimate  height,  in 
some  cases,  is  not  actually  decreased.  In  nature  s 
experiment  in  this  matter,  where  much  larger 
doses  of  androgen  are  involved  — dwarfism  does 
result.  I refer  to  the  usual  untreated  case  of 
adrenogenital  syndrome.  Here,  there  is  such  tre- 
mendous increase  in  height  during  early  child- 
hood — brought  on  by  the  growth-promoting  ef- 
fects of  adrenal  androgen  — that  early  in  child- 
hood the  individual  is  the  tallest  or  one  of  the 
tallest  in  his  class.  But  the  acceleration  of  bone 
age  outstrips  the  acceleration  of  height.  1 he 
rapidly  growing  epiphyses  become  completely 


Fig.  12.  Same  patient  as  Fig.  11,  age  15  years,  4 months.  No 
treatment  had  been  given. 

may  be  concern,  either  on  his  part  or  that  of  his 
parents,  not  only  for  his  short  stature,  but  also 
for  his  late  sexual  maturation.  Again,  an  under- 
standing of  the  wide  range  of  normal  in  the 
matter  of  onset  of  puberty  and  the  use  of  the 
diagram  which  shows  the  degree  to  which  the 
reproductive  system  lags  behind  other  tissues  in 
growth  may  be  useful,  and  aid  in  acceptance  of 
the  idea  that  no  glandular  abnormality  is  pres- 
ent. I feel  that  every  effort  should  be  made  to 
avoid  endocrine  interference  in  this  normal  sit- 
uation, and  that  only  occasional  cases  in  which 
psychological  inferiority  is  marked  justify  endo- 
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calcified  prematurely  — growth  ceases  and  the 
individual  ends  up  as  a dwarfed  adult. 

Admittedly  this  is  not  the  exact  counterpart 
of  giving  small  amounts  of  testosterone  to  a boy 
whose  bone  age,  to  start  with,  is  retarded.  But 
some  of  the  principles  involved  are  the  same. 

The  problem  of  attempting  to  decrease  the 
ultimate  height  of  a tall  growing  girl  is  a similar 
one.  This  problem  may  occur  in  Arizona  a bit 
more  often  than  in  some  other  areas,  since  the 
nearby  states  of  California  and  Texas  are  re- 
puted to  have  the  tallest  children  in  the  United 
States.  Here,  some  have  advocated  using  estro- 
gen to  hasten  epiphyseal  closure.  The  trouble  in 
this  instance  is  that  estrogen  also  speeds  up  the 
rate  of  growth,  although  supposedly  not  as  rap- 
idly as  it  speeds  up  closure  of  the  epiphyses, 
thereby  arresting  growth.  It  may  also  interfere 
with  the  establishment  of  a normal  menstrual 
cycle.  The  ability  to  successfully  get  around 
these  obstacles  to  the  use  of  testosterone  to  in- 
crease height  in  boys,  and  estrogen  to  decrease 
height  in  girls  by  selection  of  proper  dosage  — 
and  particular  drugs  — is  debatable. 


I feel  that  the  number  of  cases  in  which  such 
attempts  are  justified  is  very  small.  Even  in 
frankly  hypopituitary  dwarfs,  the  disadvantages 
of  testosterone  are  evident.  Current  experimen- 
tation with  growth  hormone  of  human  origin  is 
encouraging  and  should  provide  a more  physi- 
ological solution  in  such  cases. 

The  principle  of  thinking  in  terms  of  the  nor- 
mal range  rather  than  the  average  point  will,  I 
am  sure,  be  brought  out  more  fully  by  Dr.  Mac- 
Bryde.  We  must  not  forget  that  it  applies  not 
only  to  physical,  physiological,  and  biochemical 
measurements,  but  also  to  personality,  tempera- 
ment, and  academic  ability.  A physician  is  often 
called  upon  to  help  in  the  acceptance  by  his  par- 
ents of  a non-competitive,  placid,  non-athletic 
lad  who  likes  to  read  and  perhaps  cook,  or  the 
acceptance  of  a child  whose  IQ  and  perform- 
ance in  school  is  less  than  that  of  an  advanced 
sibling.  We  humans  readily  accept  as  normal 
such  variations  in  the  animal  kingdom  as  the 
placid  St.  Bernard  and  the  live-wire  fox  terrier, 
but  we  sometimes  find  it  harder  to  accept  simi- 
lar variations  in  our  human  family. 
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MANAGEMENT  OF  THE  ACUTELY  INFLAMED  EYE* 

L.  Vincent  Gorrilla,  M.D. 

Huntington  Park,  Calif. 
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COMMON  problem  in  everyday  practice  is 
the  patient  with  an  acutely  inflamed  eye,  either 
unilaterally  or  bilaterally. 

A differential  diagnosis  must  be  made  be- 
tween a variety  of  conditions  affecting  the  cor- 
nea, the  conjunctiva,  the  sclera,  the  lacrimal  ap- 
paratus, the  lids,  and  the  anterior  eyeball  per  se. 

Perhaps  the  most  common  affliction  seen  is 
conjunctivitis.  This  may  be  bacterial,  viral,  or  al- 
lergic or  a combination  of  the  preceding.  A co- 
pious muco-purulent  discharge  points  to  a bac- 
terial origin.  Follicles  and  papillae  of  the  tarsal 
conjunctiva  and  a palpable  pre-auricular  node 
usually  indicate  a viral  conjunctivitis.  An  aller- 
gic conjunctivitis  often  is  accompanied  by  an  in- 
tense itching  with  a contact  dermatitis  of  the 
skin  of  the  lids.  Bacterial  conjunctivitis  responds 
readily  to  antibiotic  drops  such  as  sodium  sul- 
facetamide 10  per  cent  solution,  gantrisin  4 per 
cent  solution  or  choloromycetin  0.25  per  cent  so- 
lution. Penicillin  drops  or  ointment  should  not 
be  used  because  of  a high  incidence  of  allergy 
to  them.  Allergic  conjunctivitis  responds  prompt- 
ly to  anti-allergic  agents  such  as  prednisolone 
topically.  Viral  conjunctivitis  requires  specialized 
treatment. 

Scleritis  and  epi-scleritis  are  usually  localized 
to  one  sector  of  the  eye  and  may  be  associated 
with  systemic  collagen  diseases  such  as  rheuma- 
toid arthritis.  They  often  are  self  limited  and  re- 
spond quite  dramatically  to  corticosteroids. 

Diseases  of  the  cornea  include  interstitial  ker- 
atitis, imbedded  foreign  bodies,  abrasions,  and 
marginal  or  central  ulcers.  The  latter  may  be  ac- 
companied by  a hypopyon  and  this  usually  in- 
dicates a pneumococcic  etiology.  Typical  den- 
dritic keratitis  is  a very  common  corneal  condi- 
tion. It  should  never  be  treated  by  corticoster- 
oids as  it  may  lead  to  perforation  of  the  cornea. 


Corneal  conditions  require  diligent  and  skillful 
therapy  to  prevent  permanent  visual  disability. 

Anterior  uveitis  or  acute  iridocyclitis  is  diag- 
nosed by  the  following  signs  and  symptoms:  It 
is  almost  invariably  unilateral.  There  is  circum- 
corneal  injection.  The  pupil  is  smaller  in  the  in- 
volved eye  than  the  uninvolved  eye.  The  in- 
volved eye  is  often  softer.  Definite  diagnosis  is 
made  by  the  presence  of  an  aqueous  flare  with 
cells  and  small  keratic  precipitates  on  the  poster- 
ior cornea  by  slit-lamp  examination.  Treatment 
consists  of  cycloplegics  and  corticosteroids  topic- 
ally. Systemic  corticosteroids  are  necessary  in  re- 
sistant cases.  A small  percentage  of  iridocyclitis 
cases  have  systemic  collagen  disease.  The  etiol- 
ogy of  the  vast  majority  of  cases  is  presumed  to 
be  on  an  allergic  basis. 

The  most  disabling  disease  to  visual  function 
if  not  promptly  diagnosed  is  acute  glaucoma. 
The  eye  is  quite  red  and  painful.  The  cornea  is 
edematous  with  small  vesicles.  The  anterior 
chamber  is  quite  shallow  or  flat  and  the  pupil 
semi-  or  fully  dilated  and  fixed.  The  patient 
complains  of  decreased  vision  and  on  occasions 
haloes  around  lights.  Acute  glaucoma  is  a medi- 
cal emergency  and  requires  prompt  treatment 
with  miotics,  such  as  2 per  cent  pilocarpine,  and 
carbonic  anhydrase  inhibitors  such  as  Diamox 
or  Daranide.  Eventual  surgery  is  invariably  in- 
dicated if  it  is  of  the  closed  angle  type.  Glauco- 
ma secondary  to  uveitis  requires  a more  conser- 
vative surgical  approach. 

It  is  the  prime  function  of  the  attending  phy- 
sician to  differentiate  the  usually  disabling  dis- 
eases such  as  acute  glaucoma  and  corneal  ulcers 
from  the  less  serious  conditions  such  as  bacterial 
conjunctivitis.  If  this  is  done,  prompt  and  ade- 
quate treatment  of  the  serious  causes  of  an 
acutely  inflamed  eye  can  be  instituted  with  the 
conservation  of  vision. 


“Presented  at  the  third  annual  meeting  of  the  Medical  So- 
ciety of  the  U.  S.  and  Mexico,  Guadalajara,  Mexico,  Nov.  6,  1958. 
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EL  TRATAMIENTO  DE  LAS  ENFERMEDADES  AGUDAS  DE  LOS 

OJOS 

L.  Vincent  Gorrilla,  M.  D. 

Huntington  Park,  Calif. 


L N PROBLEMA  comun  en  la  practica  diaria 
es  el  paciente  con  inflamaciones  agudas  de  los 
ojos,  ya  sea  uno  o ambos. 

Debe  hacerse  un  diagnosis  deferencial  entre 
una  variedad  de  condiciones  afectando  la  cor- 
ena,  la  conjuntiva,  la  esclera,  el  aparato  lagri- 
mal,  los  parpados,  y el  globo  del  ojo  anterior. 

Tal  vez  la  mas  comun  afliccion  que  se  encuen- 
tra  es  conjuntivitis.  Esta  puede  ser  devida  a bac- 
teria viral,  o alergica,  o una  combinacion  de  am- 
bas.  Un  copioso  muco-purulente  deshecho  indica 
origen  de  bacteria.  Foliculas  y papila  de  la  con- 
juntiva tarsal,  y preauricular  nodes  parpables 
por  lo  general  indican  conjuntivitis  de  origen 
viral, 

Una  conjuntivitis  alergica  con  frecuencia  va 
acompanada  por  una  intensa  comeson  con  una 
dermatitis  de  contacto  de  los  parpados  de  los 
ojos.  Conjuntivitis  de  origen  bacteria  responde 
rapidamente  a un  tratamiento  de  gotas  antibi- 
oticas  como  solucion  de  Sodio  Sulfacetamida 
diez  por  ciento,  Gantrisina  cuatro  por  ciento,  o 
solucion  de  Cloromicetina  0.25%.  Gotas  de  Peni- 
cilina  o pomada  no  deben  usarse  porque  tienen 
una  incidencia  alergica.  Conjuntivitis  alergica 
responde  prontalmente  a agentes  anti-alergicos 
tal  como  Prednisolone  topical.  Conjuntivitis  viral 
requiere  tratamiento  especial. 

Escleritis  y epi-escleritis  por  lo  regular  estan 
localizados  en  un  sector  del  ojo,  y seran  associ- 
ados  con  enfermedades  sistemicas  colaginas,  tal 
como  el  artritis  rheumatico. 

Son  frecuentemente  al  mismo  limite,  y re- 
sponden  rapidamente  a los  cortecosteriodos. 

Entre  las  enfermedades  de  la  cornea  se  in- 
cluyen  queratitis  intersticial,  objetos  embedidos, 
respaduras,  y ulceras  marginal  o central.  El  ul- 
timo de  que  se  habla  pueda  estar  acompaniado 
por  un  hipopion,  y esto  usualmente  indica  al 
etologia  Neumococo. 

Queratitis  dendritica  tipica  es  muy  comun  a 
las  condiciones  cornicas.  Nunca  se  debe  de  tratar 


con  cortecosteroidos  porque  puede  conducir  a 
una  perforacion  de  la  cornea.  Las  condiciones 
cornicas  requieren  diligentes  y experto  tratami- 
ento para  evitar  permanence  dano  visual. 


Uveitis  anterior,  6 bridocyclitis  agudo  esta  di- 
agnosticado  por  las  seguientes  senas  y sintomas. 
Invariablemente  casi  siempre  son  unilateral.  Al- 
rededor  de  la  cornea  esta  injectado.  La  pupila 
se  hace  pequena  en  el  ojo  implicado,  y con  frecu- 
encia se  pone  suave.  El  diagnostico  difinitivo  esta 
hecho  por  la  presencia  de  una  acua  brillosa  con 
celulas  y pequenas  quertitis  precipitadas  sobre  la 
cornea  posterior,  con  un  miscroscopio  para  los 
ojos.  Tratamiento  consiste  de  cvcloplegias  y corte- 
costeroidos topical.  Cortecosteriodos  sistemicos 
con  necesarios  en  casos  resistentes.  Un  pequeno 
percentaje  de  casos  de  bridocyclitis  tienen  enfer- 
medades del  sistema  colagina.  La  etiologia  de 
major  meporamiento  de  casos  se  presumen  en 
tener  basica  alergia. 


El  microbia  mas  inhabilitante  al  funcionami- 
ento  visual,  si  no  es  rapidamente  diagnosticado, 
es  glaucoma  aguda.  El  ojo  se  pone  rojo  y adol- 
orido.  La  cornea  es  edematosa  con  pequenas 
vesiculas.  La  camara  anterior  as  superficial  o 
plana,  la  pupila  es  semi  o completament  dilata- 
da  y fija.  El  paciente  se  queja  de  recortada  vis- 
ion,^ en  ocaciones  ve  aureolas  alrededor  de  las 
luces.  La  glaucoma  es  una  emergen cia  medica, 
y se  requiere  tratamiento  rapido  con  mioticos, 
tal  como  dos  por  ciento  de  Pilocarpine  y carbon- 
icos  anhydrosos  tal  como  Diamox  o Daranida. 
Cerugia  es  inevitable  con  el  timpo  si  es  indicada 
com  tipo  de  angulo  serrado.  Glaucoma,  secun- 
daria a uveitis,  requiere  medios  mas  conservati- 
ves de  cirugia. 


El  primer  funcionamiento  del  doctor  es  difer- 
encial  de  lo  usualmente  microbio  inhabilitable 
como  la  glaucoma  aguda  y ulceras  corneales,  v 
de  las  menos  serias  condiciones  como  la  conjun- 
tivitis bacteriales.  Si  se  hace  esto,  rapido  y ade- 
cuado  tratamiento  de  las  causas  serias  de  la  in- 
flamacion  aguda  do  los  ojos  se  pueden  instituir 
con  la  conservacion  de  la  vista. 
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INTRODUCTION 


Present-day  warfare  poses  the  threat  not  only 
of  a thousand-fold  or  more  increase  in  destruc- 
tive forces  of  nuclear  weapons  from  blast  and 
thermal  radiation,  but  also  of  widespread  and 
persistent  contamination  by  fallout,  and  by- 
chemical  and  biologic  agents.  Detonation  of  a 
single  nuclear  weapon  in  addition  to  wiping  out 
a city,  can  render  uninhabitable  land  surface 
areas  covering  thousands  of  square  miles.  As 
doctors  and  administrators,  we  are  concerned 
with  the  physical  and  psychic  capabilities  and 
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limitations  of  individuals  in  their  efforts  to  per- 
fect countermeasures  against  seemingly  over- 
whelming odds  and  to  survive  despite  wide- 
spread surface  destruction  and  contamination. 
The  type  of  leadership  and  individual  and  group 
endeavor  that  have  made  for  survival  under 
seemingly  hopeless  conditions  has  many  prece- 
dents both  in  military  and  civil  life.  From  these 
examples,  it  is  possible  to  discern  principles  and 
guidelines  to  enable  individuals  and  groups  to 
counter  adversity. 

It  is  predictable  that  the  very  success  of  our 
highly  organized  society  may  undo  us.  Our 
adaptation  to  the  specialization,  mechanization 
and  automation,  and  our  dependence  on  large 
expenditures  of  external  power  have  unfitted  us 
to  survive  in  what  threatens  to  be  a return  to  a 
subsistence  economy.  This  is  because  our  pres- 
ent-day mechanized  and  industrialized  group 
living  which  demands  less  than  10  per  cent  of 
work  energy  from  manual  labor  has  brought 
about  in  many  individuals  not  only  physical  qui- 
escence, but  a dependence  in  emergency  condi- 
tions upon  the  services  of  those  with  special 
skills  and  training  to  the  point  where  self-reli- 
ance is  vitiated.  The  builders  of  skyscrapers, 
bridges,  and  the  great  dams  may  be  less  well 
equipped  to  survive  disaster  of  modern  warfare 
than  the  early  American  Indians. 

In  the  cellular  concept  of  defense  against  nu- 
clear detonations  is  embodied  the  principle  that 
a metropolitan  population  will  consist  of  many 
sub-units  each  capable  of  autonomous  function 
and  survival  in  the  face  of  mass  destruction  and 
disruption  of  established  lines  of  communication. 
Paramount  is  the  defense  shelter,  both  home  and 
communal,  with  facilities  and  supplies  to  sup- 
port extended  habitation. 

The  training  and  material  preparedness  to 
cope  with  disaster  situations  will  be  the  respon- 
sibility of  the  individual  himself.  He  will  con- 
tribute to  the  planning,  labor,  and  cost  of  shel- 
ters constructed  for  current  utilitarian  purposes 
and  for  survival  if  mass  destruction  supervenes. 
Thus,  the  communal  shelter  is  envisioned  as  hav- 
ing facilities  for  emergency  medical  care,  for 
parking  vehicles,  housing  fire-fighting  equip- 
ment, and  serving  as  a depository  of  medical 
supplies  and  dry  rations.  It  will  not  only  be  fi- 
nancially self-supporting,  but  it  will  serve  to  es- 
tablish habit  patterns  in  the  matter  of  moving 
in  and  out  of  underground  shelters. 


As  intermediate  steps,  in  addition  to  the  con- 
struction of  shelters,  specific  measures  can  be 
taken  to  minimize  the  consequences  of  daily 
disasters  such  as  occur  on  the  highway,  in  the 
home,  in  industry  and  as  a result  of  fire  and  con- 
flagrations. Development  of  the  capability  to 
cope  with  these  daily  situations  is  considered  to 
be  a practical  measure  making  for  survival  in  a 
disaster  situation. 

There  are  medical  problems  to  be  solved  re- 
lating to  physical  fitness  and  control  of  chronic 
disease  especially  among  older  men.  There  is 
instantly  the  need  to  cultivate  the  type  of  dis- 
cipline, education  and  preparation  which  not 
only  enhance  our  social  and  cultural  develop- 
ment, but  in  the  end  render  us  better  able  to 
cope  with  any  eventuality. 

In  this  paper,  emphasis  will  be  placed  on  in- 
dividual motivation,  self-help,  and  training  to 
replace  national  lethargy  and  indifference  in  de- 
fense matters. 


PHYSICAL  CAPABILITIES  OF  THE 
INDIVIDUAL: 

Preparations  to  cope  with  and  the  ability  to 
survive  emergencies  which  involve  disrupted 
communications,  paralysis  of  transportation  and 
obliterative  destruction  draw  heavily  first  of  all 
on  the  physical  resources  of  individuals. 

World  record  performances  of  elite  athletes 
illustrative  of  selection  and  training  of  excep- 
tional individuals:  If  muscular  co-ordination  and 
endurance  alone  are  considered,  the  value  of  se- 
lection and  training  of  individuals  is  exemplified 
by  the  phenomenal  feats  of  muscular  endurance 
which  underly  world  track  records. 

Long  distance  swimming:  The  greatest  endur- 
ance performance  is  long-distance  swimming  in 
cold  water.  In  this  endeavor,  surprisingly,  wom- 
en have  equalled  or  excelled  the  performance  of 
men  with  the  recent  exception  of  Bert  Thomas’s 
negotiation  of  the  Straits  of  Juan  de  Fuca  (IT 
miles  in  14  hours,  in  water  which  varied  in  tem- 
perature from  4 degrees  to  8 degrees  C (42  de- 
grees to  48  degrees  F).  The  famed  English 
Channel  swim  of  some  20  or  more  miles  has 
been  negotiated  in  less  than  13  hours.  In  this 
endeavor,  the  difference  between  skin  and  deep 
body  temperature  may  be  30  degrees  F,  yet  rec- 
tal temperature  must  be  maintained  at  normal 
if  the  swimmer  is  to  be  successful.  To  this  end, 
heat  production  ( men ) is  of  the  order  of  600-700 
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cal/hr.  For  a long-distance  swim  of  15  hours 
duration,  caloric  expenditures  approach  10,000 
calories.  Let  us  now  turn  from  this  type  of  per- 
formance of  a few  highly  trained  and  specially 
insulated  athletes,  to  the  survival  in  seawater  of 
shipwrecked  sailors  during  World  War  II  from 
data  analyzed  by  Molnar.  It  is  observed 
from  the  figure  that  there  is  a critical  tempera- 
ture in  sea  water  between  15  degrees  and  20  de- 
grees C (59  degrees  and  68  degrees  F),  below 
which  deep  body  temperature  falls  rapidly  and 
survival  is  not  possible.  However,  trained  indi- 
viduals and  those  protected  by  generous  quanti- 
ties of  fat,  as  English  Channel  swimmers,  may 
maintain  normal  deep  body  temperature  for 
more  than  15  hours  and  swim  some  30  miles  in 
sea  water,  temperature  15  degrees  C. 

Assessment  of  Physical  Fitness:  In  terms  of 
maximal  02  consumption,  the  physiologist  is  now 
able  to  assess  fitness  for  athletic  performance 
and  for  work  in  industry  involving  use  of  the 
large  muscle  masses  of  the  body  by  the  measure- 
ment of  oxygen  uptake  duirng  the  course  of  short 
periods  (5  minutes)  of  maximal  exertion.  Thus, 
for  the  outstanding  athlete,  the  maximal  oxygen 
uptake  is  5 1/min.  or  25  cal/min.  For  young 
men  in  good  condition,  it  is  about  3.5  1/min.  For 
women  athletes,  the  values  for  maximal  02  up- 
take are  about  20  per  cent  lower. 

Immediately,  this  remarkable  physical  poten- 
tial when  disaster  strikes  is  presumably  possessed 
in  the  American  population  by  relatively  few  in- 
dividuals, because  of  the  low  daily  demand  for 
physical  exertion.  In  the  United  States,  less  than 
10  per  cent  of  the  energy  required  for  industrial 
work  is  derived  from  food  calories.  By  contrast, 
those  populations  around  which  manual  labor  is 
the  core  of  their  existence  have  a “built-in”  phy- 
sical ability  to  survive  the  rigors  of  widespread 
destruction  from  nuclear  weapons. 

Capacity  for  physical  labor  in  industry:  For 
manual  labor,  the  workman  should  have  a ca- 
pacity for  oxygen  intake  at  least  twice  that  re- 
quired for  his  job  effort.  Brody  states  “machines 
are  not  usually  run  at  more  than  50  per  cent  of 
their  capacity,  and  a similar  safety  margin  should 
perhaps  be  allowed  to  man  and  animals  so  as 
to  avoid  injury  or  untimely  death.  The  problem 
in  work  rationalization  is  to  determine  the  max- 
imum rate  of  work  that  can  be  carried  on  day  in 
and  day  out  and  still  retain  vigor  to  an  advanced 
age.” 


Christensen,  as  a result  of  his  measurements 
of  energy  expenditure  in  the  Swedish  steel  in- 
dustry, has  defined  the  following  grades  of  work 
in  terms  of  energy  expenditure  expressed  as 
Cal/min. 

Cal/min 


Unduly  heavy  work 12.5 

Very  heavy  work  10.0 

Heavy  work  7.5 

Moderate  work  5.0 

Light  work 2.5 


These  figures  correspond  to  rates  of  oxygen 
consumption  of  2.5,  2.0,  1.5,  1.0,  and  0.5  1/min. 

Since  periods  of  heavy  work  must  be  punctu- 
ated by  rest  pauses,  it  is  pertinent  to  our  prob- 
lem of  energy  expenditure  for  survival  to  con- 
sider the  physiologic  criteria  of  maximal  average 
daily  work  performance. 

For  sustained  effort  employing  large  muscle 
groups  for  a period  of  eight  hours,  it  is  probable 
that  a value  of  less  than  one-third  of  the  maxi- 
mal oxygen  intake  for  young  men,  i.e.  1.0  1/min. 
(5  Cal/min.)  is  applicable.  This  is  equivalent 
to  an  energy  expenditure  of  3,400  calories  for 
an  eight-hour  period.  If  we  add  500  cals,  (eight 
hours  sleep)  and  1,100  to  1,400  for  activity  dur- 
ing off-work  hours,  then  the  total  caloric  ex- 
penditure for  a 24-hour  period  is  4,000  to  4,300 
calories.  This  represents  approximately  the  up- 
per limit  of  work  that  can  be  performed  without 
an  increasing  accumulation  of  lactic  acid  and 
without  a rise  in  body  temperature  or  blood  lac- 
tic acid  level. 

An  adult  in  the  age  group  20  to  50  certainly 
should  be  able  to  maintain  an  overall  working 
rate  of  this  order  for  six  days  a week,  week  after 
week,  and  year  after  year.  It  is  equivalent  to  a 
daily  walk  of  about  30  miles. 

Thus,  it  appears  that  selected  and  trained  in- 
dividuals possess  the  physical  qualifications  for 
the  exertion  required  to  carry  out  rescue  and 
survival  operations.  It  is  possible  for  those  capa- 
ble of  doing  moderately  heavy  work  to  walk 
long  distances  to  get  out  of  danger  areas  or  to 
procure  food  and  other  necessities  even  in  the 
face  of  disrupted  and  paralyzed  transportation, 
as  will  be  pointed  out  subsequently. 

MEDICAL  PROBLEMS  IN  CONNECTION 
WITH  UNDERGROUND  SHELTERS: 

The  following  data  indicate  the  magnitude  of 
the  medical  and  dental  problems  il  large  seg- 
ments of  the  population  are  to  be  protected  for 
long  periods  of  time  in  underground  shelters. 
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Sickness  and  Disability:  The  physical  effec- 
tiveness of  a group  is  seriously  impaired  by  sick- 
ness, not  only  because  of  loss  of  numbers,  but 
because  of  the  need  to  provide  for  their  medical 
care. 

In  the  American  population  of  more  than  153 
million  people,  statistics  indicate  that  there  are 
approximately  25  million  individuals  who  are 
incapacitated  or  handicapped : 

4 million  chronic  excessive  drinkers 

2 million  chronic  invalids 

7 million  cases  of  rheumatism 

5 million  cases  of  heart  disease 

500,000  individuals  undergoing  treatment  for 
cancer 

1 million  known  diabetics 

Of  all  the  men  examined  for  military  service 
through  selective  service  up  to  the  end  of  the 
war,  about  30  per  cent  were  rejected.  Mental 
disease  ( chiefly  psychoneurosis ) and  mental  de- 
ficiency ( chiefly  inability  to  meet  minimum  in- 
telligence or  educational  standards)  were  the 
leading  causes  for  rejection.  Of  the  physical  de- 
fects, first  place  was  held  by  musculo-skeletal 
defects,  such  as  absence  or  deformity  of  any 
part  of  the  body  due  to  accident  or  disease;  and 
next  in  importance  were  cardiovascular  defects, 
including  heart  disease,  high  blood  pressure,  and 
related  disorders.  Other  frequent  causes  of  re- 
jection were  hernia,  syphilis,  neurological  de- 
fects, bad  eyes,  and  ear  defects. 

In  school  children,  tooth  defects,  chiefly  car- 
ies, are  most  frequent.  Other  leading  defects 
found  in  school  examinations  are  malnutrition, 
disease  of  the  oropharnyx,  defective  vision,  flat 
feet,  poor  posture,  and  skin  diseases. 

With  respect  to  the  number  of  people  unable 
to  work  or  carry  on  their  usual  activities  (non- 
effective  ratio)  because  of  illness  or  accidents, 
the  figures  given  vary  from  15  to  50  per  1,000; 
they  are  low  for  military  personnel  and  high  for 
the  civil  population. 

With  reference  to  military  personnel,  we  have 
precise  data  on  the  daily  number  of  ineffective 
individuals.  For  example,  in  the  navy  and  ma- 
rine corps,  the  number  of  men  non-effective  due 
to  sickness  and  injury  is  currently  about  15  per 
1,000  men,  i.e.  out  of  every  thousand  men,  15 
will  require  medical  care,  as  per  the  following 
table. 


March,  1959 

MORBIDITY  INDICES,  NON-CASUALTIES, 
NAVY  AND  MARINE  CORPS:  1947  - 1957 


RATES  PER  1,000 


Year 

Non-Effective  Rate 

1947 

26.4 

1948 

21.9 

1949 

18.6 

1950 

18.7 

1951 

19.5 

1952 

16.9 

1953 

15.0 

1954 

13.7 

1955 

13.7 

1956 

12.9 

Since  about  three  out  of  these  12.9  non-ef- 
fective individuals  are  so  because  of  injury  and 
poisonings,  some  10  individuals  are  non-effec- 
tive because  of  sickness.  The  same  number  of 
hospital  beds  are  required  in  connection  with 
the  care  of  both  categories. 

In  a selected  population,  such  as  the  active 
members  of  the  navy  and  marine  corps,  there 
are  annually  about  12  men  invalided  from  the 
service  for  every  1,000  men.  Of  these  12,  five  are 
for  mental  disorders. 

In  government  industrial  establishments,  a 
much  higher  number  of  men  are  ineffective  and 
the  disability  rate  is  high  for  the  very  young  and 
old,  including  the  female  population.  Illness, 
therefore,  poses  a serious  problem  for  any  group 
of  individuals  maintained  in  specially  construct- 
ed shelters  for  periods  of  days. 

Futher,  in  the  communal  shelter,  for  example, 
one  may  anticipate  initially  a disease  incidence 
rate  several  times  that  which  occurs  normally  on 
the  basis  of  experience  in  training  camps.  In  the 
presence  of  an  influenza  epidemic,  for  example, 
similar  to  that  which  occurred  in  the  fall  of  1957, 
the  effects  of  crowding  individuals  into  confined 
spaces  would  be  disastrous. 

Dental  Care:  With  respect  to  dental  care,  the 
average  number  of  operative  treatments  per  year 
for  the  navy  and  marine  corps  is  about  4,000  for 
every  1,000  men.  With  reference  to  oral  surgery 
alone,  mainly  necessitated  by  emergencies,  the 
number  of  operations  is  450  per  1,000  men  per 
year.  For  ever}'  1,000  men,  therefore,  it  would 
be  necessary  to  provide  daily  dental  care  for 
emergency  treatments. 

MEDICAL  CARE: 

A.  Civilian:  The  following  group  of  individu- 
als are  involved  in  the  care  of  the  sick  and  in- 
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jured  for  the  civilian  population  of  the  country: 


Physicians 

201,000 

Registered  Nurses 

506,000 

Practical  Nurses 

190,000 

Dentists 

87,000 

984,000 

The  general  hospital  beds  available  number 
about  4 per  1,000  individuals;  the  average  an- 
nual per  capita  cost  of  medical  care  is  $70. 

B.  Military:  In  the  navy  and  marine  corps, 
about  40  medical  department  personnel  in  all 
fields  are  allocated  per  1,000  average  strength. 
Medical  care  is  also  afforded  dependents  of  these 
military  personnel  and  this  increases  the  num- 
ber of  hospital  beds  required  to  about  15  per 
1,000  personnel  and  their  dependents. 

GROUP  EU  DU  RANGE  AND  SURVIVAL 
UNDER  CONDITIONS  OF  ADVERSITY 
IN  THE  PAST: 

History  affords  many  examples  of  survival  of 
groups  under  conditions  which  were  seemingly 
hopeless : 

A.  The  Mormon  Handcart  Expeditions  (1856- 
1860):  One  of  the  most  heroic  and  remarkable 
examples  of  the  ability  of  groups  of  men,  women 
and  children  to  cope  with  adversity  is  embodied 
in  the  story  of  the  Mormon  handcart  expeditions. 
With  all  their  belongings  in  two-wheel  hand- 
carts, men,  women  and  children  alike  pushed 
and  pulled  the  handcarts  from  Iowa  City  to  Salt 
Lake  Valley,  a distance  of  some  1,300  miles 
across  deserts,  plains  and  the  Rocky  Mountains. 

The  genesis  of  these  incredible  emigrations  is 
found  in  a letter  written  by  Brigham  Young,  as 
president  of  the  company,  to  Franklin  D.  Rich- 
ards in  England: 

“I  have  been  thinking  how  w7e  should  operate 
another  year.  We  cannot  afford  to  purchase  wag- 
ons and  teams  as  in  times  past;  I am  conse- 
quently thrown  back  upon  my  old  plan  — to 
make  hand-carts  and  let  the  emigration  foot  it, 
and  draw7  upon  them  the  necessary  supplies, 
having  a cow  or  two  for  ever)7  10.  They  can 
come  just  as  quick  if  not  quicker,  and  much 
cheaper  — can  start  earlier  and  escape  the  pre- 
vailing sickness  w7hieh  annually  lays  so  man)7  of 
our  brethren  in  the  dust.  A great  majority  of 
them  walk  now  even  with  the  teams  which  are 
provided,  and  have  a great  deal  more  care  and 
perplexity  than  they  would  have  if  they  came 
without  them.  They  will  only  need  90  days'  ra- 
tions from  the  time  of  their  leaving  the  Missouri 


River,  and  as  the  settlements  extend  up  the 
Platte,  not  that  much.  The  carts  can  be  made 
without  a particle  of  iron,  with  wheels  hooped, 
made  strong  and  light,  and  one,  or  if  the  family 
be  large,  two  of  them  w7ill  bring  all  that  they 
w7ill  need  upon  the  plains. 

“If  it  is  once  tried,  you  w7ill  find  that  it  will 
become  the  favorite  mode  of  crossing  the  plains; 
they  will  have  nothing  to  do  but  come  along, 
and  I should  not  be  surprised  if  a company  of 
this  kind  should  make  the  trip  in  60  or  70  days. 
I do  know7  that  they  can  beat  any  ox  train  cross- 
ing the  plains.  I w7ant  to  see  it  fairly  tried  and 
tested,  at  all  events,  and  I think  w7e  might  as  well 
begin  another  year  as  any  time  and  save  this 
enormous  expense  of  purchasing  wagons  and 
teams  — indeed,  we  wall  be  obliged  to  pursue 
this  course  or  suspend  operations,  for  aught  that 
I can  see  at  the  present  ...” 

Five  companies,  including  more  than  1,600 
European  converts,  came  to  Utah  the  handcart 
w ay  in  1856.  The)7  included  English,  Welsh  and 
Scandinavians.  In  many  cases  they  w7ere  recruit- 
ed from  poverty-stricken  sections  of  cities.  Like 
the  early  Christians  of  Nero’s  Rome,  they  were 
in  poor  physical  condition  and  malnourished. 

With  New  York  and  Boston  as  ports  of  land- 
ing, the  majorit)  of  the  Mormon  immigrants  pro- 
ceeded from  the  latter  city  by  rail  via  New7  York 
to  Iowa  City,  Iow7a,  a distance  of  nearly  1,300 
miles.  In  keeping  with  the  aim  to  pare  expenses, 
the  trip  by  rail  did  not  permit  many  comforts. 
One  who  crossed  the  plains  in  the  third  company 
of  the  season  wrote  that  her  ship's  passengers 
made  the  railway  trip  in  cattle  cars. 

Self-imposed  discipline  and  strict  camp  regu- 
lations facilitated  progress  permitting  an  ad- 
vance of  from  12  to  15  miles  a day.  Men,  wom- 
en, and  children  alike  tramped  patiently  for- 
ward. The  fatigued  and  ill,  alone,  received  what- 
ever comforts  were  afforded  by  riding  in  the 
supply  wagons. 

A record  of  all  of  the  expeditions  is  disclosed 
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1860  233  1 June  6,  I8600  Aug.  27,  1860 

1860  126  0 July  4,  i8600  Sept.  24,  1860 

“Departed  Florence,  Neb. 

The  large  number  of  deaths  which  occurred 
in  two  of  the  expeditions  can  be  attributed 
largely  to  unprecedented  early  blizzards  com- 
parable to  the  disaster  that  overtook  the  Donner 
party  in  their  trek  to  California. 

Apart  from  the  discipline,  fortitude  and  moti- 
vation of  the  emigrants,  one  must  emphasize  the 
planning  and  preparations  made  to  cross  the 
plains  and  these  may  be  tabulated  as  follows: 

1.  Selection  of  dedicated,  technically  compe- 
tent personnel. 

2.  The  most  recent  maps  available  at  the  time 
were  obtained  months  prior  to  leaving.  The  lead- 
ers spent  much  time  in  studying  these  maps  and 
contacting  people  known  to  have  crossed  in  this 
area,  in  order  to  obtain  the  necessary  informa- 
tion required  to  make  the  trip. 

3.  Crops  were  planted  along  the  way  to  be  left 
to  the  later  companies  for  harvesting  and  bring- 
ing to  the  valley. 

4.  Semi-permanent  buildings  were  constructed 
at  each  settlement  to  prevent  duplication  of  ef- 
forts by  later  companies  and  to  reduce  deaths 
due  to  exposure. 

5.  The  companies  were  organized  in  100s,  50s, 
and  10s,  with  leaders  within  these  groups  to  be 
responsible  for  their  groups  to  the  company 
leaders.  The  company  was  actually  organized 
in  a military  manner. 

The  handcart  episode  in  the  Latterday  Saint 
“gathering”  program,  although  brief  in  duration 
and  involving  only  3 per  cent  of  100,000  emi- 
grants from  Europe,  typified  the  spirit  of  suc- 
cessful pioneers  and  the  willingness  to  sacrifice 
to  attain  their  goals. 

B.  Germany  is  chosen  as  an  example  of  an  in- 
dustrial nation,  with  high  living  standards  simi- 
lar to  our  own,  subjected  to  the  ravages  of  mod- 
ern warfare  and  the  consequences  of  an  uncon- 
ditional surrender.  World  Wars  I and  II  exacted 
a tremendous  toll  in  terms  of  lost  manpower, 
land  and  industrial  resources.  Following  World 
War  II,  in  an  area  (Western  Republic)  equal  to 
the  size  of  New  York  and  Pennsylvania,  with  a 
normal  population  of  approximately  20  million, 
there  were  crowded  some  48  million  people,  over 
9 million  of  whom  were  refugees  and  expellees. 

An  indication  of  the  post-war  loss  of  man- 
power and  war  damage  is  shown  by  the  follow- 
ing tabulation: 


Dead 

1,650,000 

Wounded 

2,000,000 

Missing 

1,600,000 

Civilians  killed 

500,000 

Dwellings  destroyed 

900,000 

Homeless 

7,500,000 

Hospital  beds 

800,000 

With  reference  to  bombing,  it  was  estimated 
that  in  1945,  some  170,000  tons  of  explosives 
were  dropped  each  month  on  cities  that  had  lit- 
tle or  no  air  defense.  The  following  description 
of  the  bombing  of  Dresden  (from  German 
sources)  is  a typical  example  of  exposure  of  a 
population  in  World  War  II  to  the  effects  of 
blast  and  fire,  but  of  course,  no  ionizing  radia- 
tion. 

“The  City  of  Dresden  was  crowded  with  refu- 
gees from  the  East.  At  least  700,000  people  were 
in  the  city.  Dresden  was  without  protection  as 
all  defending  aircraft  had  been  transferred  to  the 
Oder  front. 

“Between  2100  ,and  2200  hours  (Feb.  13, 
1945),  the  first  aircraft  arrived  and  dropped 
about  3,000  explosives  and  about  400,000  incen- 
diary bombs  according  to  a carefully  calculated 
plan.  When  the  aircraft  left,  large  areas  of  the 
old  town  had  been  set  on  fire.  Fire,  police  and 
rescue  squads  were  almost  helpless  in  the  ensu- 
ing terror.  Even  rescue  squads  from  Leipzig, 
Berlin,  and  Halle,  who  were  acquainted  with 
such  scenes,  were  terror  struck  at  the  scenes  of 
death  and  magnitude  of  the  catastrophe.  But  this 
was  only  the  beginning. 

“At  0122  aircraft  again  appeared  and  dropped 
approximately  5,000  explosive  bombs  and 
200,900  incendiary  bombs  on  those  parts  of  the 
city  which  were  spared  during  the  first  raid. 
These  bombs  fell  in  the  midst  of  those  who  had 
just  saved  themselves  and  destroyed  houses;  fire 
blocked  the  streets  so  that  tens  of  thousands  of 
the  inhabitants  were  burned  to  death.  The  suc- 
tion created  by  the  updraft  of  flames  was  so 
great  that  in  several  parts  of  the  city  individuals 
were  drawn  into  the  vortex  from  a distance  cf 
some  100  meters. 

“A  third  raid  at  the  noon  hour  on  Feb.  14  com- 
pleted the  destruction  of  the  previous  raids.  In 
this  attack  2,000  explosive  and  50,000  incendiary 
bombs  were  dropped.  At  no  time  could  the  num- 
ber of  victims  be  ascertained,  since  it  was  im- 
possible to  enter  large  parts  of  the  city.  Many 
bodies  were  in  such  condition  that  they  had  to 
be  incinerated  by  flame  throwers.  Bodies  of  in- 
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dividuals  who  jumped  into  water  fire  basins 
were  found  floating  in  these  basins.  Along  the 
banks  of  Elbe  River  were  found  the  bodies  of 
civilians  who  had  been  machine-gunned  by  dive 
bombers.  The  central  railroad  station  was  entire- 
ly destroyed.  Two  thousand  bodies  were  found 
in  the  cellars  of  this  station.  Eighteen  thousand 
bodies  were  buried  in  mass  graves,  6,000  shrunk- 
en or  dismembered  bodies  were  incinerated  en 
masse.  On  April  29,  some  29,000  deaths  were 
registered  and  an  estimated  10,000  to  15,000 
bodies  were  buried  in  the  ruins.” 

One  may  outline  the  effect  in  the  combined 
British-American  zones  of  various  external 
stresses  beginning  during  the  war  and  continu- 
ing until  1948,  in  terms  of  physical  deterioration 
and  increased  incidence  of  disease. 

Type  of  Stress 

Reduction  of  pre-war  food  intake  (about  2,900 
cal. ) to  about  1,850  cal. 

Overcrowding  (reduction  of  shelter  space  by  50 
per  cent;  from  destruction  of  urban  homes  (25 
per  cent)  and  increase  of  population  by  incom- 
ing “expellees,”  25  per  cent). 

Cold  (exposure  to  New  England  climate  without 
heat  or  adequate  clothing. ) . 

Lack  of  customary  hygienic  supplies. 

Inadequate  mass  medical  care.  Lack  of  isolation 
facilities  and  hospital  beds  for  such  diseases  as 
tuberculosis;  lack  of  drugs,  anesthetics,  poor 
diets. 

Inadequate  dental  prophylaxis  and  treatment. 
Effects  of  Stresses 

Loss  of  weight*  to  levels  of  131  pounds  in  males 
of  the  20-40  year  age  group. 

Reduced  capacity  for  physical  work. 

Impaired  growth  and  development  of  children 
of  puberty  age. 

High  mortality  rates  in  infants  and  the  aged. 
Tuberculosis  — 2 to  6-fokl  increase. 

Venereal  disease  — 10-fold  increase. 

Increase  in  diptheria,  typhoid,  dysentery. 

Skin  infections  — 10-fold  increase. 

Parasitic  infestation  as  high  as  90  per  cent  in 
surveyed  areas. 

Augmenting  the  post-war  difficulties  was  the 
fact  that  the  winter  of  1946  — 47  was  the  cold- 
est in  a century.  This  was  followed  by  the 

“Mean  American  male  weights  (1940  for  stature  08  inches) 
vary  from  148  pounds  (age  20)  to  102  pounds  (age  40).  The 
mean  pre-war  weight  of  German  males  for  the  20  to  40  year 
groups  would  he  about  154  pounds. 


draught  of  1947  and  crop  failures.  The  unprece- 
dented dry  summer  rendered  navigation  of  the 
Rhine  River  impossible  for  the  cargo  boats. 

Comments  on  personal  hygiene,  health:  The 
following  indicate  some  of  the  conditions  that 
might  prevail  in  our  own  population  if  forced  to 
live  for  long  periods  of  time  in  emergency  shel- 
ters. 

a.  Personal  hygiene  — In  addition  to  over- 
crowding, there  was  malnutrition,  the  dibilitat- 
ing  effect  of  cold,  the  shortage  of  soap  and 
other  hygienic  consumer  supplies.  The  increased 
incidence  of  vermin  represented  the  initial 
breakdown  in  personal  hygiene.  Efforts  to  main- 
tain cleanliness  entailed  great  difficulty  and 
favored  recourse  to  the  black  market.  The  aver- 
age German  had  access  only  to  unheated  water, 
and  soap  allotment  for  washing  and  laundry 
purposes  was  one  cake  of  inferior  German  soap 
per  month.  Such  items  as  toothbrushes,  tooth- 
paste, toilet  paper,  and  sanitary  napkins  could 
not  be  procured  in  stores.  Those  items  were 
particularly  sought  by  a people  whose  self-re- 
spect was  intimately  connected  with  a high 
level  of  personal  hygiene. 

b.  Disease.  Far  more  serious  were  the  effects 
of  lack  of  medical  supplies  and  of  the  elimina- 
tion by  conversion  into  day  laborers  of  approxi- 
mately 40  per  cent  of  available  physicians  and 
dentists  as  a result  of  the  de-Nazification  pro- 
gram. With  reference  to  disease,  pulmonary 
tuberculosis  and  venereal  diseases  show  a sharp 
rise  incidence  amounting,  in  the  case  of  syphilis 
and  gonorrhea,  to  a four-fold  increase  immedi- 
ately post-war.  Infant  mortality  increased  300 
per  cent  in  some  areas  over  the  pre-war  level 
and  the  adult  rate  particularly  in  the  aged  in- 
creased 35  per  cent. 

Although  there  were  no  major  epidemics  com- 
parable to  the  outbreak  of  260,000  cases  of 
typhus  in  Poland  as  an  aftermath  of  World  W ar 
I,  there  were  recorded  60,000  cases  of  typhus, 
typhoid  fever  became  endemic  and  there  was 
an  increase  in  dysentery  and  diphtheria. 

The  dental  problems  particularly  were  critical. 
The  scarcity  of  dentists,  the  absence  of  supplies 
for  crown  and  bridge  work,  for  oral  surgery,  and 
for  prophylaxis,  coupled  with  dietary  deficiency, 
gave  rise  to  widespread  caries  and  pyorrhea. 

All  of  the  ravages  of  war,  however,  were  not 
harmful.  On  the  positive  side,  obesity  and  all 
of  the  diseases  and  increased  mortality  associ- 
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ated  with  overweight  were  diminished.  There 
was  a sharp  decline  in  the  incidence  of  diabetes, 
gout,  essential  hypertension,  and  all  other  cardio- 
vascular ailments.  This  remarkable  decline  in 
the  diseases  due  to  “luxus”  food  consumption 
will  be  examined  subsequently  in  a more  critical 
manner  with  reference  to  World  War  II  con- 
ditions in  Noraway.  (Appendix  II). 

Psychic  Trauma:  Of  equal  importance  to  the 
physical  stresses  and  injuries  were  overwhelm- 
ing psychic  depressant  and  disintegrating  fac- 
tors centered  in  the  humiliation  of  defeat,  the 
world-wide  censure  and  opprobrium,  anxiety 
over  the  fate  of  prisoners,  outrages  committed 
against  women  and  the  many  retaliatory  acts 
of  brutality  which  have  always  been  visited 
upon  the  conquered. 

The  paralyzing,  enforced  idleness  on  a people 
possessing  exceptional  technical  ability,  and  ca- 
pacity and  desire  to  work,  amidst  a setting  of 
ruin,  the  disruption  and  at  times  paralysis  of 
transportation,  the  destruction  of  historic  shrines 
and  national  monuments,  all  these  contributed 
to  the  apathy  and  apparent  hopelessness  of  any 
economic  or  political  future  for  Germany.  De- 
spite these  facts,  the  primitive  urge  to  survive 


and  the  struggle  to  live  made  for  a decrease  in 
psychoneurotic  disorders  and  an  abrupt  fall  in 
the  suicide  rate.  Finally,  the  sustaining  forces 
of  family  life  and  of  tradition  in  a land  that  had 
been  overrun  and  conquered  many  times  during 
past  centuries  acted  to  give  assurance  that  some- 
how there  woidd  be  survival. 

THE  BIO-  ECONOMIC  STATUS  OF 
PRESENT-DAY  POPULATIONS  IN 
RELATION  TO  INDIVIDUAL 
AND  GROUP  SURVIVAL: 

Let  us  examine  our  present  bio-economic  sta- 
tus and  potential  to  develop  defense  counter- 
measures. 

In  an  outstanding  analysis  by  Langer  and 
Henshaw,  it  was  expedient  to  derive  a “Situa- 
tion Index’’  ( SI ) for  populations,  such  that  SI 
was  directly  proportional  to  a product  of  the 
factors  of  calories,  income  and  industrial  energy 
per  capita  and  inversely  proportional  to  a “pop- 
ulation pressure”  factor  based  upon  birth  rates, 
death  rates,  and  natural  increase  rate.  If,  for  se- 
lected countries,  we  record  from  data  of  Langer 
and  Henshaw,  the  separate  values  for  the  vari- 
ous criteria  that  make  up  the  SI,  then  it  is  pos- 


NUTRITIONAL , ECONOMIC  AND  BIOSTATISTIC AL  DATA  FROM  SOURCE  BOOK,  1952-53 

(adapted  from  Langer  and  Henshaw) 


Av.  per 

capita  Annual  Rates 


Country 

Calories 
Av.  daily 
per  capita 

annual 

income 

(dollars) 

Industrial 
Energy 1 

Birth 2 

Death 3 

B-D4 

U.S.A. 

3,130 

1,450 

7.84 

2.45 

0.96 

1.49 

Sweden 

3,120 

780 

3.81 

1.55 

0.96 

0.59 

United  Kingdom 

3,100 

773 

4.66 

1.57 

1.14 

0.43 

Switzerland 

3,150 

849 

2.39 

1.74 

0.99 

0.74 

France 

2,770 

486 

2.32 

1.92 

1.23 

0.69 

Belgium 

2,770 

582 

3.78 

1.68 

1.20 

0.48 

West  Germany 

2,640 

320 

3.14 

1.57 

1.05 

0.52 

Costa  Rica 

2,500 

125 

0.27 

5.48 

1.16 

4.32 

Mexico 

2,050 

121 

0.73 

4.39 

1.49 

2.90 

Puerto  Rico 

2,050 

120 

0.60 

3.59 

0.91 

2.68 

Ecuador 

2,050 

40 

0.12 

4.65 

1.75 

2.90 

Philippines 

1,960 

44 

0.11 

1.46 

0.60 

0.86 

Thailand 

2,000 

36 

0.03 

2.84 

1.00 

1.84 

Burma 

1,900 

36 

0.20 

3.67 

2.20 

1.47 

India 

1,700 

57 

0.11 

2.48 

1.60 

0.88 

(1)  Industrial  energy  consumed 
coal  equivalent). 

(2)  Crude  annual  birth  rates  in 

per  person  per 
per  cent. 

year  (in  tons 

(3)  Crude  annual  death  rates  in  per  cent. 

(4)  Natural  increase  rate  (B-D);  crude  annual 
per  cent. 

increase  in 
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sible  to  discuss  the  capabilities  of  countries  to 
survive  disaster  in  rather  concrete  terms.  ( See 
table  page  196 ) . 

We  may  break  down  total  calories  which  do 
not  include  alcoholic  consumption  into  the  criti- 
cal fraction  expressed  as  grams  of  protein: 

With  respect  to  the  data  in  the  table  from 
Langer  and  Henshaw,  they  state  that  the  “turn- 
ing point  from  subsistence  to  a kind  of  life  with 
expanded  and  accelerated  social  gains  appears 
to  be  reached  when  the  caloric  intake  is  equiva- 
lent to  about  300  U.  S.  dollars  and  when  indus- 
trial energy  consumption  per  person  per  year  is 
1.4  tons  coal  equaivalent.” 

It  is  observed  that  the  per  capita  daily  food 
consumption  varies  from  2,000  to  about  3,000 
calories.  Generally,  it  is  highest  in  those  coun- 
tries in  which  the  industrial  energy  measured  in 
tons  of  coal  equivalent  is  also  highest. 

At  the  lower  levels  of  the  bio-economic  scale, 
human  effort  is  devoted  primarily  to  acquisition 
of  food  and  to  reproduction.  If  food  production 
and  population  size  expand  together,  a country 
may  be  caught  up  in  what  Langer  and  Henshaw 
designate  as  a “subsistence  spiral.” 

For  those  countries  at  the  top  level,  there  is 
productivity  above  amounts  required  for  full 
health  and  a moderately  satisfying  cultural  life. 
This  results  in  products  which  can  be  consumed 
as  luxury  items  rather  than  used  to  provide  more 
lasting  benefits. 

On  the  other  hand,  there  can  be  an  invest- 
ment in  research,  education,  machines,  insur- 
ance, social  security  and  other  means  by  which 
capital  can  be  caused  to  multiply  and  cultural 
gains  expand.  The  choice  resolves  itself  fre- 
quently between  frugality  and  the  opportunity 
to  accelerate  cultural  gains  vs.  wasteful  living. 

It  is  seen  from  the  table  that  not  only  is  life 
compatible  on  a semi-starvation  basis  with  an 
average  food  consumption  equivalent  to  1,700 


calories,  but  also  that  in  the  low  caloric  coun- 
tries much  of  the  energy  expenditure  is  by  man- 
ual labor.  The  paradoxical  situation  exists  in 
which  about  80  per  cent  of  the  energy  for  work 
is  supplied  by  food  calories  in  “poor”  countries, 
while  less  than  10  per  cent  of  work  energy  is  de- 
rived from  food  in  the  rich  countries.  Further, 
we  need  only  recall  the  phenomenal  feats  of 
strength  and  endurance  of  the  Indian  popula- 
tions of  Central  and  South  America  or  of  Orien- 
tal populations  subsisting  on  caloric,  animal  fat 
and  protein  deficient  grain  diets.  Burdens  equal 
to  half  of  the  individual’s  weight,  for  example, 
have  been  transported  on  the  heads  of  women. 
To  bring  men  into  the  picture,  the  stonework  in 
Cuzco,  Peru,  by  Indians  at  the  time  of  the  Incas, 
and  the  present-day  cultivation  of  the  slopes  of 
the  Andes  at  altitudes  above  10,000  feet  are  phe- 
nomenal examples  of  manual  effort.  The  prob- 
lem, however,  that  the  “luxus”  countries  are 
faced  with  is  to  what  degree  is  it  possible  under 
conditions  of  disaster  and  catastrophe  with  food 
supply  limited,  with  mechanized  industry  and 
transportation  paralyzed,  to  scale  down  to  the 
minimal  subsistence  levels  and  subsequently  re- 
climb the  bio-economic  scale  to  recovery. 

We  have  such  an  example  previously  men- 
tioned following  World  War  II  in  the  German 
situation,  certain  phases  of  which  I was  able  to 
follow  by  on-the-spot  observations,  particularly 
with  reference  to  nutrition.  I could  cite  also  ex- 
amples of  conditions  in  occupied  countries  as 
heroic  Holland  (where  for  a period  in  1944  - 
1945,  starvation  occurred),  or  Austria,  but  I 
chose  Germany  as  an  example  of  a population 
which  over  a period  of  years  was  subjected  to 
physical  and  psychic  trauma  unparalleled  in  his- 
tory. From  1945  to  the  middle  of  1948  one  saw 
the  probable  collapse,  disintegration,  and  de- 
struction of  a whole  nation.  Some  data  on  condi- 
tions are  therefore  presented  which  illustrate  re- 


EST1MATED  PRE-WAR  CALORIC  AND  PROTEIN  SOURCES 


Animal 

Plant 

Animal 

Plant 

Country 

Cal. 

Total 

Grams 

Protein  Country 

Cal 

Total 

Grams 

Protein 

U.S.A. 

3,249 

88 

50 

38  U.S.S.R. 

2,827 

88 

17 

71 

Canada 

3,109 

87 

47 

40  China 

2,201 

68 

5 

63 

Australia 

3,128 

90 

59 

31  India 

2,021 

56 

9 

47 

Iran 

1,966 

66 

17 

49 

Mexico 

1,909 

59 

20 

39 
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cover)'  of  an  industrial  population,  previously  at 
the  top  of  the  bio-economic  scale,  faced  with  the 
prospects  of  slow  starvation. 

Food  Allowances  and  the  Specific  Effects  of 


GERMANY 

Age 

Calories 

0-  1 

1,120 

1-  3 

1,230 

3-  6 

1,515 

6-10 

1,760 

10-20 

1,980 

Normal  consumers 

(over  20) 

1,550 

Workers 

Light  work 

2,060 

Heavy  work 

2,510 

Very  heavy  work 

2,855 

““The  rationing  system  worked  reasonably 

well  until  September 

18,  1944  when  the  grave  situation  provoked  by  railway  strikes 
changed  the  whole  picture.”  Famine  occurred  in  winter  and 
spring  of  ’45  when  the  calorie  value  of  the  official  rations  fell 
to  400/  day  in  the  larger  Western  cities. 

The  overall  picture  in  The  Netherlands  dur- 
ing World  War  II  is  portrayed  by  the  following 
data  showing  average  number  of  calories  per 
day  per  capita : 


Pre-war  years 

2,739 

Remarks 

1940 

2,466 

1941 

1,877 

1942 

1,704 

1943 

1,704 

1944 

1,397 

Famine  in  the 

1945 

1,556 

big  cities 

The  German  diet 

consisted  chiefly  of  bread 

and  potatoes.  It  was  not  only  greatly  deficient 
in  calories,  but  in  protein,  fat,  calcium,  vitamins 
A,  C and  D.  This  can  be  surmised  from  the  data 
in  the  following  table : 

PRE-WAR  CALORIE  AND  PROTEIN  FOR 
COMPARISON  WITH  CONDITIONS  IN 
POST-WAR  GERMANY  (HAMBURG) 
Effects  of  Caloric  Restriction  and  Malnutri- 


Malnutrition:  The  following  table  outlines  the 
restricted  rations  in  post-war  Germany  com- 
pared with  those  in  war-time  Netherlands 
(1943)*. 

NETHERLANDS 


Age  Calories 

0-  3 1,660 

4-13  2,000 

14-20  2,200 

“Adults”  1,775 

Workers 

Light  work  2,000 

Heavy  work  2,400 

Very  heavy  3,300 


tion:  There  was  an  increase  in  mortality  in  the 
very  young  and  old,  general  weight  loss,  in- 
creased incidence  of  rickets  affecting  about  12 
per  cent  of  the  population,  and  increased  inci- 
dence of  tuberculosis. 

In  the  age  group  20  to  39,  for  example,  the 
average  body  weight  in  January  1946  was  137.1 
pounds.  In  January  1947  it  had  dropped  further 
to  133.1  and  in  December  of  1947  it  was  132.1 
pounds.  The  average  normal  weight  for  men  of 
this  group  (stature  68  inches)  is  154  pounds. 

Weight  Loss  in  relation  to  Lean  Body  Weight: 
During  the  past  20  years,  several  techniques  such 
as  whole  body  densitometry,  measurements  of 
total  body  water  and  most  recently  the  determi- 
nation of  muscle  mass  by  counting  the  gamma 
radiations  of  K40,  the  single  naturally  occurring 
radioisotope  in  the  body,  permit  estimates  to  be 
made  in  the  living  individual  of  lean  body 
weight  i.e.  body  weight  minus  excess  fat.  On 
groups  of  military  men,  the  group  mean  values 
for  lean  body  weight  estimated  by  these  meth- 
ods lie  in  the  range  from  130  to  138  pounds. 


Cal/capita  Fat  PROTEIN  (grams) 


Country 

daily 

(grams) 

Total 

Animal 

Plant 

U.S.A. 

3,249 

56 

88 

50 

38 

Germany 

2,967 

59 

77 

34 

43 

India 

Hamburg, 

2,021 

8 

56 

9 

47 

1946 


1,403 


17 


40 


12 


28 
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Weights  of  German  Prisoners  of  War  Return- 
ing from  Russia:  In  the  age  groups  20  to  29,  the 
average  weight  of  the  returning  prisoners  was 
126  pounds.  These  men  generally  were  in  a de- 
porable  state  of  nutrition  at  126  pounds,  “with 
marked  losses  of  tissue  evident  — no  buttocks 
left,  their  thighs  practically  skin  and  bone  and 
little  muscle.”  Although  the  edema  free- weight 
of  the  prisoners  may  have  been  appreciably  less 
on  the  average  than  126  pounds,  nevertheless 
only  a mean  weight  difference  of  six  pounds  ex- 
isted between  the  man  living  in  Germany  in 
1947  and  the  soldiers  released  from  Russian  cap- 
tivity. 

The  Minnesota  Experiments  on  Human  Vol- 
unteers are  pertinent  to  our  analysis  in  that  they 
require  an  explanation  of  the  rapid  physical  and 
psychic  deterioration  experienced  by  young  men 
on  a diet  not  too  different  from  that  of  the  Ger- 
i mans.  At  the  end  of  World  War  II,  Keys  and  his 
co-workers  subjected  a group  of  34  young  men 
to  a “European  type  of  famine  diet”  supplying 
some  1,570  calories  and  an  average  of  49  grams 
of  protein  mainly  of  plant  origin.  The  subjects’ 
control  caloric  requirements  were  approximately 
3,500,  sufficient  to  maintain  weight  when  the 
subjects  walked  about  25  miles  daily  and  took  a 
half  hour  of  treadmill  exercise. 

Following  a period  of  six  months,  during 
which  the  subjects  were  not  in  nitrogen  balance, 
they  suffered  an  average  loss  of  24.5  per  cent  of 
their  body  weight.  Pitting  edema  appeared  with- 
in two  months  in  some  of  the  men  and  eventual- 
ly in  all  but  a few  of  the  group;  even  the  appar- 
ent exceptions  were  shown,  by  special  means,  to 
be  “waterlogged.” 

The  rapid  physical  and  mental  deterioration 
of  Keys’s  subjects  comparable  to  what  happened 
to  Germans  who  were  prisoners  of  the  Russians, 
is  the  fact  that  the  normal  work  load  — (3,350 
cals.)  was  continued,  insofar  as  possible,  through- 
out the  period  of  dietary  restriction.  The  total 
deficit  amounted  to  about  320,000  calories  per 
individual  over  the  six  month  period,  i.e.  180  x 
3,350  — 1,580.  In  the  next  paragraph,  it  will  be 
seen  that  a caloric  deficit  2}k  times  greater  but 
spread  over  a period  of  five  years,  did  not  pro- 
duce the  impairment  reported  by  Keys  et  al. 

Dietary  Deficiency  and  its  Effect  on  Activity: 
Professor  Lehmann  of  the  Institute  for  Work 
Physiology  at  Dortmund  in  the  Ruhr,  in  a study 
of  coal  miners  over  a five-year  period,  made  the 


following  partition  of  calories  lost  as  it  affected 
the  individual  in  terms  of  caloric  equivalents  for 
weight  loss,  basal  metabolism,  energy  assimila- 
tion and  activity. 


Per  cent 

Cal 

Five-year  calorie  deficit 

875,000 

100 

Weight  loss 

36,000 

4 

Basal  metabolism 

213,000 

25 

Energy  assimilation 

93,000 

11 

Activity 

533,000 

60 

It  is  observed  that  loss  of  activity  accounts  for 
the  largest  percentage  of  calories,  and  it  will  be 
shown  in  the  following  paragraph  how  food  re- 
striction brought  German  economy  nearly  to  a 
standstill. 

Dietary  Deficiency  and  Industrial  Production: 
Each  individual  industry  has  its  own  require- 
ments in  calories,  and  this  was  illustrated  by  the 
quantitative  data  of  Christensen  cited  in  the  be- 
ginning of  this  paper  for  the  Swedish  steel  in- 
dustry. During  the  war  in  Germany  it  required 
1,200  calories  of  food  for  a man  to  mine  a ton  of 
coal.  When  food  was  rationed,  the  coal  miners 
were  able  for  a short  period  to  mine  a ton  of 
coal  on  900  calories.  They  were  able  to  do  this 
because  there  was  some  incentive;  however,  they 
lost  weight  and  they  had  to  go  back  to  the  1,200 
caloric  level  per  ton  of  coal  mined.  In  effect,  se- 
vere restriction  of  food  cut  back  industrial  pro- 
duction, bringing  it  nearly  to  a halt.  It  was  this 
factor,  and  the  probability  of  losing  the  country 
to  communism,  together  with  a cost  of  feeding 
the  Germans  in  excess  of  $750  million  yearly, 
that  led  to  a restoration  of  the  ration  to  2,540 
calories  in  May  1948.  It  was  my  privilege  to  be 
a member  of  the  nutrition  committee  appointed 
by  Secretary  Royal  of  the  army,  and  of  which 
the  surgeon  general  of  the  public  health  service, 
Leonard  A.  Scheele  was  senior  member  and  co- 
ordinator. 

Germany  — Recovery:  The  restoration  of  the 
German  ration  to  2,540  calories  per  capita  as 
food  actually  consumed  coupled  with  currency 
reform  which  led  to  the  rigid  stabilization  oi  the 
Deutsche  mark,  were  followed  by  an  incredible 
physical  and  economic  resurgence. 

This  recovery  was  mirrored  by  the  abrupt  rise 
in  the  index  of  per  capital  production.  In  the  sec- 
ond quarter  of  1948,  it  was  43  in  comparison 
with  a base  line  of  100  for  1936.  In  the  fourth 
quarter  of  1950,  it  had  risen  to  105.  It  could  be 
stated  at  that  time  that  although  a trade  deficit 
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existed  of  $77  million  (January  1951),  and  eco- 
nomic stability  was  uncertain  in  relation  to  the 
then  present  population  and  resources,  the  West 
Zone  in  general  gave  the  appearance  of  a thriv- 
ing community. 

This  survival  and  revival  against  seemingly 
hopeless  odds  must  be  attributed  basically  to 
qualities  of  discipline,  intelligence,  stability  and 
resiliency  of  the  population.  Irreversible  physi- 
cal and  psychologic  breakdown  did  not  occur. 
This  supports  the  conclusion  of  Professor  Hoff, 
whom  I interviewed  in  Vienna,  namely,  that  the 
ability  of  a stable  population  to  adapt  or  to  tol- 
erate physical  stress  is  almost  limitless  short  of 
physical  collapse. 

TOP  RATING  IN  THE  BIO-ECONOMIC 
SCALE  DOES  NOT  RENDER  US 
INVULNERABLE: 

As  pointed  out  by  Langer  and  Henshaw,  a 
position  in  the  highest  stage  of  the  economic 
scale  can  be  conducive  to  further  cultural  and 
economic  development.  I can  add  that  it  can  also 
make  for  an  indomitable  national  defense  based 
on  the  qualities  of  resourcefulness,  frugality, 
physical  fitness  and  motivation  which  enabled 
Washington  to  forego  the  comforts  of  his  great 
estate  to  survive  the  winter  of  Valley  Forge,  and 
to  wrest  victory  in  the  face  of  insuperable  odds. 

On  the  other  hand,  the  consequence  of  one 
phase  of  “luxus”  living  is  manifest  in  a national 
liability  of  some  4 million  hopelessly  confirmed 
alcoholics.  But  more  disintegrating  than  the  abil- 
ity to  qualify  for  physical  retirement  is  the  phy- 
chic  deterioration  of  those  who  have  benefited 
the  most  from  economic  emancipation. 

Thus,  organization,  efficiency,  and  simplifica- 
tion of  tasks  have  given  us  a mass  production 
unequalled  in  history  and  a resultant  high  stand- 
ard of  soft  living.  With  minimal  effort,  every  in- 
dividual is  guaranteed  a comfortable,  secure  ex- 
istence. Freedom  from  want  has  bene  translated 


into  the  labor  objective  of  shorter  working  hours 
and  more  pay  without  the  concomitant  require- 
ment that  there  be  an  exercise  of  initiative,  re- 
sponsibility, and  creative  effort. 

The  following  diagram  indicates  that  physical 
diasbility  and  volitional  failure  can  stem  from 
either  the  top  or  bottom  of  the  bio-economic 
scale. 

Reactions  of  American  Prisoners  of  War  in 
Korea:  The  vitiating  effects  of  lack  of  discipline, 
resourcefulness,  and  group  solidarity,  coupled 
with  indifference  or  a callous  attitude  toward 
their  comrades,  abject  helplessness  and  no  “will 
to  live”  are  said  to  have  resulted  in  the  large 
number  of  untimely  deaths  of  American  prison- 
ers of  war  in  Korea.  The  following  paragraphs" 
indicate  our  failure  to  give  our  young  men 
throughout  their  whole  period  of  education,  the 
training  and  indoctrination  to  combat  adversity, 
("Appendix  1). 

We  cannot  pass  judgement  on  the  American 
prisoners  of  war  in  Korea  unless  we  ourselves 
have  been  prisoners  of  the  Chinese  Communists. 
We  can,  however,  criticize  ourselves  for  our  own 
deficiences  and  self-imposed  imprisonment  that 
prevents  us  from  enforcing  defense  counter- 
measures. The  reactions  and  conduct  of  the 
American  prisoners  of  war  constitute  a cross- 
section  of  what  we  see  in  the  United  States  in 
our  everyday  life. 

MOTIVATION  FOR  NATIONAL  DEFENSE 
-THE  COMMUNIST  THREAT: 

The  distinction  between  the  Communist  lead- 
ers and  the  Russian  people  makes  possible  a 
more  objective  evaluation  of  the  lines  of  cleav- 
age and  areas  of  contact.  One  of  the  most  con- 
cise and  lucid  analyses  of  the  Communist  threat 
is  that  by  Edward  F.  Willett  written  in  1946. 
With  respect  to  the  Russian  people,  Mr.  Peter 
Froese  prepared  (about  1951)  an  informative 
statement  on  how  to  deal  with  the  Russian  peo- 


Obesitv 

Physical  deterioration 

“Luxus”*  +3,000 


Lack  of  motivation 

FOOD 

Calories 

Optimal 

2,700 

Marginal 

-2,400 

Loss  of  weight 
Physical  deterioration 

Apathy 

“Luxus  = Atrophy  of  the  will 

— Hypertrophy  of  the  ego 


Dystrophy  of  the  intellectual  musculature  (Remmers  and  Radler) 
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pie.  Froese  is  a Russian  Mennonite  scholar  who 
lived  in  Moscow  from  1917  to  1929.  As  a result 
of  his  opposition  to  Stalin’s  first  five-year  plan 
involving  farm  collectivization,  he  has  spent  12 
years  in  Russian  prisons  since  1928,  including  in- 
carceration in  the  infamous  Lubjanka  prison. 

Excerpts  from  the  writings  of  these  authors 
follow : 

From:  Dialetical  Materialism  and  Russian  Ob- 
jectives, by  Edward  F.  Willett. 

“The  analysis  of  the  nature  of  communism 
shows  it  to  be  a social  philosophy  which  has  for 
its  goal  the  attainment  by  violent  world-wide 
revolution  of  an  ideal  Communist  society  char- 
acterized by  the  absence  of  private  property  in 
the  means  of  production,  by  the  absence  of  clas- 
ses and  class  conflict,  and  by  the  disappearance 
of  the  state.  The  attainment  of  this  society  is  to 
be  sought  by  Communists  by  all  possible  means 
under  the  basic  philosophy  that  the  end  justi- 
fies the  means.  Communist  philosophy,  there- 
fore, obviously  contains  the  seeds  of  inevitable 
violent  conflict  between  communism  and  capi- 
talistic democracy.  So  far  as  relations  between 
Soviet  Russia  and  the  United  States  are  con- 
cerned, the  important  question  is  whether  the 
rulers  of  Soviet  Russia  are,  and  will  continue  to 
be,  adherents  to  true  Communist  philosophy. 

“The  goals  of  communism  are  a certainty;  the 
extent  to  which  Russian  leaders  have  departed 
from  these  goals  are  an  uncertainty;  their  actions 
in  the  past  have  been  in  no  way  inconsistent 
with  such  goals.  In  other  words,  we  have  to  deal 
on  the  one  hand  with  the  seeming  certainty  of 
war  if  Marxian  communism  prevails,  and  on  the 
other  hand  with  the  possibility  of  avoiding  war 
if  communism  does  not  prevail. 

“Both  of  these  considerations,  as  well  as  the 
nature  of  the  paths  by  which  war  can  possibly 
be  avoided,  point  conclusively  to  the  necessity 
of  our  maintaining  this  nation  in  a position  of 
such  impregnable  strength  that  possible  enemies 
would  regard  an  attack  upon  her  as  suicidal. 

“The  nature  of  the  specific  actions  which  must 
be  taken  in  fulfillment  of  such  a defense  program 
has  been  tremendously  complicated  by  develop- 
ments of  the  recent  war;  a discussion  of  this 
point  obviously  lies  entirely  outside  the  scope  of 
the  present  paper. 

“In  addition  to  the  vital  necessity  for  an  in- 
vincible program  of  national  defense,  and  in- 
deed as  an  inherent  part  of  such  a program,  any 


action  on  our  part  which  tends  to  strengthen  the 
economic  and  political  power  of  Soviet  Russia, 
our  only  potential  enemy  as  far  as  we  can  fore- 
see, would  seem  to  be  inexcusably  ill-advised 
and  shortsighted. 

“Those  persons  who  are  either  unfamiliar  with, 
or  willing  to  overlook,  the  philosophy  of  com- 
munism, who  ignore  the  lessons  of  history  in 
thinking  that  generous  treatment  converts  po- 
tential enemies  into  friends,  and  who  put  their 
trust  in  the  goodness  of  human  nature,  have  a 
heavy  responsibility  resting  upon  their  shoul- 
ders. 

“Efforts  to  achieve  world  peace  are  all  of  them 
efforts  in  the  right  direction  and  should  be 
whole-heartedly  supported.  However,  any  reli- 
ance upon  such  efforts  that  involves  a weakening 
of  our  own  purely  defensive  strength  invites 
only  disaster  so  long  as  a nation  with  the  ap- 
parent principles  of  Russian  communism  and  the 
tremendous  power  of  Russia  continues  to  exist." 

From:  Psychological  Factors  which  make  for 
the  Strength  or  Weakness  of  the  Soviet  System, 
by  Peter  Froese. 

‘ How  to  Deal  with  the  Russians:  As  the  Soviet 
government  endeavors  to  eliminate  all  influence 
from  outside,  it  is  very  difficult  to  establish  per- 
sonal relations  with  a Soviet  citizen.  Diplomatic 
missions,  delegations  detailed  to  attend  scien- 
tific  congresses,  etc.,  always  appear  in  groups. 
There  is  hardly  any  chance  for  a private  talk 
with  one  of  the  members.  In  Russia,  any  conver- 
sation with  a foreigner  which  has  not  been 
scheduled  by  the  authorities  is  considered  es- 
pionage and  dealt  with  as  such.  Notwithstand- 
ing all  officially  imposed  obstacles,  personal  con- 
tact with  Russian  citizens  is  not  impossible. 
Knowledge  of  the  language  and  natural  tact  ca- 
pable of  guiding  the  particular  situation  are  pre- 
requisite if  any  results  are  to  be  obtained.  In 
addition  to  a genuine  sympathetic  understanding 
of  the  Russian  people,  those  individuals  chosen 
to  deal  with  them  in  an  official  or  unofficial  ca- 
pacity, under  the  presently  prevailing  circum- 
stances or  in  the  future,  should  be  versed  in 
Russian  history,  literature  and  music  and  the) 
should  be  aware  of  any  outstanding  achieve- 
ments in  such  technical  fields,  sports,  etc.  I he 
Russian,  regardless  of  the  position  he  holds  in 
the  Soviet  regime,  loves  his  country  and  is  proud 
of  it.  Once  he  is  freed  from  artificial  stress,  he 
will  show  his  real  feelings  to  those  who  know 
his  mentality. 
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QUALITIES  OF  THE  RUSSIAN  SOLDIER: 

In  the  Russians  we  have  a people  who  repre- 
sent a combination  of  the  strength  factors  drawn 
from  both  the  bottom  and  the  top  of  our  bio-eco- 
nomic  progress  scale.*  Their  primitive  living 
conditions,  low  standard  of  living,  coupled  with 
remarkable  physical  endurance  and  ability  to 
cope  with  adversity  have  been  combined  with 
their  accelerated  industrialization  and  tremen- 

Russian Military  Menu 


dous  mechanized  war  potential. 

Let  us  examine  first  the  diet  of  Russian  sol- 
diers. It  is  adequate  in  calories  (3,500  daily  per 
man),  but  its  striking  simplicity  in  terms  of  the 
same  food  items  week  in  and  week  out,  year 
after  year,  stands  in  contrast  to  the  elaborately 
planned  menus  and  “luxus”  items  subject  to 
weekly  change  to  avoid  monotony,  that  are 
served  to  our  military  personnel. 

Daily  Navy  Ration 


Breakfast 

lbs. 

oz. 

Cereal 

% bread 

2 (cocoa 

Tea 

Ilf  meat 

( coffee 

.44  lb.  bread 

1 fruit 

4 milk 

2/f  vegetables 

1.6  butter 

Dinner 

1.6  cereals 

Rarley  soup 

0.5  cheese 

Meat 

1.6  lard 

Cereal  Rutter 

5.0  sugar 

.66  lb.  bread 

Supper 

Potatoes 

Coffee 

.44  lb.  bread 


As  required:  Flavoring  extracts, 
mustard,  pepper,  pickles,  salt, 
syrup  and  spices. 

Footnote: 

7,000  food  store  items  are  available  in 
American  markets. 


Food  Germany 

U.S. 

Italy 

Russia 

( 1951 ) 

Bread  (1  lb. ) 

20 

6 

15 

19 

Meat  (1  lb. ) 

60 

28 

118 

182 

Butter  (1  lb.) 

100 

31 

183 

373 

Eggs  (12) 

— 

22 

102 

291 

Although  data 

are 

not  available  to  ascertain 

Russia’s  position 

in  the  bio- 

economic 

scale,  it  is 

certain  from  the  above  tabulated  figures  that  the 
industrial  worker  is  at  the  bare  subsistence  level 
comparable  to  that  of  Germany  in  1948. 

Guderiaris * appraisal  of  the  qualities  of  the 
Russian  soldier  (1950):  “The  Eastern  European, 
Russian,  and  even  more,  the  Asiatic  type  of  man, 
is  extremely  primitive  in  requirements,  to  an  ex- 
tent incomprehensible  to  Western  people.  He  is 
resistant,  tenacious,  inured  to  strain  and  to  the 
hardships  of  the  continental  climate  of  Russia 
and  Asia.  With  regard  to  mental  invulnerability 
in  the  shock  of  battle,  this  type  of  man  is  supe- 

“General  Guderian  spearheaded  the  applications  of  rapid  mobil- 
ity and  encirclement  characteristic  of  tank  “blitzkrieg”  warfare. 
He  was  the  commanding  general  of  the  German  force  which 
approached  the  outskirts  of  Moscow.  An  outstanding  military 
analyst,  he  has  been  called  “the  greatest  architect  of  modem 
armored  warfare.” 

“In  the  following  table  is  the  time  in  minutes  required  for  an 
industrial  worker  in  several  countries  to  earn  cost  of  basic 
foods: 


rior  to  all  other  nations.  Seldom  is  he  panic- 
stricken.  Unlike  the  soldiers  of  the  Western  na- 
tions, he  remains  undisturbed  when  engaged  in 
his  first  battle  or  confronted  with  new  weapons. 
Frederick  the  Great  said  of  the  Russian  soldiers 
in  1760  that  one  has  to  shoot  them  twice  and 
then  push  them  over  before  they  fall  down.  In 
1941,  the  German  soldiers  had  the  same  experi- 
ence. There  was  nothing  to  shake  the  Russian 
and  Asiatic  men  and  even  if  the  greater  part  of 
their  trenches  were  taken,  the  last  defenders 
stayed  at  their  positions  until  they  were  either 
killed  or  captured  in  man-to-man  fighting.  They 
seldom  surrendered.  Whoever  had  an  opportu- 
nity to  observe  Russian  women  during  their  work 
found  them  healthy,  vigorous,  and  active.  They 
were  chaste  and  did  not  throw  themselves  away 
to  the  victors.  Much  vitality  is  hidden  in  this  gi- 
gantic people  and  it  would  be  a terrible  mistake 
to  underestimate  their  strength.” 

With  respect  to  Western  soldiership,  he  has 
this  to  say:  “An  analysis  of  the  physical  and  men- 
tal makeup  of  the  Western  Europeans  reveals  a 
confusing  manifoldness.  There  is  a variety  of 
physical  constitution  and  mental  ability  which 
doubtlessly  was  of  great  advantage  for  the  de- 
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velopment  of  Western  civilization.  In  the  hard 
times  of  emergency,  however,  in  which  unity 
and  conformity  are  necessary,  the  incongruence 
in  national  character  is  a serious  drawback.  The 
Western  Europeans  are  less  resistant  to  extrinsic 
influences  and  more  vulnerable  to  stress  than 
the  Eastern  European  people.  They  are  soft- 
ened by  a mild  maritime  climate  and  by  com- 
fortable and  well  heated  dwellings,  ample  food, 
and  good  clothing.  They  have  proved  very  sensi- 
tive when  they  were  suddenly  exposed  to  the 
hardships  of  war  in  the  East.  The  Western  Euro- 
peans can  scarcely  imagine  the  stress  imposed 
by  the  mud  of  the  Russian  fall  or  spring,  or  by 
the  biting  cold  of  the  Russian  winter;  nor  has 
the  West  any  idea  of  the  difficulties  arising  from 
the  gaps  in  the  Eastern  traffic  system  or  of  the 
poor  condition  of  roads  and  accommodation  fa- 
cilies.  Only  those  who  have  seen  Russia  know 
the  facts.  The  mental  endurance  of  the  Western 
Europeans  is  definitely  inferior  to  that  of  the 
more  primitive  Eastern  type  of  man. 

“The  physical  and  psychic  vulnerability  of  the 
Western  European  is  not  the  only  handicap  of 
the  Western  armies.  There  is  a manifoldness  of 
languages,  customs,  and  living  habits  which  is 
apt  to  render  a coalition  army  of  the  Western 
powers  a complicated  and  unelastic  organism 
paralyzed  by  the  burden  of  tradition.  The  lack 
of  uniformity  will  confront  the  responsible  gen- 
eral staff  with  unpredictable  difficulties.” 

PREVALENT  ATTITUDES  THAT  ARE 
DETERRENTS  TO  ACTION: 

Harassed  by  the  threats  and  tactics  of  Com- 
munist leaders,  which  in  turn  are  backed  up  by 
an  accelerated  war  potential,  there  is  evident 
an  escapism  from  these  challenges  wholly  for- 
eign to  American  tradition.  They  take  the  form 
of  expressions  of  overconfidence,  defeatism  or 
blatant  selfishness.  Eaxmples  of  these  attitudes 
are: 

1.  Our  country  has  made  major  contributions 
to  terminate  decisively  two  world  wars.  If  war 
strikes,  we,  as  Americans,  will  rise  to  the  occa- 
sion with  our  seemingly  limitless  resources  and 
manpower  to  overcome  any  initial  advantages  of 
an  unscrupulous  enemy. 

2.  The  nuclear  power  of  weapons  is  so  devas- 
tating that  defense  measures  involving  participa- 
tion of  the  general  population  are  of  no  avail. 
The  general  philosophy  is  that  nothing  should 
disturb  the  average  citizen’s  status  quo  — his 


right  to  a comfortable,  carefree  life.  Thus,  a 
prominent  civic  leader  and  planner  of  New  York- 
City  had  this  to  say: 

“We  shall  have  to  live  with  this  problem  some- 
how or  other.  We  are  not  going  underground. 
We  shall  not  evacuate  and  disperse.  We  shall  not 
change  our  way  of  life.  The  sane  people  of  the 
country  will  not  take  this  threat  seriously  enough 
to  support  a fantastic  national  underground  es- 
capist program,  costing  between  $20  and  $30 
billion  at  a time  when  the  insistent  demand  is 
for  retrenchment  and  economy.  A well-balanced, 
modest,  experimental,  multi-purpose  civil  de- 
fense shelter  program  under  the  right  auspices 
might  accomplish  something.  The  problem 
should  be  up  to  the  established  department  of 
defense,  which  is  supposed  to  protect  us  against 
attack  and  launch  the  counter-offensive.” 

These  statements  reflect  attitudes  which  ex- 
plain in  large  measure  why  we  have  no  adequate 
protection  in  terms  of  shelter,  supplies,  and 
trained  personnel  today.  We  have  competent 
leaders  in  our  federal  civil  defense  program,  but 
they  cannot  motivate  a population  indifferent 
and  unwilling  to  act  in  defense  matters. 

EXAMPLES  OF  MOTIVATION  AND 
ACTIONS  CONDUCIVE  TO  “ POPULA- 
TION” DEFENSE  AND  SURVIVAL  - 
THE  NEED  OF  PROTECTIVE  HARDWARE 
AND  THE  NECESSITY  FOR  APPLIED 
STATESMANSHIP: 

It  is  in  the  quality  of  a nation  like  Sweden  and 
in  individuals,  mainly  in  church  groups,  such  as 
the  Society  of  Friends,  the  Unitarian  Service 
Committee,  and  the  Mormons,  that  we  find  the 
motivation  to  enforce  protective  measures  and 
what  is  more  important,  to  apply  the  “grass- 
root”  statesmanship  which  ensures  survival  in  a 
divided  world. 

The  Leadership  of  Sweden  in  the  “ Hardware 
of  Defense ”:  To  counter  the  many  arguments 
that  coidd  be  advanced  to  show  that  “our  way 
of  life”  is  not  conducive  to  measures  that  make 
for  survival  in  a world  of  nuclear  weapons,  1 
have  presented  data  to  show  that  the  German 
population  with  pre-war  standards  of  living  and 
cultural  development  similar  to  our  own  was  in- 
deed able  to  survive  the  mass  destruction  of 
modern  warfare.  The  specter  of  fallout,  however, 
absent  in  the  German  picture,  threatens  us  with 
the  persistent  effects  of  ionizing  radiation  capa- 
ble not  only  of  sapping  the  vitality  of  a popula- 
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tion,  but  of  rendering  large  areas  of  the  earth's 
surface  uninhabitable  for  many  months.  To  this 
insidious  agent,  one  may  add  chemical  and  bio- 
logic warfare  agents.  Survival  in  the  face  of 
these  destructive  agents  demands  a change  in 
“our  way  of  life’  to  include  habitation  under- 
ground for  prolonged  periods  of  time  and  even 
relocation  of  populations. 

Positive,  realistic  steps  to  cope  with  problems 
of  defense  have  indeed  been  taken  by  a country 
with  a “way  of  life”  similar  to  our  own  and,  in 
some  respects,  better  regulated.  Sweden  initiated 
Operation  Granite  in  World  War  II  and  progress 
was  accelerated  during  the  Korean  war.  It  is 
now  a normal  part  of  Swedish  spending , plan- 
ning and  living.  In  the  rules  of  Swedish  civil  de- 
fense, every  able-bodied  Swede  between  the 
ages  of  16  and  65  in  reserve  military  duty  must 
serve  40  to  50  hours  his  first  year  in  civil  de- 
fense and  take  refresher  courses  thereafter.  For 
the  purpose  of  this  paper,  mention  is  made  of 
the  leadership  of  Sweden  as  an  introduction  to 
one  of  the  two  main  pillars  of  population  de- 
fense, namely,  “hardware.” 

The  example  of  church  groups  — applied 
statesmanship:  Again  it  is  appropriate  to  refer 
to  the  Mormons.  In  line  with  the  sacrifices  of 
their  pioneers,  the  present-day  Mormons,  about 
2 million  in  number,  perpetuate  their  great  heri- 
tage by  action  programs.  They  will  uproot  them- 
selves, for  example,  from  home,  family,  and  pros- 
perous careers  to  become  missionaries  or  non- 
paid  religious  administrators.  They  will  under- 
take any  other  assigned  task  anywhere  in  the 
world  at  the  call  of  their  leaders  and  consider 
this  sacrifice  a privilege.  Their  simple,  frugal  liv- 
ing and  abstinence  from  tobacco  and  alcohol  are 
conducive  to  exuberant  health.  “The  Mormon 
Church  manages  one  of  the  most  amazing  re- 
ligious — social  — economic  organizations  in  his- 
tory. Mormonism  is  a self-reliant  society,  which 
distributes  the  bounty  of  all  its  people  to  any 
member  in  need.  Mormons  do  not  believe  in 
government  doles.  During  the  depression  of  the 
'30s,  action  was  taken  to  do  away  with  idleness, 
to  abolish  the  evils  of  a dole  and  to  establish  in- 
dependence, industry,  thrift,  and  self-respect. 

“The  aim  of  the  church  is  to  help  people  to 
help  themselves.”  There  is  freedom  from  want 
in  a chain  of  farms,  storehouses  and  granaries 
that  keep  on  hand,  together  with  what  is  stored 
by  each  family,  enough  food  and  clothing  to  sup- 
ply every  Mormon  for  a full  year. 


“Willingness  to  give,  love  for  fellowman,  sym- 
pathy for  woe,  misery,  and  want,  service  to  and 
for  others,  are  urged  to  the  point  of  command, 
the  very  characteristics  of  human  behavior  in- 
deed that  made  for  survival  of  prisoners  in 
Korea. 

“We  claim  no  monopoly  on  the  virtues  which 
have  made  our  achievement  possible.  These  vir- 
tues have  been  the  common  heritage  of  every 
pioneer  out-thrusting  in  America.  Save  perhaps 
in  degree,  our  experience  has  been  the  experi- 
ence of  all  the  pioneers  of  Western  America. 
None  were  subsidized,  none  had  easy  money, 
none  either  asked  for  or  received  government 
gratuities.  Had  they  waited  for  these,  indeed  had 
they  got  them,  America  would  never  have  been 
built.” 

The  Religion  of  Defense:  The  principles  which 
made  for  the  survival  and  growth  of  a great 
church  are  no  different  from  those  required  for 
national  survival  in  an  age  threatened  by  nuclear 
warfare.  The  core  of  “population”  defense  is 
preparation  to  meet  any  eventuality.  It  requires 
vigilance,  discipline,  physical  fitness  and  the 
bond  of  comradeship. 

With  respect  to  the  military,  a prime  lesson 
learned  from  war  is  that  the  best  fighting  men 
are  those  free  of  disease,  exemplary  in  appear- 
ance, and  who  maintain  high  standards  of  per- 
sonal hygiene.  The  military  attitude  cannot  be 
defeatist  as  expressed  by  the  previously  outlined 
deterrents  to  action.  Neither  can  we  give  in  to 
the  despondency  expressed  in  the  poignant  verse 
of  Sophocles  embodied  in  the  aura  of  death  of 
one  of  America’s  great  men,  James  M.  Forrestal: 

When  Reasons  Day 

Sets  rayless— joyless— quenched  in  cold  decay 

Retter  to  die  and  sleep 

the  never  waking  sleep,  than  linger  on 

and  dare  to  live,  when  the  soid’s 

life  is  gone. 

As  doctors  of  medicine,  we  are  concerned  not 
with  the  building  of  a “Great  Wall  of  China”  or 
of  a Maginot  Line,  but  rather  in  the  application 
of  those  principles  of  preventive  medicine  which 
render  men  fit  for  duty  rather  than  for  retire- 
ment. By  selection  and  training  of  individuals, 
we  can  eliminate  the  problem  of  disease  in  spe- 
cial groups.  For  the  general  population,  we  can 
provide  definite  first  aid  measures  and  support 
basic  training  which  render  individuals  inde- 
pendent of  outside  help. 
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APPENDIX  I 

The  following  material  by  Eugene  Kinkead 
in  the  Oct.  26,  1957  issue  of  the  New  Yorker, 
gives  a detailed  account  of  the  reactions  of 
American  prisoners  of  war  in  Korea: 

“In  every  war  but  one  that  the  U.S.  has  fought, 
the  conduct  of  those  of  its  service  men  who  were 
held  in  enemy  prison  camps  presented  no  un- 
foreseen problems  to  the  armed  forces  and  gave 
rise  to  no  particular  concern  in  the  country  as 
a whole.  In  some  of  those  camps  — among  them 
British  camps  duirng  the  Revolution,  both  Union 
and  Confederate  camps  during  the  Civil  War, 
and  Japanese  camps  during  World  War  II  — 
our  men  were  grievously  treated,  and  fell  victim 
to  starvation  and  disease,  yet  there  was  no 
wholesale  breakdown  of  morale  or  wholesale 
collaboration  with  the  captors.  Moreover,  what- 
ever the  rigors  of  the  camps,  in  every  war  but 
one,  a respectable  number  of  prisoners  managed, 
through  ingenuity,  daring,  and  plain  good  luck, 
to  escape.  The  exception  was  the  Korean  war. 
As  everybody  knows,  21  of  the  Americans  cap- 
tured as  members  of  the  United  Nations  forces 
decided  to  remain  with  the  enemy  — the  only 
time  in  history  that  American  captives  have 
chosen  not  to  return  home  because  they  pre- 
ferred the  enemy’s  form  of  government  to  our 
own.  What  was  even  more  shocking  — for,  after 
all,  the  21  men  could  be  regarded  as  ideological 
cranks  — was  the  fact  that  roughly  one  out  of 
every  three  American  prisoners  in  Korea  was 
guilty  of  some  sort  of  collaboration  with  the  en- 
emy, ranging  from  such  serious  offenses  as  writ- 
ing anti-American  propaganda  and  informing  on 
comrades  to  the  relatively  innocuous  one  of 
broadcasting  Christmas  greetings  home,  and 
thereby  putting  the  Communists  in  a favorable 
light,  because  such  broadcasts  had  to  include  a 
report  of  good  treatment  at  their  hands.  Then, 
when  the  war  ended  and  the  prisoners  began  to 
return,  it  became  clear  that  some  of  them  had 
behaved  brutally  to  their  fellow-prisoners,  and 
for  a time  the  newspapers  carried  reports  of 
grisly  incidents  in  the  prison  camps,  including 
the  murder  of  Americans  by  other  Americans. 
Furthermore,  during  the  entire  Korean  conflict, 
not  one  of  our  men  escaped  from  a prison  camp. 


And,  finally,  to  mention  another  calamity  that 
might  not,  on  the  face  of  it,  seem  to  point  to  any 
moral  or  disciplinary  weakness  among  the  pris- 
oners, 38  per  cent  of  them  — 2,730  out  of  a total 
of  7,190  — died  in  captivity.  This  was  a higher 
prisoner  death  rate  than  that  in  any  of  our  pre- 
vious wars,  including  the  Revolution,  in  which 
it  is  estimated  to  have  been  about  33  per  cent. 

“The  death  rate  among  American  prisoners,  I 
know,  was  highest  in  the  early  days  of  the  war— 
of  the  2,634  army  captives  who  died,  99%  per 
cent  died  in  the  first  year  — and  I had,  of  course, 
heard  that  the  army  felt  the  deaths  to  be  the  re- 
sult less  of  Communist  maltreatment  than  of  the 
shortcomings  of  our  own  men.  After  capture, 
many  of  the  men  appeared  to  lose  all  sense  of 
allegiance  not  only  to  their  country,  but  to  their 
fellow-prisoners  — a lapse  that  psychologists 
have  accounted  for,  in  part,  by  the  fact  that  all 
prisoners  are  initially  in  a state  of  shock.  ‘While 
this  may  be  an  explanation,  it  is  not  an  excuse, 
and  the  army  does  not  consider  it  one’  I had 
been  told. 

“Now  Major  Anderson  bore  out  what  I had 
heard.  ‘It  is  a sad  fact,  but  it  is  a fact,  that  the 
men  who  were  captured  in  large  groups  early 
in  the  war  often  became  unmanageable’  he  said. 
‘They  refused  to  obey  orders,  and  they  cursed 
and  sometimes  struck  officers  who  tried  to  en- 
force orders.  Naturally,  the  chaos  was  encour- 
aged by  the  Communists,  who  told  the  captives 
immediately  after  they  were  taken  that  rank  no 
longer  existed  among  them  — that  they  were  all 
as  simple  prisoners  of  war  released  from  capital- 
istic bondage.  At  first,  the  badly  wounded  suf- 
fered most.  On  the  marches  back  from  the  line 
to  the  temporary  holding  camps,  casualties  on 
litters  were  often  callously  abandoned  beside  the 
road.  Able-bodied  prisoners  refused  to  carry 
them,  even  when  their  officers  commanded  them 
to  do  so.  If  a Communist  guard  ordered  a litter, 
our  men  obeyed;  otherwise  the  wounded  were 
left  to  die.  On  the  march,  in  the  temporary 
camps,  and  in  the  permanent  ones,  the  strong 
regularly  took  food  from  the  weak.  I here  was 
no  discipline  to  prevent  it.  Many  men  were  sick, 
and  these  men,  instead  of  being  helped  and 
nursed  by  the  others,  were  ignored,  or  worse. 
Dysentery  was  common,  and  it  made  some  men 
too  weak  to  walk.  On  winter  nights,  helpless  men 
with  dysentery  were  rolled  outside  the  huts  by 
their  comrades,  and  left  to  die  in  the  cold.' 
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“What  struck  Major  Anderson  most  forcibly 
was  the  almost  universal  inability  of  the  prison- 
ers to  adjust  to  a primitive  situation.  ‘They  lacked 
the  old  Yankee  resourcefulness’  he  said.  ‘This 
was  partly  — but  only  partly,  I believe  — the  re- 
sult of  the  psychic  shock  of  being  captured.  It 
was  also,  I think,  the  result  of  some  new  failure 
in  the  childhood  and  adolescent  training  of  our 
young  men  — a new  softness.’  For  a matter  of 
months  — until  about  April  1951,  Anderson  said 
— most  prisoners  displayed  signs  of  shock,  re- 
maining within  little  shells  they  had  created  to 
protect  them  from  reality.  There  was  practically 
no  communication  among  the  men,  and  most  of 
them  withdrew  into  a life  of  inactivity.  In  fact, 
very  few  seemed  to  be  interested  even  in  pro- 
viding themselves  with  the  basic  necessities  of 
food,  warmth,  and  shelter.  The  Chinese  some- 
times gave  prisoners  a chance  to  go  up  into  the 
nearby  hills  and  bring  down  firewood,  but  the 
men  were  too  lethargic  to  do  it.  The  whole  rou- 
tine of  army  life  collapsed.  One  prisoner  could 
not  challenge  another  to  act  like  a soldier,  be- 
cause too  often  the  other  man  would  say  he 
wasn’t  a soldier  any  more.  As  Anderson  and  an- 
other doctor  made  their  daily  rounds,  the  one 
way  they  could  even  begin  to  arolise  a sense  of 
responsibility  in  the  men  was  by  urging  them 
to  act  not  like  soldiers,  but  like  human  beings  — 
to  wash  once  in  a while,  to  keep  their  clothes 
and  their  quarters  moderately  clean,  and  to  lend 
each  other  a hand  sometimes.  This  very  weak 
plea,  Anderson  said,  was  the  only  one  to  which 
there  was  any  response  at  all.  The  prisoners’  at- 
titude was  not,  “What  can  I do  to  help  myself?’’ 
but  “What  can  be  done  to  help  me?” 

By  contrast,  the  Turks:  “The  Turks,  Colonel 
Perry  said,  provided  a spectacular  example  of 
mass  resistance  to  psychological  pressure,  and 
of  other  kinds  of  resistance  as  well.  Two  hun- 
dred and  twenty-nine  Turkish  soldiers  were  cap- 
tured during  the  war,  and  they  withstood  indoc- 
trination almost  100  per  cent.  The  secret  of  this 
achievement  was  discipline  and  organization, 
the  colonel  declared.  In  prison,  the  Turks  main- 
tained their  chain  of  command  unbroken,  and 
were  able  to  present  a completely  united  front 
to  all  pressure.  To  illustrate  this,  the  colonel  read 
to  me  part  of  a Turkish  officer’s  account  of  his 
prison  experience,  given  to  one  of  our  interroga- 
tors, ‘I  told  the  Chinese  commander  of  the  camp 
that  I was  in  charge  of  my  group’  the  Turkish 
officer  said.  ‘If  he  wanted  anything  done,  he  was 


to  come  to  me,  and  I would  see  that  it  was  done. 
If  he  removed  me,  the  responsibility  would  fall 
not  on  him,  but  on  the  man  next  below  me,  and 
after  that  on  the  man  below  him.  And  so  on, 
down  through  the  ranks,  until  there  were  only 
two  privates  left.  Then  the  senior  private  would 
be  in  charge.  They  could  kill  us,  I told  him,  but 
they  couldn’t  make  us  do  what  we  didn’t  want 
to  do.  Discipline  was  our  salvation,  and  we  all 
knew  it. 

“Turkish  discipline  led  to  another  magnificent 
achievement,  the  colonel  went  on.  Though  al- 
most half  of  the  229  Turkish  prisoners  were 
wounded  when  they  were  captured,  not  one  died 
in  prison.  ‘It  is  a remarkable  record,’  Colonel 
Terry  said,  ‘and  all  the  more  so  by  comparison 
with  our  own.  At  Death  Valley,  one  of  the  tem- 
porary prison  camps  established  by  the  North 
Korean  Communists  in  the  early  days  of  the 
war,  where  the  sick  and  wounded  poured  in  for 
weeks  in  a ghastly  stream,  the  Turks  lost  not  a 
single  man  out  of  110,  while  we  lost  400  to  800 
out  of  1,500  to  1,800.  When  a Turk  got  sick,  the 
rest  nursed  him  back  to  health.  If  a sick  Turk 
was  ordered  to  the  hospital,  two  well  Turks  went 
along.  They  ministered  to  him  hand  and  foot 
while  he  was  there,  and  when  he  was  discharged, 
they  carried  him  back  to  the  compound.  The 
Turks  all  shared  their  clothing  and  their  food 
equally.  When  the  Communists  did  the  cooking 
for  the  camp,  two  Turks  were  dispatched  to 
bring  back  food  for  the  group,  and  it  was  divid- 
ed in  equal  portions  down  to  the  last  morsel. 
There  was  no  hogging,  no  rule  of  dog  eat  dog.’  ” 

APPENDIX  II 

SPECIFIC  EXAMPLES  OF  HEALTH  AND 
WELFARE  MEASURES  APPLICABLE 
IN  HANDLING  EMERGENCIES: 

a.  Fitness  of  the  Older  Individual  and  His  Role 
in  the  Nuclear  Age:  Pointed  out  in  the  text  of 
this  paper  was  the  fact  that  there  was  a marked 
decrease  in  cardiovascular  disease,  diabetes  and 
other  chronic  metabolic  derangements  in  popu- 
lations subsisting  on  restricted  diets.  In  Norway, 
during  the  war,  for  example,  there  was  a con- 
siderable decline  in  the  consumption  of  meat  and 
meat  products,  whole  milk,  cream,  margarine 
and  other  fats  (but  not  butter),  cheese,  eggs, 
fruit  and  berries,  sugar,  and  coffee.  On  the  other 
hand,  there  was  a rise  in  the  consumption  of  fish, 
skimmed  milk,  cereals,  potatoes  and  vegetables. 
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The  average  calorie  content  of  the  food  eaten 
fell  from  3,470  per  man  per  day  in  1936  — 37  to 
2,850  in  1942  — 45.  This  led  to  widespread  loss 
of  weight.  The  caloric  reduction  was  chiefly  in 
the  fat  component,  which  fell  from  159  to  71  g. 
per  day;  and  the  cholesterol  content  was  reduced 
accordingly.  The  average  protein  content  of  the 
diet  fell  from  115  to  93  g.  per  day,  while  the  con- 
sumption of  carbohydrates  rose  from  395  to  429 
g.  There  was  a 20  per  cent  reduction  in  mortality 
during  the  war  from  cardiovascular  disease.  This 
was  followed  by  a rise  to  the  pre-war  level  when 
the  usual  diet  was  resumed.  The  mortality  curve 
was  aligned  with  the  fat  consumption  curve. 

Although  in  lower  animals  atherosclerosis  does 
not  develop  except  in  association  with  high  blood 
lipid  levels,  in  man  peripheral  atherosclerosis  may 
not  involve  coronary  arteries  and  it  is  not  al- 
ways associated  with  elevated  blood  lipid  levels. 
Nevertheless,  measures  which  lower  blood  lipid 
levels  can  be  part  of  a regimen  making  for  dras- 
tic improvement  in  physical  fitness.  As  an  ex- 
ample, let  us  survey  the  results  of  an  experiment 
on  an  older  officer  whose  excess  fat  comprised 
about  33  per  cent  of  his  body  weight  and  whose 
blood  lipid  levels  were  abnormally  high.  He  was 
first  given  a free  choice  diet  restricted  in  calories 


and  then  a formula  type  diet  composed  essen- 
ially  of  milk  powder,  corn  oil,  and  carbohydrate. 
For  exercise  he  was  given  a daily  task  perform- 
ance of  one  hour  duration  which  consisted  of 
moving  concrete  slabs  to  form  a mockup  shelter 
and  of  a swim  in  San  Francisco  Bay. 

Over  a period  of  six  months,  the  subject  lost 
36  pounds  in  weight  and  attained  a high  degree 
of  fitness.  His  initially  high  blood  lipoprotein 
values  were  lowered  to  levels  associated  with 
those  of  groups  of  individuals  less  likely  to  de- 
velop coronary  occlusion.  The  monotonous  milk 
powder  formula  diet  was  well  tolerated  and  the 
benefits  were  those  which  accrue  from  a Sippy 
regime. 

The  beneficial  effect  of  exercise  was  reflected 
in  the  ability  of  the  subject  to  engage  in  strenu- 
ous activity  such  as  would  be  demanded  in 
emergencies. 

The  blood  pressure  and  pulse  rate  observations 
were  also  consistent  with  the  improved  state  of 
physical  fitness.  The  obvious  benefit  derived 
from  the  exercise-dietary  regimen  was  a loss  of 
weight  (36  pounds)  which  was  mostly  fat.  The 
following  tabular  data  reflect  these  beneficial 
changes. 


LIPOPROTEIN  PATTERNS  AND  OF  A MAN,  AGE  53,  IN  RELATION 

ATHEROGENIC  INDEX  (A.  1.)  DIETARY  REGULATION 


W 


Diet 

Date 

S 0-12 

f 

S 12  - 400 

f 

A.7. 

k 

& 

mg.  per  cent 

mg.  per  cent 

Free  Choice 

12/20/55 

414 

460 

122 

101.5 

(223  lb) 

Calories 

12/23/55  to 

501 

178 

73 

86.4 

Restricted 

6/7/56 

(190  lb) 

Corn  Oil 

6/21  to 

262 

155 

53 

84.4 

Milk  Powder 

6/29 

(186  lb) 

Butter  Fat 

6/29  to 

350 

288 

85 

84.1 

Milk  Powder 

7/6 

Fat-Free 

10/8  to 

316 

412 

124 

86.5 

Milk  Powder 

10/16 

Protein-Fat 

11/5  to 

673 

231 

108 

83.0 

( Meat  Bars ) 

11/12 

( 183  pound: 
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Weight 


CHANGES  IN  BODY  COMPOSITION 

December  1955  June  1956 


kg 

101.5  (223  lb) 

84.4  ( 186  pounds ) 

Fat-Free  W 

kg 

69.9 

66.4 

T.  B.  Water 

kg 

49.6 

47.5 

T.  B.  Density 

1.035 

1.053 

PULSE  RATE  AND  BLOOD  PRESSURE 

12/27  minus  3/30 

4/4  minus  6/7 

10/8  minus  11/19 

Pulse  Rate 

56.5  plus  minus  5.8 

59  plus  minus  5.5 

50.5  plus  minus  2.6 

Sys.  B.  P. 

128  plus  minus  5.6 

119  plus  minus  6.1 

118  plus  minus  4.1 

Diast.  B.  P. 

81  plus  minus  7.4 

74  plus  minus  5.9 

75  plus  minus  4.0 

( N equals  58 ) 

( N equals  29 ) 

( N equals  24 ) 

This  example  of  reconditioning  an  older  man 
can  be  carried  out  on  a large  scale  and  is  in  fact 
underway  in  modified  form  in  the  air  force  med- 
ical program. 

The  purpose  of  such  program  is  to  prepare 
older  men  past  the  “family  age”  for  strenuous 
duty,  especially  in  radiation  fields,  should  nucle- 
ar weapons  be  detonated.  The  present  stringent 
maximum  permissible  doses  (0.1  r per  week)  in 
response  to  the  weighty  arguments  of  the  geneti- 
cists makes  it  mandatory  that  older  men  be  made 
expendable.  This  reversal  of  a basic  military 
concept  is  feasible  because  of  present  day  mech- 
anization and  possible  if  the  older  men  maintain 
a state  of  exceptional  fitness. 

h.  The  prevention  of  injury  affords  the  great- 
est promise  of  reducing  the  tremendous  disabil- 
ity and  loss  of  life  brought  about  by  carelessness 
and  disregard  for  safety.  If  fatalities  from  acci- 
dents could  have  been  eliminated  in  1939  to 
1941,  the  average  life  length  of  white  males 
would  have  been  increased  by  1.9  years.  Among 
white  males,  accident  fatalities  cost  more  lives 
than  cancer.  Nearly  40  per  cent  of  all  deaths  be- 
low 19  years  of  age  are  due  to  accidents.  With 
reference  to  motor  vehicle  accidents,  some  30,000 
to  40,000  people  are  killed  each  year  and  about 
one  million  injured.  The  economic  loss  from 
these  accidents  is  of  the  order  of  $2.5  billion. 
Some  20  per  cent  of  deaths  between  the  ages  of 
20  and  50  are  due  to  motor  vehicle  accidents. 

It  appears  that  the  majority  of  deaths  and  in- 


juries from  automobile  crashes  can  be  prevented 
by  the  use  of  safety  harness  and  “built-in”  ma- 
terial to  absorb  the  energy  of  the  crash  impact. 
One  such  energy  absorbing  substance  is  poly- 
styrene. 

The  engineer  and  the  doctor  working  together 
could  reduce,  if  not  practically  eliminate  the 
gruesome,  disabling  injuries  which  take  their 
toll  largely  of  young  adults.  The  effort,  resource- 
fulness, and  regulations  required  to  eliminate 
these  accidents  call  for  the  same  kind  of  prep- 
aration demanded  to  handle  emergency  situa- 
tions. 

With  respect  to  the  care  of  the  injured,  every 
automobile  should  have  a first  aid  kit.  Every 
home  should  have  emergency  medical  supplies 
for  treatment  of  wounds,  burns  and  fractures. 
Instructions  in  definitive  first  aid  care  is  a re- 
sponsibility of  the  physician,  but  it  must  be  car- 
ded out  on  a vastly  larger  scale  than  heretofore 
envisioned. 

c.  With  reference  to  the  shelter,  it  is  possible 
for  each  home  owner  to  develop  this  kind  of 
protection  certainly  against  fall-out  and  fire,  and 
to  some  degree  against  blast.  Such  home  shelters 
would  be  utilized  by  members  of  the  family  as 
a recreation  room,  and  storage  compartment  for 
food,  water,  and  emergency  medical  supplies. 
These  are  some  samples  of  what  can  be  done 
that  would  make  for  better,  safer  living  in  peace- 
time, and  prepare  us  in  some  degree  to  handle 
emergency  situations. 
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APPENDIX  III 

UTILITARIAN  PRINCIPLE  IN  UNDER- 
GROUND SHELTERS  - EXAMPLE  OF 
THE  EFFORTS  OF  A SINGLE  INDIVIDUAL 
TAKEN  IN  1949 

Subject:  A Practical  Plan  to  Incorporate  Civilian 

Defense  and  First  Aid  Facilities  into  Under- 
ground Garages 

Introduction:  It  is  agreed  that  barriers  or  shel- 
ters of  earth,  concrete  or  other  materials,  if  of 
sufficient  thickness,  will  protect  against  the 
blast,  ionizing  radiation  and  thermal  effects  of 
an  atomic  bomb.  Yet  such  structures,  valuable  as 
they  may  be  from  the  standpoint  of  national  de- 
fense, and  built  in  preparation  for  a possible 
emergency,  could  beocme  costly  white  elephants 
with  little  more  immediate  value  than  the  Great 
Wall  of  China. 

To  combine  the  far-reaching  long-range  ob- 
jectives of  national  civilian  defense  with  an  im- 
mediate urgent  need  of  municipalities  to  solve 
their  automobile  parking  problems  is  the  basic 
proposal  incorporated  in  this  outline.  To  go  un- 
derground is  to  obtain  the  best  protection  against 
the  modern  weapons  of  warfare.  This  was  proved 
by  the  effectiveness  of  the  London  and  Berlin 
subways  and  the  basement  dwellings  of  World 
War  II.  Yet,  ironically,  major  developments  are 
underway  in  our  cities  to  provide  underground 
garages  similar  to  the  Union  Square  Garage  in 
San  Francisco  without  any  consideration  by  the 
federal  government  to  incorporate  such  defense 
measures  into  this  construction  as  to  provide  for 
the  shelter,  treatment  and  mass  feeding  of  ci- 
vilian casualties  in  war-time. 

Discussion:  It  is  proposed,  therefore,  that  all 
underground  construction,  and  specifically  that 
which  is  built  for  automobile  parking,  be  super- 
vised, and  where  necessary,  supported  by  the 
federal  government  to  incorporate  the  defense 
1 measures  against  atomic  bombs  and  other  types 
of  destructive  agents. 

Essentially,  there  would  be  available  in  peace- 
1 time,  underground  garages  to  relieve  the  auto- 
mobile parking  congestion  of  cities  and  at  the 
same  time  serve  as  emergency  casualty  stations 
with  stockpiles  of  medical  and  food  supplies  that 
could  be  kept  in  A-l  condition  by  continual 
turnover. 

Conclusion:  In  outline,  the  following  primary 
objectives  would  be  aimed  at  or  accomplished: 
(a)  Relief  of  traffic  congestion  by  the  creation 


of  self-supporting  underground  parking  facilities, 
(b)  Incorporation  of  protective  features  in  the 
construction  of  these  facilities  that  are  essential 
in  war-time,  (c)  Utilization  of  these  facilities  in 
peacetime  as  centrally  located,  easily  accessible 
emergency  hospitals,  (d)  Habituation  of  civili- 
ans in  the  procedure  of  going  underground  and 
preparation  psychologically  for  the  type  of  de- 
fense measures  and  restrictions  of  war-time,  (e) 
Headquarters  for  training  of  civilian  defense 
personnel  and  storage  of  equipment. 

HERBERT  A.  BEHNKE 

* First  publication,  March  9,  1949 

* Submitted  to  81st  congress,  armed  services  and 

public  works  committees. 

* Incorporated  in  house  joint  resolution  369  and 

introduced  Oct.  4,  1949,  by  Representative 
McDonough  and  printed  in  the  Congressional 
Record,  Oct.  5,  1949. 

* Referred  by  Chairman  Karl  Vinson  to  house 

committee  on  armed  services. 

“Endorsed  and  approved  by  the  secretary  of 
defense,  June  1950. 

“Presented  to  Dr.  John  R.  Steelman,  Nov.  9, 
1949,  secretary  to  the  President  of  the  United 
States. 

“Incorporated  and  made  a part  of  civilian  de- 
fense bill  approved  by  81st  congress,  Jan.  1, 
1951. 

APPENDIX  IV 

LEADERSHIP  - EXAMPLE  OF,  IN  THE 
DEFENSE  OF  BERLIN  AGAINST  THE 
RUSSIAN  ONSLAUGHT,  1945: 

“Around  him  and  behind,  all  hope  seemed  to 
have  gone.  On  the  roads  — retreat,  rout,  panic; 
the  sad  stream  of  refugees,  the  struggling  re- 
mains of  a defeated  army.  Ahead,  a triumphant 
enemy  surging  on  through  a ‘defense’  that  was 
broken  and  numb.  To  his  rear,  capricious  and 
hysterical  leaders  whose  plans  were  fantasy;  a 
commissariat  whose  stores  and  armories  were 
empty. 

“From  this  slough  of  moral  and  material  pe- 
nury, he  had  to  stop  the  Russians.  There  was 
only  one  thing  to  do.  He  must  himself  turn  fan- 
tasy into  a weapon;  create,  on  his  side  of  the 
front  through  sheer  will  and  example,  a resistant 
force,  by  recruiting  and  inspiring  every  man  and 
woman  who  came  his  way  able  to  use  rifle  or 
shovel,  and  on  the  enemy  side,  produce  an  illu- 
sion of  strength  by  immediately  taking  the  of- 
fensive, by  attacking  all  the  time  here,  there,  and 
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everywhere  and  chopping  off  the  heads  of  the 
Russian  columns  as  they  appeared. 

“His  second  step  was  to  enlist  not  only  the 
labor  of  the  civilians,  but  also  their  enthusiasm. 
He  did  not  say  to  the  mayor  and  party  officials: 
‘Get  the  people  out  with  pick  and  shovel’;  he 
said:  ‘Go  out  yourself  with  pick  and  shovel,  and 


the  people  will  go  with  you.  By  the  second  day, 
the  population  believed  — because  he  had  told 
them  and  shown  them  — that  they  could  save 
Germany,  that  upon  them  the  safety  of  their 
friends  and  relatives  in  the  rear  depended,  that 
they  were  the  rock  against  which  the  Russian 
wave  would  break.’’ 


Vol  16,  No.  3 


Arizona  Medicine 


211 


(E^Jitorial  <Secfi’oM 


ARIZONA  MEDICINE 

Journal  of 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 


VOL.  16  MARCH,  1959  NO.  3 


Darwin  W.  Neubauer,  M.D Editor,  Tucson 

Louis  G.  Jekel,  M.D Assistant  Editor,  Phoenix 

EDITORIAL  BOARD 

Andre  J.  Bruwer,  M.D Tucson 

Michael  Carreras,  M.D Med.  Soc.  U.S.  & Mexico 

R.  Lee  Foster,  M.D Phoenix 

William  H.  Oatway,  Jr.  M.D Tucson 

Clarence  L.  Robbins,  M.D Tucson 

Leslie  B.  Smith,  M.D Phoenix 

Elmer  E.  Yoeman,  M.D Tucson 

ASSOCIATE  EDITORS 

C.  Thomas  Read,  M.D Chest  Surgery 

Charles  W.  Elkins,  M.D Neurosurgery 

Paul  L.  Singer,  M.D Genito-Urinary 

Roger  F.  White,  M.D Pediatrics 

Gerd  Schloss,  M.D Pathology 

Robert  Lacock,  M.D Ob-Gyn. 

Donald  N.  McLeod,  M.D Gen.  Practice 

Alvin  L.  Swenson,  M.D Orthopedics 

William  B.  McGrath,  M.D Neuropsychiatry 

L.  D.  Sprague,  M.D Medical  Economics 

REPORTERS 

Jesse  D.  Hamer,  M.D. . American  Medical  Assoc,  and  Legislation 
Walter  T.  Ilileman,  M.D.,.  .House  of  Delegates  and  Council  Action 

W.  R.  Manning,  M.D Annual  Meetings 

Mrs.  Juan  Fonseca  Women’s  Auxiliary 

Howell  S.  Randolph,  M.D Historical 

Nelson  C.  Bledsoe,  M.  D Historical 

COMMITTEE  ON  PUBLISHING 

Darwin  W.  Neubauer,  M.D.,  Chairman Tucson 

R.  Lee  Foster,  M.D Phoenix 

Frederick  W.  Knight,  M.D Safford 

C.  L.  Robbins,  M.D Tucson 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 
J.  N.  McMEEKIN,  Publisher  and  Business  Manager, 
801  N.  1st  Street,  Phoenix,  Arizona 
Eastern  Representative 
A.  J.  JACKSON,  President 
State  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 


CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  TOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  ' 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


MEDICARE 

By  Paul  B.  Jarrett,  M.D. 

1 T COSTS  a tremendous  amount  of  money  to 
train  a modern  military  technician,  and  the 
armed  services  soon  found  that  most  of  this 
investment  was  benefiting  private  industry  when 
the  enlisted  man  refused  to  sign  up  for  another 
hitch.  In  investigating  the  causes  for  dissatisfac- 
tion, it  was  found  that  insufficient  fringe  bene- 
fits existed  to  compensate  for  the  shrinkage  in 
the  purchasing  power  of  the  pay  envelope.  Medi- 
cal care  existed  as  a fringe  benefit  only  if  the 
installation  commander  concluded  he  had  the 
facilities,  and  then  there  seemed  to  be  no  great 
and  burning  desire  on  the  part  of  numerous 
drafted  and  disgruntled  young  medics  to  com- 
pete with  their  professional  comrades-in-arms 
in  rendering  the  most  prompt  and  personal  serv- 
ice. A sergeant’s  wife  might  wait  for  hours  in 
a cold  and  drafty  hall  for  a routine  pre-partum 
check  to  find  that  five  o’clock  had  arrived  and 
she  should  return  tomorrow.  Since  salary  was 
independent  of  desire  or  ability  to  please,  this 
was  indeed  a socialistic  form  of  captive  patient 
(and  doctor  too,  in  the  case  of  the  drafted  or 
draft-threatened  “volunteer”  doctor. ) The  ser- 
geant’s wife  had  no  assurance  that  the  doctor 
who  saw  her  pre-partum  would  be  in  attendance 
at  her  delivery,  or  that  he  had  any  special  skill 
or  interest  in  obstetrics  for  that  matter. 

The  consequences  of  these  and  other  situa- 
tions resolved  the  congress  to  increase  fringe 
benefits,  and  since  private  medical  care  for  de- 
pendents seemed  to  be  an  important  feature  in 
influencing  re-enlistments,  the  “Medicare”  pro- 
gram was  enacted  and  became  the  law  of  the 
land  in  short  order  and  without  conferring  with 
national  medical  leaders.  The  original  program 
reminds  us  of  the  song,  “C’mon-a-my  house,  I’m- 
a-gonna  geeve-a-you  every  a-theeng!  The 
trouble  was  that  no  one  knew  what  “every-a- 
theeng”  was  going  to  cost,  especial 1\  when  the 
defense  department  had  to  negotiate  fee  sched- 
ules for  each  and  every  state  and  territory.  The 
theory  behind  this  was  that  an  M.  D.  in  Phila- 
delphia, for  example,  who  had  a neighborhood 
practice  and  office  in  his  home  might  have  a 
lower  overhead  than  a doctor  in  Arizona  who  by 


^ORATORIES,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


214 


Arizona  Medicine 


custom,  offices  in  a medical  building,  and  there- 
fore requires  higher  fees. 

The  Fee  Schedule 

Those  of  us  who  negotiated  the  fee  schedule 
in  Washington  had  very  little  time  to  work  on 
it  before  presenting  our  case  to  the  defense 
department  team,  and  were  in  the  unenviable 
position  of  dickering  for  something  we  really 
weren’t  sure  we  wanted.  To  refuse  to  co-operate 
with  the  law  of  the  land  smacked  of  un-Ameri- 
canism especially  when  we  had  been  complain- 
ing that  drafting  doctors  to  take  care  of  civilians 
was  socialized  medicine.  To  insist  that  this  pro- 
gram was  likewise  socialized  medicine  had  us 
talking  out  of  both  sides  of  our  mouths;  we 
didn’t  like  it  when  the  military  took  care  of 
civilians,  and  we  didn’t  like  it  when  civilians 
took  care  of  civilians  under  military  auspices. 
As  a matter  of  fact,  we  didn’t  like  anything  until 
we  negotiated  a good  fee  schedule. 

The  importance  of  this  fee  schedule  was  not 
to  be  underestimated  because  whether  we 
wanted  to  take  care  of  enlisted  men’s  dependents 
on  a basic  service  schedule  or  not,  this  fee  sched- 
le  would  be  used  as  a precedent  and  a unity 
basis  for  every  other  program  to  be  forthcoming, 
both  governmental  and  private.  We  had  some 
reason  to  believe  that  this  was  only  the  be- 
ginning of  this  sort  of  thing,  and  still  believe  it, 
although  not  happily. 

The  fee  schedule  agreed  upon  was  supposed 
to  be  a maximum  fee  schedule,  the  doctor  was 
to  bill  his  usual  fee  in  cases  where  his  usual  fee 
was  less,  but  this  was  like  handing  Uncle  Lush- 
well  a martini  and  saying,  “Only  the  olive,  mind 
you!’’  The  schedule  was  actually  a generous 
one,  the  best  of  any  state,  topping  California  by 
10  cents  a unit.  Some  of  our  members  took  a 
look  at  the  schedule  and  concluded  the  mil- 
lenium  had  arrived  and  that  they  had  been 
handed  a carte-blanche  to  recover  their  taxes 
and  then  some.  In  co-operation  with  their  part- 
ners they  consulted  with  each  other  on  every 
case.  They  gave  anesthetics  for  each  others’  T&As 
and  then  consulted  to  determine  if  the  young- 
ster could  stand  the  anesthetic.  Some  did  their 
own  Pap  smears  and  X-ray  work  or  in  co- 
operation with  an  associate,  did  routine  pre- 
and  post-partum  cervical  smears,  routine  X-ray 
pelvimetry  on  all  pregnancies.  Some  had  rela- 
tions in  the  drug  business  and  the  high-powered 
pre-natal  vitamins  and  minerals  prescribed 
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boosted  the  cost  of  a pregnancy  by  another  “C” 
note.  We  were  likewise  amazed  to  discover  that 
nearly  every  dependent  in  these  hands  had  a 
Baker’s  dozen  unsightly  large  lesions  on  then- 
visage  which  required  extensive  removal  and 
delicate  plastic  repair.  As  time  went  on,  these 
various  cases  presented  more  and  more  special 
problems  which  necessitated  billing  an  addi- 
tional amount  for  “special  consideration.”  This 
reminded  me  of  during  the  war  when  going 
throgh  Reims  after  the  Germans  left,  one  could 
buy  a liter  of  champagne  for  the  equivalent  of 
35  cents  American  money.  Going  through  on  the 
way  home,  the  newest  vintage  cost  $6.50. 


Cost  Goes  Up 

One  Arizona  doctor  made  $50,000  in  one  year 
from  Medicare  cases  alone.  We  had  one  in- 
stance  in  which  a surgeon  billed  his  regular 
fee  for  an  infant  with  bilateral  herniae  and 
hydrocele  instead  of  the  greater  amount  avail- 
able. It  is  my  understanding  that  this  doctor’s 
therapist  has  bespoken  a grave  prognosis. 


The  adjudication  committee  tramped  hard 
on  a few  of  our  colleagues,  but  in  other  states 
the  “let’s  all  get  our  feet  in  the  trough”  tactics 
sent  the  cost  of  the  program  spiraling.  Congress 
took  a horrified  look  at  the  bill,  called  in  a few 
ancient  admirals  and  generals  for  advice,  the 
same  ones  who  will  soon  become  joint  com- 
mission inspectors,  and  decided  they  hadn’t  in- 
tended the  benefits  to  be  so  un-fringe  like,  and 
promptly  called  a halt  to  the  all-inclusive  aspects 
of  the  program.  This  was  poor  psychology  be- 
cause no  one  likes  an  “Indian  giver!”  To  offer 
and  provide  these  benefits  and  then  decide  it 
costs  too  much  and  limit  the  services,  is  a bad 
morale  builder.  So  in  effect,  congress  did  a 
worse  job  of  what  they  started  out  to  do  than 
if  they  had  left  the  whole  thing  alone.  Such 
penuriousness  in  the  face  of  millions  to  Tito 
doesn’t  sit  well  with  doctors  or  enlisted  person- 
nel, but  this  is  not  germane  to  this  discussion. 


Since  the  change,  we  haven’t  had  a single  case 
to  adjudicate.  We  aren’t  seeing  many  Medicare 
patients,  either.  In  keeping  with  the  economy 
mandate,  the  services  are  now  flying  their  de- 
pendents to  California  or  Texas  for  care  in 
military  hospitals.  The  cost  of  transportation 
comes  out  of  another  fund,  but  they  always  man- 
age to  dip  into  the  same  pocket. 

Feel  that  hand  in  YOUR  jeans? 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAR 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn— “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.,  ampuls  of 
25  mg.  (1  cc.)  and  Nilevar  Drops  of  0.25  mg.  per  drop. 


Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 

“Gradual  improvement  in  appetite  and  capacity  for 

formula.  . . . Excellent  progress  and  weight  gain  for  a D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 

very  immature  infant.”  *n  Service  of  Medicine. 
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EDITOR'S  NOTES 

CLINICAL  CONFERENCE  ON  CANCER  CHEMOTHERAPY 
M.  D.  Anderson  Hospital  and  Tumor  Institute 
November  1958 


Dr.  R.  E.  Clark  Jr.,  discussed  die  development 
of  chemotherapy  in  cancer  which  had  its  origin 
during  World  War  II.  The  need  of  it  becomes 
obvious,  with  the  realization  that  surgery  fails 
in  two-thirds  of  the  cases  and  that  radiation  has 
not  carried  us  beyond  this  curability  rate  of  1:3. 
However,  chemotherapy  carries  many  hazards, 
for  all  of  the  drugs  now  in  use  have  a very 
narrow  margin  between  the  therapeutic  and 
toxic  levels. 

II.  Chemistry  of  Tumor  Inhibitors  — Dr. 
Thomas  S.  Osdene: 

During  the  past  15  years,  a number  of  drugs 
which  act  as  tumor  inhibitors  have  been  dis- 
covered. Their  effects  are  temporary.  There  are 
few  or  no  cures.  Approximately  30,000  drugs  are 
tested  each  year,  a few  show  promise. 

The  chemotherapeutic  agents  for  cancer  fall 
into  the  following  groups : ( 1 ) Polyfunctioning 
alkylating  agents.  (2)  Antimetabolites.  (3)  Anti- 
biotics. (4)  Hormones.  (5)  Miscellaneous. 

1.  The  polyfunctioning  alkylating  agents  are 
general  cell  poisons.  They  include  the  aliphatic 
nitrogen  mustards,  aromatic  nitrogen  mustards, 
and  sulfonic  acid  esters. 

In  almost  every  case,  for  one  of  these  drugs 
to  be  effective,  there  must  be  two  or  more  re- 
active groups  present  to  take  part  in  the  reac- 
tion. This  reaction  seems  to  center  in  the  nucleus 
with  an  alkylating  of  the  nucleus,  the  nucleic 
acid  may  be  denatured. 

Primary  agent  in  this  group  is  HN2  (Mus- 
targen).  The  group  consists  of  numerous  com- 
pounds methyl-bis  amine,  Nitromia,  Mannitol 
mustard,  BCM,  Degronal,  B518-Endoran-ASTA. 
This  is  promising.  This  latter  seems  to  be  rela- 
tively non-toxic  and  is  activated  in  the  tumor  by 
phosphatase.  Other  compounds  of  this  group 
are  Quinacrine  nitrogen  mustard  and  chloraquine 
nitrogen  mustard.  These  anti-malarial  drugs  seem 
to  localize  in  the  nucleus  of  the  cell,  but  both 
have  very  unpleasant  side  effects. 

The  aromatic  nitrogen  mustards  include  R48, 
CB1048,  CB1348,  which  is  Chlorambucil  or  Leu- 
keran;  DL  form  — Sarcolysin  — CB3007,  L form 
Melphalan  or  the  DL  form  ( Sarcolysin ) . Dopan, 
U8348,  8344  shows  some  remarkable  activity; 
iodo  mustard  has  some  favorable  results. 

Sulfonic  acid  esters  are  alkylating  agents.  This 


includes  Myleran  — GT41;  CB2041,  Busulfan. 
These  are  effective  but  toxic  drugs.  Dimethol 
Myleran  is  potent,  but  an  extreme  depressant  of 
the  neutrophils.  Mannitol  Myleran  has  a lower 
toxicity  and  is  an  effective  tumor  inhibitor. 

The  next  group  consists  of  TEM;  E39;  Thio- 
tepa  — TSPA  which  is  used  in  breast  cancer,  but 
has  a high  toxicity. 

2.  The  antimetabolites  are  similar  to  the  vita- 
mins and  enzymes,  include  such  compounds  as 
folic  acid  antagonists,  Aminopterin,  Amethop- 
terin,  Dichloromethopterin;  6-Mercaptopurine; 
Gunazola;  3 Fluorouracil,  all  are  rather  toxic. 
These  interfere  with  the  conversion  of  folic  acid 
to  folinic  acid  and  block  the  sythesis  of  purines, 
pyrimidines  and  amino  acids. 

3.  The  antibiotics  are  showing  the  greatest 
field  of  promise.  To  date  we  have  Azaserine, 
DON,  Actinomycin  C and  D,  Mitomycin  C, 
Sarcomycin.  All  told,  a very  promising  group. 

4.  The  next  group  consists  of  the  steroid  hor- 
mones in  which  is  included  Cortisone,  Meta- 
cortone,  Hydracortisone,  etc.  This  is  a promising 
field. 

5.  Miscellaneous  drugs  include  Urethane,  Col- 
chicine. These  are  miototic  poisons. 

To  date,  all  of  these  drugs  are  showing  little 
specificity.  They  have  an  enormous  effect  on 
the  normal  cell  as  well  as  the  cancer  cell. 

(Continued) 


Of  an  estimated  15  million  Americans  65  and 
over.  Health  Information  Foundation  reports,  39 
per  cent  now  carry  some  form  of  voluntary 
health  insurance.  The  aged  population  is  ex- 
pected to  reach  25  million  by  1980. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  & Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 
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LETTERS  TO  THE  EDITOR 


To  the  Editor : 

T HE  DIRECTOR  of  the  American  Hospital 
Association  and  the  executive  vice  president  of 
the  American  Medical  Association  have  taken 
issue  with  an  article  on  practices  in  hospitals 
in  Look  magazine. 

Dr.  Edwin  L.  Crosby  is  director  of  the  Ameri- 
can Hospital  Association.  Dr.  F.  J.  L.  Blasin- 
game  is  executive  vice  president  of  the  American 
Medical  Association. 

The  joint  release  was  authorized  by  both  or- 
ganizations. 

Dr.  Crosby  wrote  a letter  to  Vernon  C.  Myers, 
the  magazine’s  publisher,  commenting  on  the 
article  by  Roland  H.  Berg,  Look  medical  editor. 

He  said,  “One  needn’t  believe  that  everything 
is  perfect  in  our  hospitals  — as  it  is  not  in  other 
public  service  programs  — to  conclude  that  the 
handling  of  an  admittedly  difficult  problem 
by  Mr.  Berg  and  Look  was  most  unfortunate.” 

Dr.  Crosby  termed  the  article’s  opening 
sentence  — “A  hospital  is  not  a fit  place  in  which 
to  be  sick”  — as  “an  outrageous  misstatement.” 
He  said,  “This  statement  is  disproved  by  an 
abundance  of  evidence;  the  growing  acceptance 
by  the  public  of  the  hospital  as  the  place  to  get 
well;  the  direct  relationship  between  the  drop 
in  maternal  mortality  rates  and  the  increasing 
frequency  with  which  hospitalization  is  sought 
for  childbirth.” 

Dr.  Crosby  told  the  Look  publisher  that 
although  “Mr.  Berg  devotes  much  space  to 
patient  dissatisfaction  . . . the  very  study  he 
quotes  is  at  odds  with  his  findings.”  The  study 
on  five  hospitals  in  California  was  sponsored  by 
the  California  Medical  Association.  Dr.  Crosby 
said  95  and  94  per  cent  of  the  patients  in  the 
two  hospitals  studied  in  greatest  detail  were 
generally  satisfied  with  their  care  and  treatment. 

The  AHA  director  pointed  out  that  hospitals 
have,  for  the  last  decade  been  continously  striv- 
ing “to  keep  abreast  of  the  explosive  growth  in 
medical  science  and  to  bring  those  advantages 
to  the  American  people.” 

He  observed,  “It  is  difficult  to  keep  apace, 
to  meet  the  demands  of  the  patients  and  phy- 
sicians for  even  better  and  ever  more  complex 
care  and  at  the  same  time  solve  the  subtle  human 
relations  problm  in  a hospital.” 

“I  am  fearful  that  you  may  have  unwittingly 


intensified  a problem  already  difficult  enough,” 
Dr.  Crosby  wrote.  He  added,  “.  . hospital  admin- 
istrators face  the  continuous  problem  of  fitting 
inadequate  amounts  of  money  to  increasing 
great  needs.  It  is  understandable  that  they  trim 
in  the  area  of  scientific  needs  only  as  a last 
resort.  We  believe  that  there  is  a major  national 
problem  in  the  underfinancing  of  hospital  care; 
a tremendous  service  deficit  in  our  hospitals. 
The  budgets  are  balanced  somehow.  We  suspect 
that  this  balance  is  at  the  expense  of  the  kind 
of  hospital  care  we  believe  that  a properly  edu- 
cated public  would  finance.” 

Dr.  Blasingame  speaking  for  the  American 
Medical  Association,  said: 

“By  taking  isolated  examples  from  a limited 
survey  and  drawing  general  inferences  from 
them,  Look  not  only  has  done  a grave  injustice 
to  the  medical  profession  and  to  hospitals,  but 
to  the  readers  of  the  magazine. 

“The  blanket  condemnation  of  all  hospitals, 
based  on  a survey  of  five  hospitals  out  of  5,640, 
is  deplorable.  Actually,  the  survey  reported  a 
tremendous  degree  of  patient  satisfaction,  the 
lowest  cited  figure  being  94  per  cent.  This 
was  not  mentioned  in  the  Look  article. 

“While  the  article  purportedly  calls  for  better 
physician-patient  relationships,  it  actually  harms 
the  patient’s  confidence  in  the  care  he  will  re- 
ceive from  his  physician  and  in  the  hospital,  so 
essential  for  the  best  in  medical  care.  The  article 
cannot  help  but  increase  the  natural  insecurity 
of  the  afflicted  and  the  suffering. 

“The  article  also  violates  the  basic  concepts 
of  sound  reporting.  Matters  such  as  these  cannot 
be  considered  adequately  or  accurately  covered 
until  both  sides  of  the  question  are  reported 
with  fidelity  and  without  distortion. 

“The  medical  and  hospital  professions  have 
been  sincere  in  devoting  their  efforts  to  a con- 
tinuing program  of  self-improvement  designed 
to  benefit  our  patients.  We  welcome  construc- 
tive suggestions  to  help  us  do  even  better.  For 
the  sake  of  our  patients,  we  must  object  to 
those  we  believe  will  be  harmful. 


To  the  Editor: 

W E ARE  looking  for  a physician  who  is  in- 
terested in  medical  editorial  work.  We  thought 
that  you,  as  editor  of  Arizona  Medicine , might  be 
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able  to  help  Is.  It  might  conceivably  turn  out 
that  you  were  doing  a favor  to  the  physician 
also. 

The  available  position  is  concerned  primarily 
with  medical  editing  and  medical  writing.  The 
largest  single  continuing  project  with  which  he 
would  be  associated  is  our  publication,  Phy- 
sicians Bulletin.  The  work  does  not  include  ad- 
vertising and  promotional  material;  these  origi- 
nate outside  the  medical  area. 

These  activities  would  be  expected  to  occupy 
about  80  per  cent  of  the  man’s  time.  The  other 
20  per  cent  would  be  free  for  clinical  work,  in 
the  choice  of  which  he  would  have  considerable 
latitude.  It  might  include  work  in  the  clinics 
or  wards  of  the  Indianapolis  General  Hospital 
(the  local  city  and  county  hospital),  clinical  re- 
search, or  the  teaching  of  medical  students.  The 
position  is  a full-time  one  in  Indianapolis. 

We  are  looking  for  a man  who  is  relatively 
young  but  seasoned,  perhaps  35  to  40  years  of 
age.  He  should  preferably,  but  not  necessarily, 
be  an  internist.  Perhaps  there  is  a member  of 
your  editorial  board  or  staff,  or  one  of  your 
frequent  contributors,  who  might  be  sufficiently 
interested  in  this  type  of  work  as  a career  to 
want  to  find  out  more  about  the  present  open- 
ing with  our  organization.  We  would  appreci- 
ate your  circulating  this  letter  to  any  you  think 
might  have  an  interest  in  it. 

Yours  very  truly, 

D.  C.  HINES,  M.D. 

Director, 
Medical  Division, 
ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Ind. 


To  the  Editor: 

I N MEDICAL  Economies  a Maine  physician 
recently  made  a strong  plea  for  charging  pa- 
tients for  telephone  calls.  He  stated  in  an  article 
in  this  medical  magazine  that  charging  for  tele- 
phone calls  worked  out  well  in  his  experience 
and  it  made  his  life  less  burdensome.  To  me, 
at  least,  he  gave  the  impression  that  he  believes 
that  physicians  are  too  soft-hearted,  and  too 
charitable. 

I am  an  M.  D.  practicing  dermatology  in 
Portland,  Maine,  and  therefore  wish  to  apologize 
for  the  smug  commercialism  shown  by  this 
Maine  doctor  who,  through  Medical  Economics, 


a magazine  read  by  many  M.  D.s  throughout 
America,  has  attempted  to  spread  the  impres- 
sion that  Maine  doctors  do  not  have  the  dedi- 
cation or  idealism  that  M.  D.s  everywhere  in 
America  should  have.  In  my  humble  opinion, 
this  doctor  who  wrote  under  an  assumed  name 
has  views  which  are  no  credit  to  my  state  nor 
to  the  doctors  of  America,  and  I write  this  letter 
because  I am  sure  his  views  and  his  way  of 
treating  telephone  calls  from  patients  should 
not  be  considered  acceptable.  No  doctor  should 
take  his  advice,  I feel  sure. 

All  patients  should  have  a green  light  to 
their  doctor  and  no  charge  or  other  roadblocks 
should  be  set  up  to  keep  the  mothers  or  anixous 
patients  from  telephoning  him  and  getting  his 
personal  attention.  There  are  too  many  middle- 
men between  patient  and  doctor,  and  one  of 
them  is  the  doctor’s  secretary. 

Twenty-five  or  30  years  ago,  no  M.  D.  would 
dare  write  as  this  Maine  doctor  did  and,  to 
his  credit,  is  the  fact  that  he  did  not  use  his 
own  name.  I,  therefore,  do  not  know  his  identity 
and  believe  he  is  secretly  ashamed  of  his  self- 
interested  and  uncharitable  stand. 

Where  It  Belongs 

We  who  have  practiced  medicine  for  a long 
time  and  without  ever  doing  what  some  of  the 
younger  “better  business  men’’  do,  want  to  see 
the  profession  we  highly  revere  and  love  put 
back  in  a class  with  the  clergy  and  priesthood. 
Those  doctors  who  are  most  successful  in  help- 
ing people,  or  in  the  art  of  medical  practice,  are 
not  often  financial  successes.  The  two  do  not 
often  go  together,  for  great  physicians  are  like 
the  clergy  — altruistic,  uncommercial  and  un- 
selfish. They  try  to  do  good  — not  to  just  make 
money. 

I regret  to  see  any  doctors  become  like  some 
hardheaded  business  men  and  our  overpaid  Blue 
Shield  and  voluntary  insurance  executives.  Blue 
Shield,  I am  sure  has  introduced  unnecessary 
middlemen  and  has  created  more  problems  than 
it  has  solved.  Self-interest  usually  guides  those 
who  promote  it  so  strongly.  The  altruism  of 
medical  men  must  not  be  supplanted  by  the 
mercenary  consideration  or  business  practices 
that  so  often  guides  insurance  men. 

When  it  does,  it  is  high  time  we  try  to  put 
our  standards  of  medical  conduct  back  where 
those  who  went  before  us,  placed  it.  Years  ago 
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no  doctor  ever  wanted  to  be  rated  a good  busi- 
ness man. 

American  medicine  became  a great  and  grand 
profession  because  doctors  put  the  patient  first, 
not  their  own  convenience,  or  their  own  pocket- 
book.  In  those  days,  no  public  relations  men 
or  business  advisers  put  good  doctors  on  wrong 
roads.  The  rules  of  conduct  of  an  insurance 
executive  were  not  their  guideposts. 

The  doctors  of  the  past  were  on  a pedestal 
in  the  public’s  opinion  because  they  deserved  to 
be  there.  They  lived  to  serve  and  they  observed 
strictly  the  Oath  of  Hippocrates  and  the  Code 
of  Medical  Ethics  which  was  inexcusably  re- 
vised by  some  of  our  representatives  in  the 
house  of  delegates  of  the  American  Medical 
Association  recently.  I am  sure  that  like  the  10 
Commandments,  it  needed  no  revision.  Today 
the  conduct  of  quite  a few  people  in  all  walks 
of  life,  including  a few  doctors,  badly  needs 
revision.  We  should  get  our  number  of  M.  D.s 
whose  conduct  is  questionable  or  needs  re- 
vision down  to  an  irreducible  minimum.  In  all 
walks  of  life  we  must  set  a better  example  in  a 
materialistic,  selfish,  and  corrupt  world. 

Doctors,  Not  Business  Men 

The  public  did  not  get  billed  for  telephone 
calls,  cancelled  appointments,  nor  were  they 
sent  to  free  clinics  by  the  truly  great  physicians 
of  the  past  and  none  were  told  to  take  out  in- 
surance so  the  surgeons  or  obstetricians  or  other 
doctor  could  get  paid.  The  public  is  still  getting 
this  good  “old-fashioned”  treatment  from  many 
of  the  doctors  practicing  today.  They  get  it 
without  fail  from  the  many  “unbusinesslike” 


between  them  and  their  patient,  and  who  die 
without  leaving  an  estate  of  over  $10,00.  They, 
like  the  ministers,  priests,  and  many  teachers, 
go  about  doing  good  all  their  lives  without  re- 
gard for  the  financial  return. 

Like  these  good  people,  the  great  physicians 
of  the  past  were  not  unhappy  men  and  they 
were  truly  successful.  Those  who  follow  their 
ways  in  collecting  fees  will  not  go  wrong.  The 
ways  of  the  lawyers,  insurance  men,  Blue 
Shield  executives,  or  bankers  are  not  a better 
way  for  the  dedicated  doctor.  The  aged  and 
the  poor  we  will  always  have  with  us.  None 
must  be  neglected. 

All  of  us  should  read  our  Bible  more  and 
we  should  be  less  self-interested.  Too  many  doc- 


tors, especially  the  younger  ones  of  today,  try 
to  act  like  business  men.  If  they  wanted  to  be- 
come rich  men,  they  should  not  have  become 
physicians. 

“It  is  easier  for  a camel  to  go  through  the 
eye  of  a needle  than  for  a rich  man  to  enter 
the  Kingdom  of  Heaven.” 

Commercial  interest  does  not  guide  the  true 
physician,  and  there  are  many  thousands  of 
these  men  in  America.  They  believe  it  is  a 
privilege  to  be  an  M.  D.,  and  they  go  about 
daily  doing  good,  giving  of  themselves  gladly 
and  generously,  showing  a heart  as  well  as  a 
well-trained  medical  mind. 

ADRIAN  H.  SCOLTEN,  M.D. 

Portland,  Maine 


About  three-fifths  of  the  aged  population  (65 
and  over ) in  this  country  are  not  insured  against 
hospital  and/or  medical  expenses.  Among  the 
uninsured,  Health  Information  Foundation 
states,  more  than  one-fourth  have  never  tried  to 
buy  health  insurance,  and  almost  as  many  say 
they  don’t  want  it.  Thirty-four  per  cent  of  the 
uninsured  say  they  can’t  afford  it,  while  16  per 
cent  say  they  do  not  believe  they  are  eligible 
for  it. 


MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

AAajority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

1 11  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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tions 


ileandorriycin, 


Capsules  / Oral  Suspension 
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in  the 

patient: 


95%  effective  in  published  cases1 


-8 


I Conditions  treated 

No.  of 
Patients 

Cured 

Improved 

Fall 

ALL  INFECTIONS 

558 

448 

80 

3 

i Respiratory  infections 

258 

208 

31 

1 

Pharyngitis  and/or  tonsillitis 

65 

58 

5 

2 

! Pneumonia 

90 

66 

17 

Infectious  asthma 

44 

38 

— 

6 

! Otitis  media 

31 

29 

2 

Other  respiratory 

28 

17 

7 

A 

(bronchitis,  bronchiolitis, 

bronchiectasis,  pneumonitis, 

laryngotracheitis,  strep  throat) 

Skin  and  soft  tissue  infections 

230 

191 

38 

1 

Infected  wounds,  incisions  and 

lacerations 

41 

33 

8 

- 

! Abscesses 

51 

43 

8 

- 

! Furunculosis 

58 

51 

6 

1 

Acne,  pustular 

43 

28 

15 

- 

Pyoderma 

19 

19 

— 

- 

Other  skin  and  soft  tissue 

18 

17 

1 

- 

(infected  burns,  cellulitis, 

impetigo,  ulcers,  others) 

i Genitourinary  infections 

28 

19 

3 

6 

Acute  pyelitis  and  cystitis 

10 

8 

2 

- 

Urethritis  with  gonorrhea  or  cystitis 

8 

8 

— 

- 

Pyelonephritis 

4 

3 

Salpingitis 

5 

1 

3 

Pelvic  inflammation  with  endometriosis 

1 

1 

- 

— 

— 

Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


. . 
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soratory: 


1 90%  effective 
inst  resistant  staph 

IRATIVE  TESTS  BY  THREE  METHODS 
TUBE  DILUTION,  CYLINDER  PLATE) 

0 STAPHYLOCOCCI  9 


; 21.2% 


42.4% 


18.2% 


| 42.4% 


>1  22.7% 


I 39.4% 


| 87.1% 

gffgi  95.5% 
93.4% 
100.0% 


tibiotic  A 2-10  units  Tao  2-15  meg. 

tibiotic  B 5-30  meg.  |j  Antibiotic  D 2-15  meg. 

tibiotic  C 5-30  meg.  [_j  Antibiotic  E 5-30  meg. 

itage  of  organisms  inhibited  by  the  range  of 
ntrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid/  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless”7  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules  — 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  a I . : Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  a!.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C„  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  at.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1953,  p.  679.  6.  Isenberg, 
H.,and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children -flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers— 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

Tao-AC  (Tao  analgesic,  antihistamlnic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action  — in  clinical  emergencies. 
Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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V opics  of  CH^urmnx 

REPORT  OF  ARIZONA  POISONING  CONTROL  PROGRAM 


EXCHANGE  TRANSFUSIONS  IN 
SELECTED  CASES  OF  ACUTE 
POISONING  IN  CHILDREN: 

N ARIZONA  physician  has  reported  to  the 
Arizona  Poisoning  Control  Information  Center 
the  application  of  exchange  transfusion  in  the 
treatment  of  accidental  poisoning  involving  an 
anti-nauseant  medication  in  a 22-month-old 
child.  The  child  ingested  10  tablets  of  the  prepa- 
ration, each  tablet  of  which  contained  the  fol- 


lowing ingredients : 

Buclazine  HC1  50  mg. 

Scopolamine  HBr  0.2  mg. 

Atropine  Sulphate  0.05  mg. 

Hyoscyamine  0.05  mg. 


One  and  one-half  hours  after  the  drug  was 
ingested,  the  mother  of  the  child  reported  the 
incident  to  the  physician.  At  that  time  the 
child  was  displaying  signs  of  hyperexcitability, 
although  no  generalized  convulsions  were  ob- 
served. The  child  also  showed  signs  of  choking 
at  times,  probably  due  to  xerostomia  produced 
by  the  cholinergic  blocking  agents.  The  child 
also  revealed  a dry,  flushed  face  and  widely 
dilated  pupils,  non-reactive  to  light.  The  child 
was  obviously  disoriented. 

A gastric  lavage  with  3 per  cent  tannic  acid 
solution  was  performed.  Phenobarbital  sodium, 
200  mg.  was  administered  IM. 

Several  hours  later,  when  supportive  treat- 
ment appeared  ineffective,  an  exchange  trans- 
fusion with  1,500  ml.  of  whole  blood  was  carried 
out  over  a period  of  two  hours.  After  the  trans- 
fusion was  completed,  the  body  temperature 
had  risen  to  104.8  degrees.  This  elevated  tem- 
perature was  lowered  by  means  of  cold  sponging. 
The  child’s  condition  was  considerably  improved 
by  the  following  day. 

It  is  of  interest  to  note  in  the  recent  literature* 
other  selected  cases  of  acute  poisoning  treated 
by  exchange  transfusion. 

A two-and-one-half-year-old  boy  became 
comatose  with  loss  of  lid  and  corneal  reflexes 
after  ingestion  of  17  to  20  100  mg.  capsules  of 
Nembutal.  He  was  unimproved  after  gastric 

“Bruton,  O.  C.,  U.  S.  Armed  Forces  M.  J.,  9:1128  (August,  1958). 


lavage  and  symptomatic  treatment.  Vital  signs 
returned  during  exchange  of  2,290  ml.  of  whole 
blood,  and  he  seemed  normal  the  next  day. 

A three-year-old  girl  became  cyanotic  and 
lethargic  after  ingesting  the  contents  of  a bottle 
of  pyridium.  Her  condition  was  deteriorating 
after  gastric  lavage  and  oxygen  therapy.  Her 
blood  revealed  40  Gm.  methemoglobin/100  ml. 
Exchange  of  2,000  ml.  of  whole  blood  was  well 
tolerated  and  she  was  asymptomatic  the  next 
day. 

A 28-month-old  girl  had  a blood  salicylate 
level  of  160  mg.  per  cent  six  hours  after  in- 
gestion of  an  undetermined  amount  of  aspirin. 
Signs  of  intoxication  were  progressive  after 
gastric  lavage  and  intravenous  fluid  therapy.  An 
exchange  of  1,000  ml.  of  whole  blood  was  fol- 
lowed by  uneventful  convalescence. 

Charcoal  Lighter  Fluid 

Charcoal  lighter  fluid  has  been  involved  in 
several  instances  of  accidental  poisoning  of  chil- 
dren in  Arizona  during  the  past  year.  Perhaps 
one  reason  for  this  poisoning  is  the  increased 
opportunity  that  children  have  to  obtain  the 
lighter  fluid,  because  of  its  widespread  use  in 
Arizona  — the  climate  permitting  outdoor  patio 
cooking  the  year  ’round.  Arizona  physicians  have 
reported  that  in  most  cases  the  incidents  took 
place  when  an  adult  left  the  container  of  the 
lighter  fluid  in  the  patio  near  the  barbeque  area. 
In  one  specific  poisoning  case,  the  lighter  fluid 
was  placed  in  a drinking  glass  and  allowed  to 
remain  in  the  patio. 

Charcoal  lighter  fluids,  like  kerosene,  are  pe- 
troleum hydrocarbons.  Unlike  kerosene,  how- 
ever, they  are  practically  odorless,  thus  provid- 
ing less  warning  against  their  ingestion.  Two  of 
the  poisoning  cases  reported  involving  lighter 
fluid  resulted  in  a chemical  pneumonitis,  a type 
of  pneumonia  which  does  not  readily  respond  to 
antibiotic  or  sulfonamide  therapy. 

The  treatment  of  acute  poisoning  from  char- 
coal lighter  fluid  is  the  same  as  that  recommend- 
ed in  kerosene  poisoning.* 

“Information  on  the  degree  of  toxicity  and  treatment  of  poisoning 
from  petroleum  hydrocarbons  such  as  kerosene  and  lighter  fluids 
can  be  found  on  the  Arizona  Hospital  Poisoning  Control  Treat- 
ment Center’s  file  card  entitled  “Petroleum  Distillates.” 
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Two  Artificial  Kidneys  Now  In  Arizona 

An  artificial  kidney  has  been  recently  placed 
in  service  at  St.  Mary’s  Hospital,  Tucson.  There 
are  now  two  of  these  units  in  operation  in  Ari- 
zona, the  other  being  located  at  St.  Joseph’s 
Hospital,  Phoenix.  The  use  of  the  artificial  kid- 
ney in  Tucson  is  under  the  jurisdiction  of  the 
Renal  Service  Committee,  St.  Mary’s  Hospital. 
Louis  Hirsch,  M.D.  is  chairman  of  this  commit- 
tee. Physician-in-charge  of  the  Phoenix  artificial 
kidney  is  Kenneth  Johnson,  M.D. 

The  use  of  the  artificial  kidney  is  especially 
valuable  in  treating  severe  cases  of  poisoning 
from  dialyzable  poisons  in  which  the  patient 
fails  to  respond  satisfactorily  to  supportive  and 
symptomatic  treatment.  Severe  poisonings 
caused  by  barbiturates,  salicylates,  bromides, 
thiocyanates,  and  the  hypnotic,  glutethimide 
( Doriden ) have  been  treated  successfully  by 
supportive  measures  and  hemodialysis  with  an 
artificial  kidney.  Non-dialyzable  nephrotoxic 
poisons  such  as  mercuric  chloride,  diethylene 
glycol,  and  carbon  tetrachloride  produce  renal 
tubular  damage  and  urinary  suppression.  In 
these  cases,  hemodialysis  is  used  as  it  would  be 
in  acute  renal  failure  from  any  etiology. 

The  Feb.  1,  1958,  monthly  bulletin  from  the 
National  Clearinghouse  for  Poison  Control  Cen- 
ters provides  an  excellent  survey  of  the  role  of 
the  artificial  kidney  in  the  treatment  of  poison- 
ing. In  view  of  the  increasing  availability  of  the 
artificial  kidney  in  Arizona,  a copy  of  this  bulle- 
tin will  be  included  with  this  communication  to 
each  of  the  Arizona  Hospital  Poisoning  Control 
Treatment  Centers. 

Quarterly  Meeting  of  The  Arizona  Poisoning 
Control  Committee 

The  regular  quarterly  meeting  of  the  Commit- 
| tee  on  Poisoning  Control  of  the  Arizona  Medical 
Association  was  held  at  the  University  of  Ari- 
zona, College  of  Pharmacy.  Members  attending 
this  meeting  were:  Virginia  M.  Cobb,  M.D., 
Chairman;  Martin  S.  Withers,  M.D.;  Willis  R. 

1 Brewer,  Ph.D.;  Albert  L.  Picchioni,  Ph.D.;  Lin- 
coln Chin;  Lloyd  E.  Burton. 

At  this  meeting  the  film  “One  Day’s  Poison” 
was  reviewed.  The  film  was  strongly  recom- 
mended by  the  committee  for  showing  before 
lay  groups  as  part  of  the  Arizona  Poisoning  Con- 
trol program  in  the  prevention  of  accidental 
poisoning.  At  present,  a copy  of  the  film  can  be 
obtained  on  a loan  basis  by  writing  to  Mr.  John 


H.  Nelson,  Acting  Director,  Division  of  Health 
Education,  Arizona  State  Department  of  Health, 
Phoenix. 

Among  other  matters  considered  at  the  meet- 
ing were  the  Arizona  poisoning  case  written  re- 
ports submitted  to  the  Arizona  Poisoning  Con- 
trol Information  Center;  the  periodic  poisoning 
information  card  supplements  sent  to  the  Ari- 
zona Hospital  Poisoning  Control  Treatment 
Centers;  and  the  plans  for  the  poisoning  control 
exhibit  for  the  1959  annual  meeting  of  the  Ari- 
zona Medical  Association. 

Appointment  Of  Director  Of  Arizona  Poisoning 
Control  Program 

Albert  L.  Picchioni,  Ph.D.,  Professor  of  Phar- 
macology, University  of  Arizona,  has  been  des- 
ignated as  director  of  the  Arizona  Poisoning 
Control  Program.  He  will  carry  out  his  duties 
according  to  the  policies  set  forth  by  the  Arizona 
Medical  Association’s  committee  on  poisoning 
control.  This  committee  is  made  up  of  the  fol- 
lowing members:  Virginia  M.  Cobb,  M.D.,  chair- 
man (Tucson),  Frederick  Beckert,  M.D.,  (Phoe- 
nix), Martin  S.  Withers,  M.D.,  (Tucson),  Mau- 
rice Rosenthal,  M.D.,  (Phoenix),  Wilkins  R. 
Manning,  M.D.,  President,  Arizona  Medical 
Association,  (ex  officio  member),  (Tucson), 
Leslie  B.  Smith,  M.D.,  Secretary,  Arizona  Medi- 
cal Association,  ( ex  officio  member ) , ( Phoenix ) , 
Willis  R.  Brewer,  PhD.,  Consultant,  (Tucson), 
and  Albert  L.  Picchioni,  Ph.D.,  Consultant, 
(Tucson). 

STATISTICS  OF  63  POISONING  CASES 
REPORTED  IN  ARIZONA  DURING 
JANUARY  1959: 


Per  Cent 

Number 

Age: 

Under  five  years  

. . 71.4 

(45) 

Six  to  15  years  

. . 1.6 

( 1) 

16  to  30  years  

. . 8.0 

( 5) 

31  to  45  years  

. . 3.2 

( 2) 

Over  45  years  

. . 9,5 

( 6) 

Not  reported  

, . 6.3 

( 4) 

Nature  of  Incident: 

Accidental  

. . 82,5 

(52) 

Intentional  

. . 14.3 

( 9) 

Not  reported  

. . 3.2 

( 2) 

Outcome: 

Recoverv  

. . 98.4 

(62) 

Fatal  

. . 1.6 

( 1) 

Time  of  Day: 

Between  6 a. in.  and  noon 

. 25.4 

(16) 

Between  noon  and  6 p.m. 

. 38.1 

(24) 
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Between  6 p.m.  & midnight  27.0 

(17) 

Between  midnight  & 6 a.m. 

1.6 

( 1) 

Not  reported  

7.9 

( 5) 

msative  Agents: 

Aspirin  preparations*  .... 

28.5 

(18) 

Sedatives  (Nembutal, 

Seconal,  Carbital, 

Equanil ) 

6.4 

( 4) 

Other  medication 

( Dexedrine,  Benadryl, 

Phenergan  expectorant, 

Artane,  Mebaral,  Bucladin, 
boric  acid  solution, 
camphorated,  oil, 

potassium  iodine,  etc. ) . . 25.4  ( 16 ) 

Household  cleansers  and 
disinfectants  ( furniture 
polish,  Pine-Sol,  lye, 

Clorox  (3  cases)  11.1  ( 7) 

Poisonous  gases 

( carbon  monoxide ) ....  4.8  ( 3 ) 

Solvents  ( paint  thinner, 
kerosene  ( 3 cases ) , 
turpentine,  rubbing 

alcohol)  11.1  ( 7) 

Miscellaneous  ( castor  beans, 


moth  balls,  Cutex  Base 
Coat,  Cream  Sachet  and 
Avon  perfumes,  lanolin 


lotion,  etc. ) 

12.7 

( 8) 

STATISTICS  OF  741 

POISONING  CASES 

REPORTED  IN  ARIZONA  DURING 
YEAR  JAN.  1-DEC.  31,  1958 

THE 

Age: 

Per  Cent 

Number 

Under  5 years  . . . . 

68.3 

506 

6 to  15  years 

5.2 

39 

16  to  30  years 

10.4 

77 

31  to  45  years 

7.3 

54 

Over  45  years  . . . . 

5.7 

42 

Not  reported  

3.1 

23 

Nature  of  Incident: 

Accidental  

87.3 

647 

Intentional  

12.5 

93 

Not  reported  

0.2 

1 

Outcome: 

Recovery  

99.1 

734 

Fatal  

0.5 

4 

Unknown  

0.4 

3 

“One  case  of  aspirin  poisoning  involving  a 2-year-old  girl  was 
fatal.  The  child  ingested  48  114  grain  aspirin  tablets.  The 
mother  brought  the  child  to  the  hospital  36  hours  after  the 
aspirin  was  ingested. 


Time  of  Day : 


Between  6 a.m.  and  noon  . . 

28.3 

210 

Between  noon  and  6 p.m.  . 

.36.0 

267 

Between  6 p.m.  and  midnight  20.7 

153 

Between  midnight  and  6 a.m. 

3.0 

22 

Not  reported  

12.0 

89 

ausative  Agents: 

Aspirin  preparations  

26.5 

196 

Sedatives  (barbiturates, 
antihistamines, 

tranquilizers ) 

13.8 

102 

Other  medication  

9.7 

72 

Solvents  ( paint  thinner, 
kerosene,  gasoline, 

turpentine,  etc. ) 

12.0 

89 

Insecticides  

7.8 

58 

Household  cleaners  and 

bleaches  

5.2 

39 

Ornamental  plants  ( castor 
beans,  oleanders,  Bird  of 

Paradise,  etc. ) 

2.3 

17 

Cosmetics  

0.5 

4 

Paints  

0.4 

4 

Miscellaneous  household 

commodities  

21.6 

160 

Poison  unknown  

0.2 

1 

WILLIS  R. 

BREWER, 

Ph.D 

Dean,  College  of  Pharmacy 
University  of  Arizona 

ALBERT  L.  PICCHIONI,  Ph.D. 
Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 

LINCOLN  CHIN 
Pharmacologist 


WIKLE'S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
ALpine  8-1 581 
Phoenix,  Arizona 


Fiber  of  skeletal  muscle  in  spasm  Fiber  of  skeletal  muscle  relaxed  ( photomicrographs ) 


ethocarbamol  Robins  U.S.  Pat.  No.  2770649  TABLETS 


• Highly  potent  — and  long  acting.1,2,3 

• Relatively  free  of  adverse 
side  effects.1,2,3,5'6 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.1 

REFERENCES:  1.  Carpenter, E.  B. : Southern  M.J. 51:627, 
1958.  2.  Forsyth,  H.  F. : J.A.M.A.  167:163,  1958.  3.  Lewis, 
W.  B.:  California  Med.  90:26,  1959.  4.  O'Doherty,  D.  S„ 
and  Shields,  C.  D. : J.A.M.A.  167 : 160, 1958.  5.  Park,  H.  W. : 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531,  1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethicol  Pharmaceuticals  of  Merit  since  1878 


unwary  of  six  published  clinical  studies; 
tOBAXIN  BENEFICIAL  IN  92.4%  OF 


SKELETAL  MUSCLE 

SPASM 

cases 

NO. 

PATIENTS 

RESPONSE 

Carpenter1 

33 

"marked” 

26 

moderate 

6 

slight 

1 

:orsyth2 

li 

58 

'pronounced” 

37 

20 

— 

.ewis3 

38 

“good" 

25 

6 

— 

I’Doherty  & 
ihields4 

17 

“excellent” 

14 

2 

1 

’ark5 

30 

“significant" 

27 

_ 

2 

Plumb6 

60 

"gratifying" 

55 

— 

— 

TOTALS 

236 

184 

34 

4 

(78.0%) 

(14.4%) 
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EYE  CARE  AND  PREPAYMENT  PLANS 


T HE  NATIONAL  Medical  Foundation  for  Eye 
Care  has  published  a pamphlet  discussing  the 
problem  of  routine  eye  care  and  its  payment  by 
medical  insurance  plans.  The  report  includes  a 
condensed  history  of  the  development  of  medi- 
cal service  plans  which  apparently  arose  from 
the  “fringe  benefits”  workers  were  awarded  dur- 
ing World  War  II  in  lieu  of  increased  wages. 
Labor  unions  have  capitalized  on  this  aspect  of 
benefits  which  they  demand  from  the  employer 
and  now  have  extended  services  to  include  wel- 
fare, retirement  and  medical  services. 

Private  insurance  companies  were  stimulated 
to  exploit  health  and  medical  services,  and  their 
growth  has  been  very  rapid.  In  1940  only  9 per 
cent  of  the  population  had  medical  insurance 
coverage  as  compared  to  60  per  cent  in  1956. 
Whether  the  American  physician  likes  it  or  not, 
it  appears  very  likely  that  most  of  his  payments 
in  the  future  will  not  come  from  the  patient,  but 
from  a third  party. 

The  growth  of  union  health  plans  has  been 
most  rapid.  Unions  have  built  their  own  health 
centers,  hospitals  and  clinics,  and  employ  their 
own  physicians.  In  many  instances  where  a 
union  physician  is  not  employed,  one  is  desig- 
nated and  the  employe  is  directed  to  him.  There 
are  many  cases  where  unions  have  felt  it  was 
within  their  jurisdiction  to  evaluate  the  compe- 
tency of  the  physician  as  well  as  to  determine 
whether  or  not  the  treatment  recommended  by 
the  physician  is  proper.  It  was  only  natural  that 
the  union  would  designate  and  dictate  the 
amount  it  would  pay  for  such  service. 

As  a general  rule,  the  routine  ophthalmologi- 
cal  care  of  the  ambulatory  patient  has  not  been 
covered  by  these  health  plans  unless  on  a refer- 
ral basis.  The  exclusion  of  these  services  by  in- 
surance carriers  has  been  justified  since  this 
health  need  is  almost  universal  and  recurs  pe- 
riodically. Practically  everyone  over  40  years  of 
age  and  approximately  one-half  of  younger 
adults  require  periodic  examination. 

Unions  have  approached  ophthalmologic  or- 
ganizations in  the  past  few  years  in  order  to 


learn  the  reaction  of  the  ophthalmologist  to  such 
a proposal.  The  unions  want  eye  care  and  want 
good  eye  care,  and  have  the  money  to  pay  for  it. 
If  we  are  to  negotiate  with  labor  unions  regard- 
ing this  problem,  it  seems  wise  for  the  ophthal- 
mologist to  consider  a plan  which  can  be  pre- 
sented. 

The  pilot  plan  is  not  too  unlike  the  Blue  Shield 
program.  It  would  be  sponsored  by  a medical 
society  with  a primary  interest  in  ophthalmolo- 
gy, preferable  at  a state  level.  It  would  have  a 
board  of  trustees  chosen  from  the  sponsoring 
society.  All  qualified  licensed  physicians  would 
be  eligible  to  participate  and  could  enroll  if  they 
chose  to  do  so.  It  would  offer  to  the  patient 
basic  eye  care  including  refraction  and  provision 
of  lenses  if  necessary.  It  provides  for  free  choice 
of  physician  by  the  patient.  All  surgical  and  hos- 
pital benefits  would  be  excluded  since  these 
services  are  already  insurable.  The  plan  pro- 
vides fee  for  services  and  utilizes  the  doctors’ 
offices  rather  than  those  of  an  institution.  The 
patient  would  benefit  by  receiving  high  quality 
medical  service  assured  by  the  support  of  the 
medical  profession  which  is  built  into  the  struc- 
ture of  the  organization. 

Copies  can  be  obtained  by  writing:  National 
Medical  Foundation  for  Eye  Care,  250  West 
57th  St.,  New  York  19,  N.  Y. 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets, 
iff/  WALLACE  LABORATORIES,  New  Brunswick,  N.J. 
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THE  ABDOMINOPERINEAL  RESECTION* 

Calvin  M.  Smyth,  M.D. 

Abington  Hospital 


Abingt 

I N ADEQUATE  operation  for  cancer  consists 
in  the  removal  of  the  lesion  and  its  containing 
organ,  and  the  removal  in  continuity  of  the  ad- 
jacent and  more  distant  lymphatics  by  which 
spread  of  the  disease  may  take  place.  The  first 
of  the  great  cancers  for  which  such  an  operation 
was  developed  was  cancer  of  the  breast.  The 
radical  mastectomy  of  Halsted  has  remained 
virtually  unchanged,  at  least  in  principle,  for 
over  half  a century.  The  second  comparable  op- 
eration was  the  combined  abdominoperineal  re- 
section of  Miles  for  cancer  of  the  rectum.  Prior 
to  1908  when  Miles  first  described  his  proce- 
dure, the  results  from  the  various  posterior  or 
perineal  resections  had  been  disheartening  to 
say  the  least.  In  spite  of  the  soundness  of  the 
principles  on  which  this  operation  was  predi- 
cated, the  formidability  of  the  procedure  made 
a high  operative  mortality  inevitable.  When  one 
considers  that  Miles’s  earlier  operations  were 
carried  out  under  chloroform  and  nitrous  oxide 
anesthesia,  without  benefit  of  the  general  sup- 
portive measures  which  are  taken  for  granted 
today,  and  that  adequate  exposure  was  obtained 
by  placing  the  entire  small  intestine  wrapped  in 
a towel  on  the  patient’s  chest,  the  wonder  is  not 
that  the  mortality  was  high,  but  that  anyone 
survived.  In  addition  to  the  immediate  mortality 
due  to  hemorrhage  and  shock,  later  complica- 
tions as  peritonitis,  pneumonia,  and  thromboem- 
bolic pneumonia  exacted  a high  toll.  For  these 
reasons  the  operability  rate  was  necessarily  low. 
Miles  stated  that  while  the  combined  abdomi- 
noperineal resection  was  without  doubt  the  best 
operation  for  cancer  of  the  rectum,  only  the 
best  risk  patient  was  able  to  weather  it.  This  led 
to  the  development  of  staged  procedures  which 
attempted  to  offer  the  benefits  of  an  adequate 
operation  to  the  poor  risk  patient.  The  late  Dan- 
iel Fisk  Jones  of  Boston  was  responsible  for  the 
first  of  these  operations,  and  it  is  regrettable 
that  the  Jones  operation  has  been  practically 
lost  to  surgical  history.  In  an  experience  with 
the  examination  of  hundreds  of  candidates  for 
certification  by  the  American  Board  of  Surgery, 
not  a single  one,  with  the  exception  of  some  of 

“Presented  before  the  American  Cancer  Society  — Nov.  1958. 


on,  Pa. 

the  earlier  group  trained  in  Boston  had  ever 
heard  of  it.  Other  operations  in  the  same  cate- 
gory were  those  of  Lahey,  Pfeiffer,  Rankin  and 
others. 

Full  Circle 

The  wheel  has  now  come  full  circle  and  no 
longer  is  the  poor  or  indifferent  risk  denied  the 
benefits  of  the  one  stage  operation.  Summariz- 
ing briefly  the  Miles  procedure,  it  is  predicated 
upon  the  assumption  that  there  are  three  zones 
of  lymphatic  spread  of  cancer  of  the  rectum 
which  Miles  designated  as  the  zones  of  upward, 
lateral,  and  downward  spread.  The  first  followed 
the  iliac  vessels  and  the  aorta  via  the  inferior 
mesenteric  artery,  the  second  to  the  pelvic  peri- 
toneum, sigmoid,  and  middle  hemorrhoidal  ves- 
sels, and  the  third  the  terminal  portion  of  the 
inferior  mesenteric  or  superior  rectal  (hemor- 
rhoidal), the  pudendal  and  inferior  hemorrhoi- 
dal vessels.  Miles  recognized  the  fact  that  the 
zone  of  downward  spread  became  important 
only  after  the  upper  lymphatics  had  become 
blocked  by  cancer  cells.  Actually,  the  anatomi- 
cal proof  that  these  zones  existed  was  not  forth- 
coming until  Gilchrist  and  David  demonstrated 
in  cleared  specimens  the  lymphatic  drainage  of 
the  rectum  and  lower  sigmoid.  The  total  disre- 
gard of  the  zone  of  downward  spread  which  fol- 
lowed in  some  circles  led  to  the  revival  of  the 
sphincter  preserving  operations  of  the  anterior 
resection,  and  the  pull  through  type.  Both  of 
these  procedures  had  previously  been  given  a 
very  thorough  trial  and  virtually  discarded. 

After  ligating  the  sigmoid  artery  between  its 
first  and  second  branches,  the  classical  Miles 
operation  consisted  in  wide  mobilization  of  the 
pelvic  colon,  separation  of  the  rectum  from  the 
hollow  of  the  sacrum  behind  and  the  bladder  in 
front  down  to  the  level  of  the  levators,  trans- 
section of  the  bowel  above  the  tumor,  and  with- 
drawing the  proximal  bowel  through  a separate 
left  lower  abdominal  incision  for  the  establish- 
ment of  the  permanent  colostomy.  The  pelvic  i 
peritoneum  was  then  reconstructed  and  the  ab- 
domen closed.  The  perineal  portion  of  the  oper- 
ation included  removal  of  the  entire  levator,  the 
ischiorectal  fat  and  the  fasciae,  and  the  previ- 
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ously  mobilized  rectum  and  fascia  propria.  The 
perineal  wound  was  not  closed,  but  was  packed 
by  a special  technique  and  allowed  to  heal  by 
granulation,  a process  often  requiring  from  six 
months  to  a year. 

At  present  most  surgeons  doing  the  abdomi- 
noperineal operation  as  the  procedure  of  choice 
in  cancer  of  the  rectum,  have  departed  to  some 
extent  from  the  original.  The  inferior  mesenteric 
artery  is  ligated  at  its  take-off  from  the  aorta, 
and  the  inferior  mesenteric  vein  a little  above 
the  artery.  The  perineal  excision  does  not  in- 
clude so  much  skin,  and  the  perineal  wound  is 
usually  closed  about  a drain.  The  high  ligation 
of  the  inferior  mesenteric  artery  requires  the 
colostomy  to  be  placed  at  a slightly  higher  level 
in  the  descending  colon. 

It  is  not  the  purpose  of  this  communication  to 
attack  the  sphincter  preserving  operations,  but 
to  advocate  and  defend  the  principles  upon 
which  the  abdominoperineal  is  predicated.  The 
chief  objection  to  the  operation  is  that  it  neces- 
sitates the  establishment  of  a permanent  abdom- 
inal colostomy.  Let  me  state  here  and  now  that 
I believe  that  colostomy  might  have  been  avoid- 
ed in  approximately  25  per  cent  of  patients  who 
were  given  one  in  an  operation  for  cancer  of  the 
rectum.  However,  I do  not  believe  that  it  is  pos- 
sible to  select  these  patients  in  advance.  The 
objections  to  colostomy  are  largely  sentimental. 
Certainly  it  is  true  no  one  wants  a colostomy  — 
but  it  is  also  true  that  no  one  wants  cancer  of 
the  rectum.  Such  pious  ejaculations  as  “I  would 
rather  be  dead  than  have  a colostomy”  are  not 
heard  from  the  individual  who  has  a colostomy 
or  who  needs  one  to  save  his  life.  I have  never 
known  of  a patient  to  commit  suicide  because 
of  a colostomy.  The  modern  methods  of  colos- 
tomy management  have  made  the  situation  com- 
pletely compatible  with  a normal  existence  from 
both  social  and  economic  standpoints.  For  ex- 
ample: I do  not  think  that  I have  ordered  a co- 
lostomy bag  for  a patient  in  almost  20  years. 
The  question  that  must  be  faced  is  not  is  ab- 
dominal colostomy  necessary  or  is  it  possible  to 
avoid  it;  but  must  colostomy  be  accepted  as  part 
of  a procedure  which  offers  the  greatest  chance 
for  cure  of  cancer. 


Began  In  1920s 

Our  personal  experience  with  the  abdomino- 
perineal operation  dates  from  the  early  1920s 
when  Dr.  Damon  Pfeiffer  and  the  author  began 
doing  it.  Our  experience  was  last  reviewed  in 
1950.  The  latest  review  confined  to  patients  op- 
erated upon  in  Abington  Memorial  Hospital  was 
made  for  this  report,  and  covers  100  consecutive 
patients  upon  whom  the  one  stage  abdomino- 
perineal resection  was  performed  between  1944 
and  1957.  All  of  these  patients  had  growths  be- 
low the  peritoneal  reflexion.  Of  these  29  are 
alive  and  well  for  from  two  to  11  years.  Seven- 
teen are  alive  and  well  for  more  than  five  years, 
and  five  for  more  than  10  years.  We  have  re- 
cently heard  from  four  patients  who  are  alive 
and  well  23,  22,  20,  and  18  years. 

To  the  patient  with  cancer  of  the  rectum  cold 
statistics,  treating  of  percentages  of  five  and  10 
year  survivals,  mean  very  little.  It  is  of  much 
more  importance  to  cite  and  record  the  number 
of  men  and  women  who  have  been  salvaged 
from  the  disease  for  long  periods  of  time,  and 
who,  without  operation,  would  have  died  of 
their  disease. 

It  is  our  considered  opinion  that  for  the  pa- 
tient so  unfortunate  as  to  have  cancer  of  the  rec- 
tum, the  combined  abdominoperineal  resection 
with  permanent  abdominal  colostomy  offers  the 
best  chance  for  cure  or  long  term  survival.  In 
our  opinion,  the  disregard  of  the  zone  of  down- 
ward spread  is  not  justified,  and  even  when  an 
adequate  abdominoperineal  operation  has  been 
done,  we  have  seen  a number  of  perineal  recur- 
rences; some  as  long  as  six  years  after  the  oper- 
ation. 

Our  objection  to  the  anterior  resection  is  that 
it  is  followed  too  often  by  fistula,  obstruction, 
or  early  recurrence.  In  order  to  guard  against 
any  of  these  eventualities,  the  operator  must  of 
necessity  restrict  the  extent  of  his  operation.  The 
principal  objection  to  the  pull  through  type  of 
operation  is  that  in  reality  it  substitutes  a perin- 
eal colostomy  for  an  abdominal  colostomy  — an 
unmanageable  condition  in  an  inaccessible  loccv 
tion.  To  quote  the  late  Dr.  Frank  Lahey,  “It 
leaves  the  patient  with  wet  pants  instead  of  a 
wet  shirt.” 
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MEDICAL  USE  OF  HYPNOSIS* 


The  following  report  on  medical  use  of  hyp- 
nosis was  developed  by  the  council  on  mental 
health  constituting  itself  as  a committee  of  the 
whole  under  the  chairmanship  of  Dr.  M.  Ralph 
Kaufman,  council  member.  The  conclusions  ar- 
rived at  herein  have  come  about  as  a result  of  a 
two-year  study  of  medical  use  of  hypnosis.  The 
necessity  for  this  was  brought  sharply  to  the  at- 
tention of  the  council  by  increasing  interest  in 
this  area;  there  were  frequent  inquiries  from 
physicians  and  dentists  throughout  the  United 
States  as  to  the  effectiveness  of  hypnosis  in  the 
medical  and  dental  fields  and  numerous  requests 
from  physicians  for  information  about  where 
proper  and  thorough  training  could  be  obtained. 

Preliminary  investigation  by  the  council  re- 
vealed that  centers  for  training,  under  proper 
auspices,  were  sharply  lacking.  It  was  also  noted 
that  many  courses  in  hypnosis  were  being  of- 
fered to  physicians  and  dentists  by  groups  who, 
in  the  council’s  opinion,  were  not  properly  ac- 
credited by  any  professional  school  or  university. 
Likewise,  courses  were  being  offered  to  physi- 
cians and  dentists  on  the  basis  of  a five-lesson  or 
10-lesson  course  in  hypnosis,  offered  solely  as 
correspondence  courses.  During  the  past  two 
years,  the  council  has  consulted  with  many  phy- 
sicians and  dentists  known  as  expert  practition- 
ers of  hypnosis  and  also  with  many  persons  of 
other  professions  who  have  had  a deep  interest 
in  and  intimate  connection  with  hypnosis  and 
with  research  in  hypnosis.  The  council  has  also 
reviewed  a report  on  medical  use  of  hypnosis 
published  in  the  British  Medical  Journal,  April 
23, 1955. 

In  substance,  the  council’s  report  indicates 
that  there  are  definite  and  proper  uses  of  hyp- 
nosis in  medical  and  dental  practice  in  the  hands 
of  those  who  are  properly  trained.  It  indicates, 
also,  that  there  is  a severe  lack  of  the  necessary 
training  facilities,  under  proper  auspices,  in  the 
United  States  and  that  such  centers  should  be 
established.  The  report  thoroughly  condemns 
the  use  of  hypnosis  for  entertainment  purposes, 
because  of  the  adverse  effects  it  can  bring  when 
used  by  persons  not  thoroughly  medically  or 
psychiatrically  oriented.  This  report  was  ap- 
proved by  the  board  of  trustees  and  the  house 
of  delegates  of  the  American  Medical  Associa- 

“Reprinted  from  the  Journal  of  the  American  Medical  Association 
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tion  at  its  June  1958,  meeting  in  San  Francisco. 

RICHARD  J.  PLUNKETT,  M.D., 

Secretary 

The  history  of  hypnosis  since  the  time  of  Mes- 
mer  has  been  characterized  by  a series  of  curi-  : 
ous  cycles  alternating  between  great  interest 
and  almost  complete  rejection.  This  phenomenon 
in  itself  is  an  indication  of  the  somewhat  mys- 
tical aura  that  has  surrounded  the  subject 
throughout  the  years.  Recently,  owing  to  a con- 
catenation of  circumstances,  there  has  been  a 
reawakened  interest  in  hypnosis.  In  part,  the 
experiences  of  World  War  II  contributed  to  this 
interest. 

The  Council  on  Mental  Health  of  the  Ameri- 
can Medical  Association  has  for  some  years  re- 
ceived numerous  inquiries  from  physicians 
throughout  the  United  States  relating  to  the 
subject  of  hypnosis,  many  of  them  asking  for 
information  regarding  training  programs  in  this 
area.  A group  of  serious  workers  in  medicine  has 
been  reporting  on  various  aspects  of  the  utili- 
zation of  hypnosis.  In  addition,  the  dental  pro- 
fession has  become  interested  in  its  use  in  rela- 
tion to  its  own  practice.  Concurrently,  “fringe” 
groups  have  been  exploiting  hypnosis  through 
the  press,  radio,  and  television.  Overpopulariza- 
tion in  this  as  in  other  areas  of  medicine  usually 
leads  to  oversimplification.  Overdramatized 
events  are  seized  on  to  the  general  detriment  of 
sober  scientific  work. 

A subcommittee  of  the  British  Medical  Associ- 
ation has  issued  an  excellent  report,  which  ap- 
peared in  the  British  Medical  Journal,  April  23, 
1955,  and  with  which  the  council  is  in  essential 
agreement. 

In  view  of  the  total  situation,  the  Council  on 
Mental  Health  constituted  itself  as  a committee 
of  the  whole  to  study  the  medical  use  of  hypno- 
sis. Some  outstanding  authorities  in  this  field 
were  invited  to  participate  in  several  committee 
meetings,  and  in  addition  others  were  requested 
to  give  their  opinions  through  correspondence. 
The  council  expresses  its  thanks  and  apprecia- 
tion to  them  for  their  excellent  collaboration  in 
this  study.  It  is  to  be  emphasized  that  the  re- 
sponsibility for  this  report  and  the  recommen- 
dations contained  therein  are  those  of  the  coun- 
cil. 

The  work  of  the  hypnosis  committee  was  lim- 
ited to  the  specific  theme  of  the  medical  use  of 
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hypnosis  in  its  therapeutic  aspects,  since  this 
seemed  to  be  the  most  relevant  area  for  the 
council’s  consideration. 

There  was  unanimous  agreement  that  there 
was  no  need  at  this  time  to  question  the  validity 
of  the  various  phenomena  elicited  by  hypnotic 
techniques.  Actually,  in  the  literature  of  hypno- 
sis practically  all  of  these  phenomena  have  been 
noted  in  one  way  or  another  since  the  time  of 
Mesmer.  In  spite  of  this,  however,  it  is  still  diffi- 
cult to  arrive  at  a formulation  of  hypnosis  that  is 
i completely  satisfactory.  The  subcommittee  of 
the  British  Medical  Association  presented  the 
following  definition,  with  which  there  was 
agreement  in  general: 

“(Hypnosis  is)  a temporary  condition  of  al- 
tered attention  in  the  subject  which  may  be  in- 
duced by  another  person  and  in  which  a variety 
of  phenomena  may  appear  spontaneously  or  in 
response  to  verbal  or  other  stimuli.  These  phe- 
nomena include  alterations  in  consciousness  and 
memory,  increased  susceptibility  to  suggestion, 
and  the  production  in  the  subject  of  responses 
and  ideas  unfamiliar  to  him  in  his  usual  state  of 
mind.  Further,  phenomena  such  as  anesthesia, 
paralysis,  and  the  rigidity  of  muscles,  and  vaso- 
motor changes  can  be  produced  and  removed 
in  the  hypnotic  state.” 

The  committee  emphasized  certain  regressive 
aspects  of  hypnosis.  It  also  stressed  the  fact  that 
hypnotic  phenomena  were  of  a wide  variety  and 
should  not  be  limited  only  to  the  so-called  trance 
state. 

In  order  to  begin  to  understand  these  phenom- 
ena, it  is  necessary  to  place  hypnosis  within  the 
general  framework  of  psychodynamic  psycholo- 
gy and  psychiatry.  This  has  implications  not  only 
for  the  theoretical  understanding  of  hypnosis 
but  also  for  its  therapeutic  application  and  will, 
therefore,  be  related  in  an  important  way  to  any 
teaching  and  training  program.  In  a sense  it  is 
unfortunate  that  the  induction  of  hypnosis  is 
generally  so  simple  a matter  that  it  requires  lit- 
tle or  no  technical  skill  or  training.  This,  in  it- 
self, represents  one  of  the  main  hazards  in  its 
utilization,  since  it  lends  itself  to  oversimplifica- 
tion and  overdramatization  with  a production 
of  spectacular  phenomena  that  are  meat  for  the 
charlatan.  The  use  of  hypnosis  has  a recognized 
place  in  the  medical  armamentarium  and  is  a 
useful  technique  in  the  treatment  of  certain  ill- 
nesses when  employed  by  qualified  medical  and 
dental  personnel. 


It  has  already  been  emphasized  in  this  report 
that  a background  of  psychodynamic  psychology 
and  psychiatry  is  essential  in  order  to  under- 
stand the  phenomena  of  hypnosis.  It  is  equally 
important  to  insist  on  the  fact  that  the  utiliza- 
tion of  hypnotic  techniques  for  therapeutic  pur- 
poses should  be  restricted  to  those  individuals 
who  are  qualified  by  background  and  training 
to  fulfill  all  the  necessary  criteria  that  are  re- 
quired for  a complete  diagnosis  of  the  illness 
which  is  to  be  treated.  Hypnosis  should  be  used 
on  a highly  selective  basis  by  such  individuals 
and  should  never  become  a single  technique 
used  under  all  circumstances  by  a therapist.  No 
physician  or  dentist  should  utilize  hypnosis  for 
purposes  that  are  not  related  to  his  particular 
speciality  and  that  are  beyond  the  range  of  his 
ordinary  competence.  As  an  example,  a trained 
and  qualified  dentist  might  use  hypnosis  for  hy- 
poanesthesia  or  hypoanalgesia  or  for  the  allay- 
ing of  anxiety  in  relation  to  specific  dental  work. 
Under  no  circumstances  would  it  be  proper  for 
him  to  use  hypnosis  for  the  treatment  of  neu- 
rotic difficulties  of  his  patient.  The  surgeon,  ob- 
stetrician, anesthesiologist,  gynecologist,  intern- 
ist, and  general  practitioner  may  legitimately 
utilize  these  techniques  within  the  framework 
of  their  own  particular  field  of  competence. 

A great  deal  has  been  said  about  the  hazards  of 
hypnosis,  and  this  is  still  a controversial  matter. 
One  of  the  members  of  the  conference,  who  is  in 
a somewhat  unique  position  since  he  has  been 
consulted  professionally  by  many  colleagues 
who  have  utilized  hypnosis  and  has  also  made 
a survey  of  results,  presented  material  which  in- 
dicated that  in  a number  of  patients  there  were 
harmful  results  which  included  the  appearance 
of  psychotic  conditions  and  other  complications. 
On  the  other  hand,  other  consultants  either  per- 
sonally or  through  correspondence  indicated 
that  they  were  not  aware  of  any  such  harm  re- 
sulting from  the  use  of  hypnosis.  This  is  an  area 
for  further  research. 

Conclusions 

General  practitioners,  medical  specialists,  and 
dentists  might  find  hypnosis  valuable  as  a thera- 
peutic adjunct  within  the  specific  field  of  their 
profesional  competence.  It  should  be  stressed 
that  all  those  who  use  hypnosis  need  to  be  aware 
of  the  complex  nature  of  the  phenomena  in- 
volved. 

Teaching  related  to  hypnosis  should  be  under 
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responsible  medical  or  dental  direction,  and  in- 
tegrated teaching  programs  should  include  not 
only  the  techniques  of  induction,  but  also  the  in- 
dications and  limitations  for  its  use  within  the 
specific  area  involved.  Instruction  limited  to  in- 
duction techniques  alone  should  be  discouraged. 

Certain  aspects  of  hypnosis  still  remain  un- 


known and  controversial,  as  is  true  in  many 
other  areas  of  medicine  and  the  psychological 
sciences.  Therefore,  active  participation  in  high- 
level  research  by  members  of  the  medical  and 
dental  professions  is  to  be  encouraged.  The  use 
of  hypnosis  for  entertainment  purposes  is  vigor- 
ously condemned. 


MEDICINE  — AND  BLUE  SHIELD 

S ELDOM— if  ever  before— has  medicine  earned 
such  a “friendly  press’’  as  greeted  the  action  of 
the  AMA  House  of  Delegates  at  its  Minneapolis 
meeting  in  December,  when  it  resolved  that 
“the  AMA,  the  constituent  and  component  medi- 
cal societies,  as  well  as  physicians  everywhere, 
expedite  the  development  of  an  effective  volun- 
tary health  insurance  or  prepayment  program 
for  the  group  over  65  with  modest  resources  or 
low  family  income’’ . . . 

To  make  such  a program  possible,  the  AMA 
delegates  realistically  urged  “that  physicians 
agree  to  accept  a level  of  compensation  for  med- 
ical services  rendered  to  this  group  which  will 
permit  the  development  of  such  insurance  and 
prepayment  plans  at  a reduced  premium  rate.” 

Thus,  American  medicine  has  forthrightly  ac- 
cepted the  challenge  of  the  Forand  bill  and  ac- 
knowledged the  special  needs  of  our  older  citi- 
zens, many  of  whom  are  getting  along  on  ex- 
tremely modest  retirement  incomes. 


— ACCEPT  THE  CHALLENGE 

The  national  association  of  Blue  Shield  Plans 
has  responded  promptly  to  the  AMA  action.  Its 
staff,  under  the  direction  of  a special  commit- 
tee, is  developing  a pattern  of  coverage,  pay- 
ments and  subscription  rates  that  can  be  used 
by  local  Blue  Shield  Plans  in  developing  their 
local  programs  for  senior  citizens. 

Each  of  us  will  soon  have  an  opportunity  to 
take  part  in  this  great  professional  enterprise. 
For  it  will  be  up  to  us,  as  individual  physicians, 
to  make  good  this  AMA  pledge.  We  will  be 
called  on  for  a new  and  crucial  demonstration 
of  the  ability  of  our  free  profession  to  meet  its 
collective  responsibilities  by  voluntary  action  in 
a free  society. 

Already  the  wheels  are  turning  in  preparation 
for  what  will  become  a senior  citizen  contract 
for  people  over  60  here  in  Arizona.  The  details 
are  not  yet  available,  but  when  the  finished 
product  can  be  offered,  all  Blue  Shield  partici- 
pating physicians  will  be  completely  filled  in  on 
the  coverage  and  its  availability. 


SOCIALIZED  MEDICINE  FLOUNDERING  IN  GERMANY 


EDITOR’S  NOTE:  The  material  which  fol- 
lows, sent  by  a Health  News  Institute  corres- 
pondent in  West  Germany,  shows  that  socialized 
medicine  in  the  West  German  Federal  Republic 
is  following  the  course  evident  wherever  it  is 
tried  — it  is  creaking  under  the  load  of  balloon- 
ing costs,  physician  revolts,  and  the  insatiable 
greed  of  the  public. 

FROM  THE  NEWS  MAGAZINE 
DER  SPIEGEL: 

I N WEST  GERMANY,  SO  per  cent  of  the  pop- 
ulation are  covered  by  socialized  medicine,  12.5 
per  cent  by  private  insurance,  5 per  cent  are 
without  any  coverage,  and  2.5  per  cent  are  cov- 
ered by  poor  people’s  aid.  About  15  per  cent  of 
all  people  covered  by  socialized  medicine  are 
persons  who  take  advantage  of  the  low  rates 


even  though  they  are  now  in  economic  circum- 
stances where  they  can  well  afford  to  take  care 
of  their  medical  problems.  Under  the  German 
system,  a man  earning  in  excess  of  4,000  DM 
(Deutsches  Marks;  about  $1,000)  can  volun- 
tarily remain  a member  of  the  system,  if  he  be- 
longed to  it  prior  to  reaching  that  level  of  earn- 
ings and  contributes  no  more  than  a person 
earning  only  660  DM  (about  $165).  The  result 
is  that  some  of  the  more  affluent  people  send 
their  chauffeurs  to  the  pharmacy  to  call  for  their 
free  medicine. 

There  is  so  much  interest  in  taking  advantage 
of  social  insurance  that  a company  employing 
5,000  persons  requests  5,000  sickness  certificates 
per  quarter.  Persons  covered  feel  cheated  if  they 
do  not  obtain  something  from  the  system.  In 
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many  cases,  they  force  their  physicians  to  write 
prescriptions  for  items  of  convenience  that  are 
not  needed.  The  cost  of  pharmaceuticals  per 
person  covered  has  increased  by  more  than  one- 
half  from  1951  to  1957.*  Hospital  expense  has 
increased  similarly  because  many  persons  cov- 
ered prefer  to  be  in  the  hospital  for  reasons  of 
convenience. 

Research  in  Munich  showed  that  there  is  in- 
creasing use  of  hospitals  by  persons  who  live  in 
undesirable  apartments,  or  whose  relatives  are 
working.  One  citizen  of  Munich  in  10  remains 
for  several  weeks  per  year  in  a hospital.  The  av- 
erage patient  in  one  of  the  largest  Munich  gen- 
eral hospitals  remained  for  21  days  in  the  hospi- 
tal until  1955  and  remains  now  for  38  days. 

In  addition,  for  election  purposes,  the  German 
government  passed  a law  in  1957  under  which 
the  socialized  system  must  pay  each  worker  90 
per  cent  of  his  net  salary  for  a maximum  of  six 
weeks  while  he  is  sick.  He  obtains  this  compen- 
sation for  the  first  two  days  of  his  sickness  only 
if  he  remains  sick  for  at  least  14  days.  This  en- 
couraged those  covered  to  be  sick  for  at  least  14 
days  during  a wave  of  influenza.  During  this 
wave,  most  parts  of  the  system  lost  most  of  their 
reserves  and  ran  into  debt. 

Furthermore,  in  an  attempt  to  balance  the 
budget,  the  average  contributions  increased  from 
a 1956  figure  of  5 to  6 per  cent  of  base  pay,  to 
a recent  average  of  8.53  per  cent.  Seventy-seven 
of  the  399  local  units  require  9 per  cent  and  nine 
units  up  to  10.5  per  cent  of  base  pay.  This  last 
contribution  amounts  to  $17.50  per  month  for  a 
worker  earning  $165  per  month.  Because  the 
German  worker  must  pay  14  per  cent  of  his  gross 
earnings  to  the  retirement  income  fund,  2 per 
cent  to  unemployment  insurance,  2.4  per  cent  to 
accident  insurance  and  1 per  cent  to  family  in- 
surance, his  total  deductions  for  social  purposes 
amount  to  nearly  30  per  cent. 

Even  with  this  substantial  income,  the  local 
unit  of  the  system  in  Hamburg  owed  the  local 
hospitals  about  $2  million  and  had  to  obtain  a 
loan  of  nearly  $4  million  from  the  city. 

Physicians  Protest 

Another  difficulty  for  the  system  resides  in  the 
revolt  of  the  physicians  who,  incited  by  early  in- 
equities of  predecessors  of  the  system,  formed 
an  economic  self-defense  organization  as  early 

°In  contrast,  the  cost  of  pharmaceuticals  in  the  United  States 
has  increased  only  about  37  per  cent  since  1935,  according  to 
the  U.S.  Labor  Department’s  Bureau  of  Labor  Statistics  con- 
sumer price  index  figures. 


as  1900.  Partially  because  Hitler  encouraged  the 
study  of  medicine  to  have  army  physicians,  Ger- 
many has  today  many  physicians,  but  these  phy- 
sicians have  very  few  private  patients.  (Imperial 
Germany  had  25,000  physicians  for  67  million 
people,  while  the  federal  republic  of  today  has 

70.000  physicians  for  52  million  inhabitants.) 

Under  the  prevailing  system,  each  physician 

records  the  amount  due  for  each  service  he  per- 
forms for  a patient  according  to  strict  tariff  of 
the  German  government.  However,  when  the 
system  is  asked  to  make  payment,  the  actual  pay- 
ments made  run  locally  to  from  45  to  85  per  cent 
of  the  total  of  the  tariff  items  actually  recorded. 
The  more  sickness  there  is,  the  longer  such  sick- 
ness lasts,  and  the  more  difficult  its  treatment, 
the  less  the  physician  receives  for  each  individu- 
al case. 

The  Munich  physician,  Dr.  Meider,  notes  that 
thyroidectomy  for  destitute  patients  brought  in 
1896,  32  gold  marks  while  in  1957  the  physician 
receives  only  28.32  highly  devalued  DM.  Cranial 
or  intestinal  surgery  brought  a fee  of  50  gold 
marks  62  years  ago,  but  only  47.20  DM  of  much 
less  purchasing  power  in  1957. 

The  minimum  fee  for  a simple  visit  to  a vet- 
erniarian  is  4 DM  for  a large  animal,  3 DM  for 
dog  or  cat,  and  1 DM  for  poultry  or  for  a rabbit. 
The  current  fee  for  such  a visit  by  a human  is 
DM  2.28  ( about  50  cents ) and  accordingly  is  in 
between  the  minimum  fee  for  a dog  and  the 
minimum  fee  for  a rabbit.  The  fee  for  a delivery 
is  the  same  as  the  German  cost  of  a pair  of  or- 
dinary shoe  soles. 

Even  if  a physician  is  able  to  reach  a private 
practice  amounting  to  25  per  cent  of  his  total 
income,  his  average  yearly  income  would  be 

18.000  DM  from  the  system,  plus  6,000  DM  pri- 
vately providing  him  with  24,000  DM  ( less  than 
$6,000  gross)  and  after  taxes,  less  than  $4,500 
net.  After  deduction  for  old  age  insurance,  tlu 
physician  keeps  less  than  $3,000.  This  system  in 
turn  has  led  physicians  to  manipulate  their  ac- 
counting systems  and  they  obtain  not  infrequent- 
ly sickness  certificates  for  the  healthy  wife  of  a 
patient,  his  healthy  children  and  parents.  1 hen 
they  increase  their  demands  for  payment  to  the 
system.  Physicians  have  been  led  to  participate 
each  year  in  about  200,000  forced  abortions. 

The  first  consultation  involving  a private  pa- 
tient involves  20  to  30  minutes,  but  such  consul- 
tation for  a patient  under  the  system  averages 
six  minutes. 
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To  be  with  the  system,  a physician  would  fin- 
ish his  studies  at  the  age  of  25-26,  remain  for 
more  than  a dozen  years  in  poorly  paid  assist- 
antships  or  internships,  and  is  rarely  admitted  to 
work  for  the  system  before  he  reaches  the  age 
of  40.  Fifteen  to  20  years  of  his  life  remain  to 
provide  for  his  wife  and  children.  For  payment 
from  the  system,  it  makes  no  difference  whether 
the  physician  sees  the  patient  or  not,  and  re- 
newal of  a prescription  by  the  nurse  qualifies 
for  the  physician’s  compensation.  Special  serv- 
ices, however,  may  qualify  for  additional  pay- 
ment, e.g.  if  there  is  an  intravenous  injection  or 
bloodletting,  and  there  is  a suggestion  that  such 
procedures  are  promoted  by  physicians  skilled 
in  accounting  matters.  When  the  Bavarian  phy- 
sician, Dr.  Planer,  was  asked  to  explain  his  bills, 
he  committed  suicide. 

This,  in  turn,  led  to  a new  action  group  of  the 
physicians,  which  has  started  large  protest  meet- 
ings, attended  to  such  an  extent  by  physicians 
that  the  meeting  halls  overflow  and  the  physi- 
cians applaud  the  protest  speakers  from  the  an- 
terooms and  from  the  stairways. 

The  German  government  is  currently  wres- 
tling with  the  problem  of  reforming  its  social 
insurance  system,  but  is  caught  between  union 
demands  to  make  matters  as  convenient  as  pos- 
sible for  the  worker,  the  financial  problems  of 
the  system,  and  the  substantial  problems  the 
German  physicians  encounter  under  this  system. 

High  Maternal  Mortality 

The  same  correspondent  encloses  a picture 
spread  and  caption  from  Neue  Illustrierte,  tell- 
ing how  the  director  of  the  Munich  University 
Woman’s  Clinic,  Professor  Dr.  Bickenbach,  had 
presented  “alarming  facts”  on  maternal  mortal- 


ity. Thereupon  a Neue  Illustrierte  reporter  visit- 
ed clinics,  physicians  and  midwives  seeking  an 
answer  to  the  question,  “What  can  be  done  to 
save  mothers?”  Fie  describes  his  findings  thus: 

“A  wonderful  message  is,  “Mother  and  child 
are  well.”  Unfortunately,  this  statement  is  made 
more  rarely  in  the  German  Federal  Republic 
than  in  any  other  civilized  country  except  Japan. 

“In  1956,  of  every  100,000  mothers,  312  died 
in  Germany  of  complications  during  pregnancy, 
150  of  miscarriages  and  675  during  difficult  de- 
liveries.* 

“How  many  of  these  cases  could  have  been 
avoided?  To  take  Cologne  as  the  example  of  a 
West  German  metropolis,  there  is  no  medical 
supervision  during  pregnancy  for  more  than  one- 
half  of  all  pregnant  women.  In  most  cases  the 
clinics  which  are  used  by  80  per  cent  of  all 
mothers  in  the  Federal  Republic  for  delivery 
learn  of  their  problem  too  late  to  be  of  assist- 
ance. Experienced  obstetricians  see  no  guaranty 
for  safe  delivery  in  hospital  delivery  because  the 
causes  for  complications  during  delivery  nearly 
always  predate  the  delivery  time. 

“Psychological  causes  also  may  bring  compli- 
cations: The  mother’s  fear  of  delivery.  In  most 
Western  countries  therefore,  experienced  gyne- 
cologists prepare  the  pregnant  woman  for  the 
delivery  experiences:  They  guide  the  women 
through  the  delivery  areas,  remove  the  fear  of 
the  hospital  and  show  them  deliveries  as  they 
always  should  be:  Natural  processes  during  the 
life  of  man.” 


5 In  contract  to  the  dismal  German  outlook,  the  health  and  vital 
statistics  report  of  the  U.  S.  Public  Health  Service  for  June  1958, 
showed  that  maternal  mortality  in  the  United  States  had  reached 
an  all-time  low  of  3.9  per  100,000  births,  a drop  from  58.2  per 
100,000  just  20  years  ago.  During  the  same  period,  infant  mor- 
tality in  this  country  had  been  cut  in  half. 


REPORTS  ON  CHILDBIRTH  SAFETY 


ATERNAL  mortality  rates  in  this  country  have 
dropped  93  per  cent  in  the  last  four  decades, 
that  is  from  61  deaths  per  10,000  live  births  in 
1915  to  4.3  deaths  in  1957.  Last  year  there  were 
4.2  million  babies  born  in  the  United  States  and 
there  were  only  1,600  maternal  deaths.  If  the 
previous  high  rate  had  still  prevailed,  last  year 
the  number  of  maternal  deaths  would  have  run 
as  high  as  28,000. 

Maternal  death  rates  have  dropped  among 
women  of  all  child-bearing  age  groups,  but  the 
greatest  gains  have  been  made  by  women  in  the 


younger  age  groups.  The  safe  age  group  is  the 
20  - 24-year-old  with  only  3.2  maternal  deaths 
for  10,000  live  births  occurring  in  this  group. 
Next  come  the  women  under  20  and  those  in  the 
25-29-year-old  group  with  a rate  of  4.3  per  cent. 
Second  births  are  safer  than  first,  and  third  are 
safer  than  second.  With  fourth  births,  maternal 
mortality  l'ises  again  and  then  the  hazards  con- 
nected with  later  births  begin  to  exceed  those  of 
first  births. 

The  improvement  in  this  childbirth  safety  is 
largely  attributable  to  the  high  level  of  pre-natal 
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care  and  hospitalization  for  birth  now  customary 
in  this  country.  In  1955,  94  per  cent  of  all  live 
births  occurred  in  hospitals  and  97  per  cent  of 
all  births  occurred  with  physician  in  attendance. 
Hospital  standards  of  sanitation  have  improved, 
medical  research,  revealing  the  dynamics  of  nor- 
mal pregnancy  and  its  complications  is  better 
known,  great  advances  have  been  made  in  nutri- 
tion, obstetrical  surgery,  anesthesia  and  post 
graduate  instruction.  Also  with  the  introduction 
of  the  antibiotics,  the  maternal  death  rate  has 
decreased  greatly.  Recently  instruction  to  the 
general  public  about  childbirth  and  pre-natal 
care  has  become  a very  important  factor. 

Declining  Rate 

The  non-white  population  of  the  United  States 
still  has  a considerably  higher  maternal  mortal- 
ity than  the  white,  even  though  both  groups 
have  made  progress  in  recent  years.  In  1915,  the 
rate  of  maternal  deaths  among  non- whites  was 
105.6  while  that  among  whites  was  61,  but  by 
1955,  the  respective  rates  were  14  and  3.6.  By 
district,  the  lowest  rates  are  in  the  Northeast, 
North  Central  and  Pacific  states,  while  the  South 
has  the  highest  rate.  In  1955,  the  New  England 
states  were  lowest  with  2.9  deaths  per  10,000  live 
births;  Vermont  led  the  nation  in  its  maternal 
health  record  with  a low  rate  of  1.6,  and  Missis- 
sippi represented  the  opposite  extreme  with  14.1. 

In  1915,  rural  women  had  a more  favorable 
maternal  mortality  record  than  urban,  but  by 
1955,  the  positions  had  long  been  reversed  be- 
cause of  the  above  factors. 

Today  a large  proportion  of  maternal  deaths 
are  due  to  four  causes,  namely  they  result  from 
an  abortion  or  a complication  of  one,  toxaemia 
of  pregnancy,  hemorrhage  of  pregnancy  or  de- 
livery, and  sepsis.  Other  minor  causes  of  mater- 
nal mortality  are  ectopic  pregnancy,  anesthetic 
deaths,  heart  disease,  tuberculosis,  diabetes  and 
other  constitutional  diseases.  Other  commoner 
conditions  which  do  not  cause  death  such  as 
pyelitis,  cystitis,  anemia,  are  now  much  better 
controlled. 

In  conclusion,  great  progress  has  been  made 
in  curtailing  the  maternal  mortality  rate  in  the 
United  States.  Basically  much  of  this  good  rec- 
ord is  attributable  to  the  high  level  of  pre-natal 
care  and  hospitalization  for  birth  now  customary 
in  this  country. 

DONALD  N.  McLEOD,  M.D. 
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AMERICAN  CANCER  SOCIETY,  INC. 


"Before  We  Sleep  ” $3.95, 

hy  Hank  Bloomgarden,  G.  P.  Putnam’s  Sons, 
New  York  — (Published  January  1959) 

N CASE  you  have  queries  about  this  book, 
the  following  may  guide  you : 

This  is  a rambling,  superficial,  and  often  as- 
toundingly  inaccurate  book  by  a man  who  be- 
lieves that  there  is  not  enough  being  spent  for 
medical  research  or  for  medical  education.  How- 
ever, we  can  agree  with  very  little  else  in  the 
book  but  what  seems  to  be  its  general  purpose: 
to  get  more  money  for  research  and  medical  ed- 
ucation. 

The  book  attacks  the  AMA  for  its  alleged  re- 
sistance to  a rapid  expansion  of  the  medical 
force  of  the  nation,  condemns  the  National  Fund 
for  Medical  Education  for  what  the  author 
charges  is  failure  to  do  its  job,  lambastes  the 
American  Cancer  Society,  the  American  Heart 
Association,  the  National  Foundation,  the  Na- 
tional Association  for  Mental  Health,  Time,  Life, 
a good  many  writers  and  publications.  The  au- 
thor is  remarkably  limited  in  his  enthusiasms, 
but  he  is  eloquent  in  praise  of  the  Damon  Run- 
yon Fund  because  “all”  of  its  money  goes  for 
research. 

tj  CHOLESTEROL  - BOLE  IN  CANCER 
13  CIENTISTS  have  found  that  cholesterol, 
which  many  consider  the  culprit  in  hardened 
arteries  leading  to  heart  attacks,  strokes,  etc., 
plays  a prominent  but  puzzling  role  in  cancer 
as  well. 

In  animal  experiments,  it  has  been  shown  that 
as  cancers  grow,  the  body  produces  more  and 
more  cholesterol  and  this  is  trapped  by  the  tu- 
mors. 

This  was  reported  by  a group  at  the  Worces- 
ter Foundation  for  Experimental  Biology.  The 
research  team,  under  the  direction  of  Dr.  Greg- 
ory Pincus,  is  investigating  the  methods  by 
which  the  body  manufactures  cholesterol  and 
its  role  in  various  disease  states.  Scientists  in- 
clude Drs.  Erwin  Schwenk,  Dean  F.  Stevens, 
George  J.  Alexander,  Allen  M.  Gold,  G.M.C. 
Masson,  S.  R.  Koritz  and  F.  G.  Peron. 

It  has  been  speculated  that  the  tumor  itself 
might  manufacture  something  which  stimulates 
the  body  to  produce  more  cholesterol.  An  alter- 
native possibility  is  that  the  body  automatically 
produces  cholesterol  in  response  to  the  stress  of 
the  tumor. 


They  found  that  when  cancer-causing  chemi- 
cals are  applied  to  experimental  animals,  the 
liver  for  a while  produces  less  than  its  normal 
output  of  cholesterol.  But  as  soon  as  the  tumor 
starts  to  grow  — or  if  a large  tumor  is  trans- 
planted to  the  animal  — cholesterol  production 
promptly  rises  to  about  twice  normal.  Oddly 
enough,  the  appearance  of  liver  cells  does  not 
change. 

Dead  and  decaying  portions  of  tumors  are 
loaded  with  cholesterol,  but  whether  the  tumor 
manufactures  or  merely  traps  this  material  from 
the  blood  is  difficult  to  state. 

Other  scientists  have  given  conflicting  reports 
on  the  amount  of  cholesterol  in  the  blood  of  can- 
cer patients.  Some  have  said  that  cholesterol  is 
elevated;  others  reported  finding  it  lowered.  In- 
asmuch as  neither  school  of  thought  indicated 
the  stages  of  cancer,  it  is  not  known  whether 
cancer  patients,  like  animals,  might  have  low 
cholesterol  levels  early  in  the  disease,  and  high 
levels  later. 

Several  groups  recently  have  reported  induc- 
ing cancer  by  injecting  animals  with  cholesterol. 
In  the  light  of  these  findings,  it  appears  possible 
that,  in  stepping  up  the  host’s  manufacture  of 
cholesterol,  the  tumor  may  be  forcing  the  body 
to  produce  food  from  which  the  cancer  derives 
prodigious  energy. 

The  Worcester  Foundation  group  has  traced 
the  manufacture  of  cholesterol  and  found  that 
animal  bodies  can  make  it  out  of  squalene  and 
zymosterol.  Yeast  and  plants  produce  a similar 
substance,  ergosterol,  out  of  the  same  materials. 

The  question  of  whether  humans  become 
overloaded  with  cholesterol  (and  subject  to  sev- 
eral diseases  accompanying  that  condition)  by 
eating  products  high  in  substances  like  squalene 
and  zymosterol  has  not  yet  been  resolved. 


S ANTI-CANCER  AGENTS 

CIENTISTS  AT  Rutgers  University  and  at 
the  Veterans  Administration  Hospital  in  Brook- 
lyn, have  found  that  drugs  now  commonly  used 
to  treat  cancer  have  the  same  effect  as  agents 
which  cause  cancer. 

The  observations  were  made  in  the  course  of 
testing  ethylenephosphoramides,  a group  of 
chemicals  devised  by  Dr.  Crossley  as  anti-cancer 
agents.  Several  of  these  compounds  are  now 
used  routinely  to  treat  incurable  cancer  in 
humans. 
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The  scientists  discovered  that  certain  types  of 
cancer  cells  exposed  to  the  drugs  become  bi- 
zarre, shapeless  giants.  Both  the  cell  nucleus  and 
the  cell  itself  become  distorted;  and  their  chem- 
istry — as  reflected  by  the  dyes  they  took  up 
and  the  stains  they  showed  — were  greatly  al- 
tered. 

The  treated  cells  had  difficulty  gelling,  as  cells 
must  do  before  dividing.  Such  phenomena  have 
also  been  observed  as  a result  of  injury  to  both 
normal  and  tumor  cells  of  plants,  animals  and 
humans. 


Chemical  analysis  indicated  that  the  drugs  af- 
fected the  cell  nucleic  acids. 

These  changes  were  very  similar  to  those 
wrought  by  agents  which  cause  certain  experi- 
mental cancers  — radiation,  viruses,  and  lack  of 
oxygen;  and  also  similar  to  agents  known  to 
cause  cell  injury  — high  temperatures,  and  such 
chemicals  as  chelates,  which  remove  important 
metals  from  molecules.  Certain  adrenal  hor- 
mones and  podophyllin,  which  prevents  cells 
from  dividing,  have  produced  similar  effects  on 
cells  grown  in  tissue  culture. 


PMA  STATEMENT  ON  GOVERNMENTAL  SUPPORT 
OF  MEDICAL  RESEARCH 


The  BOARD  OF  directors  of  the  Pharmaceu- 
tical Manufacturers  Association  believe  that  it  is 
constructive  at  this  time  to  state  their  views  as 
to  the  support  of  medical  research  and  education 
by  the  federal  government.  At  their  meeting  in 
New  York  City,  Jan.  8,  1959,  they  therefore  ap- 
proved the  following  statement: 

In  1940,  according  to  the  report  of  the  com- 
mittee of  consultants  to  the  secretary  of  health, 
education,  and  welfare,  commonly  known  as  the 
Bayne-Jones  report,  the  federal  government  con- 
tributed $3  million  to  medical  research.  In  1958, 
federal  expenditure  for  medical  research  reached 
$227  million.  (Data  relating  to  the  National  In- 
stitutes of  Health,  September  1958. ) 

The  pressures  upon  the  congress  and  upon 
federal  agencies  for  practical  results  are  appar- 
ent and  unquestionably  will  increase  in  direct 
relation  to  the  size  of  the  expenditures.  But  as 
the  Bayne-Jones  report  states,  “pressures  for 
practical  results  cannot  be  allowed  to  supersede 
the  kind  of  fundamental  studies,  which,  over  the 
long  run,  produce  revolutions  rather  than  mere- 
ly improvements  in  health  standards.  In  his 
communication  of  last  July  to  President  Eisen- 
hower, Dr.  Alan  T.  Waterman,  director  of  the 
National  Science  Foundation,  makes  a similar 
statement:  “As  history  amply  records,  the  most 
epoch-making  scientific  discoveries  have  come 
from  basic  research.” 

Some  noteworthy  basic  research  is  being  car- 
ried out  in  the  laboratories  of  the  pharmaceutical 
industry,  but  the  major  centers  for  this  basic  ef- 
fort are  non-profit  institutions,  universities,  med- 
ical schools  and  research  institutions.  The  re- 
search and  development  work  of  our  industry 


largely  rests  on  this  foundation.  On  the  other 
hand,  the  pharmaceutical  industry,  with  its  $127 
million  expenditure  in  1957,  and  at  least  $170 
million  in  1958,  already  does  outstanding  ap- 
plied research  and  development  leading  to  clin- 
ically useful  products.  After  every  advance  in 
the  laboratory  and  clinic,  it  has  been  the  phar- 
maceutical industry  which,  with  its  own  funds, 
has  created  the  modern  medicines  which  have 
benefited  so  many. 

No  Precedent 

The  present  cancer  chemotherapy  program, 
involving  an  extensive  series  of  contracts  with 
pharmaceutical  firms,  should  not  be  taken  as 
a precedent  for  the  attack  on  other  disease 
categories.  In  the  cancer  field,  the  lack  of  leads 
after  so  many  years  of  effort  together  with  the 
nature  of  the  problem,  probably  required  a 
government  subsidy  to  industry  (devoted  prin- 
cipally to  an  experimental  mass  screening  pro- 
gram of  all  types  of  chemical  agents)  in  order 
to  supplement  the  basic  research  program  being 
carried  on  in  the  laboratories  of  non-profit  in- 
stitutions. 

In  fields  other  than  cancer,  the  pharmaceutical 
houses  are  pushing  the  search  for  new  drugs 
with  adequate  funds  and  with  every  means  at 
their  disposal  in  the  light  of  present  knowledge. 
It  is  our  basic  knowledge  that  needs  to  be  in- 
creased, as  rapidly  as  possible,  and  federal  funds 
should  be  channeled  to  academic  institutions, 
which  need  them  to  support  and  expand  their 
basic  research. 

Moreover,  in  our  total  medical  research  activi- 
ties the  paramount  problem  is  the  critical  short- 
age of  scientific  personnel.  The  extent  of  this 
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personnel  shortage  is  well  documented:  The 
Bayne-Jones  report  indicated  that  25,000  addi- 
tional scientists  will  be  needed  by  1970,  but  that 
present  training  facilities  will  provide  only 
19,000.  This  is  a deficit  of  more  than  30  per  cent. 
A recent  editorial  in  the  JAMA  (Nov.  15,  1958) 
points  out  the  alarming  number  of  unfilled  facul- 
ty positions  in  our  medical  schools  even  today. 

Government  subsidies  for  industrial  research 
would  still  further  accentuate  this  manpower 
problem.  It  must  be  recognized  that  there  are 
only  three  ways  by  which  a pharmaceutical  firm 
can  staff  a government-subsidized  project.  The 
first  is  to  divert  its  own  scientists  from  projects 
on  which  they  are  already  working.  The  second 
is  to  obtain  additional  personnel  from  other 
firms,  which  results  in  a wasteful  pattern  of 
raiding.  The  third  — easiest  but  most  destructive 
— is  to  obtain  the  needed  people  from  academic 
life,  thus  depleting  still  further  the  supply  of 
teachers  and  scientists  engaged  in  basic  research. 

Principles  Urged 

In  view  of  the  current  trend  toward  gov- 
ernment-industry “crash  programs”  in  electronics, 
aircraft  and  other  fields  of  research,  it  may  seem 
surprising  for  the  pharmaceutical  industry  to 
urge  that  funds  for  medical  research  go  mainly 
to  academic  institutions.  For  the  resasons  stated 


above,  however,  this  board  believes  that  in  the 
allocation  of  federal  funds  for  medical  research 
— which  as  the  Bayne-Jones  report  states  is 
inherently  inseparable  from  medical  education 
and  training  — the  following  principles  should 
be  adopted: 

1.  Since  our  further  progress  in  medicine  di- 
rectly depends  upon  the  supply  of  highly-quali- 
fied scientists,  the  training  of  additional  teachers 
and  research  personnel  should  have  highest 
priority. 

2.  Government  funds  should  be  principally 
allocated  to  basic  research  objectives,  to  expand 
our  fundamental  knowledge  in  all  medical  fields, 
rather  than  to  applied  research  and  develop- 
ment. 

3.  Except  in  unusual  circumstances,  govern- 
ment funds  should  therefore  be  allocated  to 
non-profit  institutions,  such  as  medical  schools, 
hospitals,  and  research  institutions,  rather  than 
to  private  industry.  Private  industry  should  be 
subsidized  only  in  cases  where  no  non-profit 
organization  can  do  the  job.  In  such  exceptional 
cases,  however,  full  co-operation  can  be  expected 
from  a pharmaceutical  firm  approached  by  the 
federal  government  because  of  its  unique  quali- 
fications. 


GOOD  SAMARITAN  HOSPITAL  CARDIAC-PULMONARY 

LABORATORY 


w 

II  E ARE  pleased  to  announce  activation  of 
the  Good  Samaritan  Hospital  Cardiac  Pulmonary 
Laboratory.  The  unit  has  been  in  operation  since 
last  July  on  a weekly  basis,  and  is  intended 
primarily  for  congenital  and  rheumatic  heart 
cases. 

The  cardiac  catheterization  laboratory  is  in- 
stalled in  a remodeled  suite  of  rooms  located  on 
the  first  floor  of  C Wing  with  entrance  on  the 
south  side  of  the  emergency  room  underpass. 
The  laboratory  has  been  incorporated  as  a 
facility  of  Arizona  State  University  and  will 
be  utilized  for  teaching  and  research  purposes 
in  addition  to  its  primary  function. 

Initial  patient  examinations  will  be  conducted 
in  the  out  patient  clinic,  and  routine  x-ray  and 
laboratory  work  will  be  performed  in  the  regular 
hospital  departments. 

Equipment 

The  hospital  has  expended  approximately 
$45,000  for  the  cardiac  catheterization  equip- 


ment alone,  and  additional  purchases  are  planned 
for  the  coming  year.  A Mattern  radiographic 
unit  with  a Phillips  image  amplifier  has  been 
installed.  This  unit  is  the  best  available  today. 
In  addition  to  providing  flouroscopy  for  the 
catheterization  studies,  it  can  be  utilized  for 
high  speed  angiocardiography  and  conventional 
x-ray  techniques. 

It  is  adaptable  for  photographic  and  closed 
circuit  television  equipment  which  are  useful 
in  acquiring  permanent  records  and  in  monitor- 
ing certain  procedures.  The  Phillips  image  ampli- 
fier intensifies  the  brightness  of  the  usual  image 
1,000  times  with  minimum  millivoltage.  With 
its  use,  a patient  subjected  to  fluoroscopy  will 
receive  a negligible  amount  of  radiation. 

A Sanborn  four-channel  direct  writer-recorder 
has  been  installed.  This  apparatus  allows  for  a 
variety  of  pressure  and  electrocardiographic  trac- 
ings and  is  adaptable  for  use  with  a cathode  ray 
oscilloscope.  It  is  the  core  of  the  catheterization 
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apparatus,  and  also  is  the  best  presently  avail- 
able. 

A Beckman  oxygen  analyzer  and  its  related 
apparatus  have  also  been  installed.  A laboratory 
technician  will  perform  the  extensive  blood  gas 
analysis  studies  needed,  and  nurses  from  the 
operating  room  will  assist  in  the  catheterization 
procedures.  Anesthesia  will  be  provided  as 
needed. 

Referrals 

The  clinic  will  accept  patient  referrals  only 
from  doctors  or  appropriate  referring  agencies. 
Direct  patient  referrals  will  not  be  accepted.  A 
complete  report  will  be  sent  to  the  referring 
doctor  or  agency,  including  treatment  recom- 
mendation when  indicated.  Medical  treatment 
will  not  be  offered  directly  by  the  clinic,  but 
of  course  follow-up  examinations  will  be  en- 
couraged. Closed  heart  procedures  ( mitral 
stenosis,  patent  ductus  arteriosus,  coarctation 
of  the  aorta,  etc. ) are  presently  being  done,  and 
open  heart  procedures,  utilizing  extra  corporeal 
circulation  will  be  available  by  summer. 

The  initial  patient  examination  will  consist 
of  an  evaluation  of  the  clinical  findings,  x-ray 
studies,  electrocardiographic  and  laboratory 
studies.  Further  studies  will  be  ordered  as 
needed.  The  decision  to  perform  a cardiac  cathe- 
terization or  other  advanced  study  will  be  based 
on  this  evaluation.  No  patients  will  be  accepted 
for  these  procedures  who  have  not  undergone 
initial  examination  in  the  clinic. 

Fees 

Fees  are  based  on  a sliding  scale  in  line  with 
the  family’s  ability  to  pay.  ( Few  insurance 
policies  will  cover  diagnostic  service.)  The  ini- 
tial examination  will  include  clinical  evaluation, 
radiography,  and  electrocardiography.  Agency 
referrals  will  be  handled  by  contractual  arrange- 
ment. Patients  unable  to  pay  the  full  private  fee 
will  be  evaluated  by  a social  worker  and  charged 
accordingly.  It  is  anticipated  that  a large  portion 
of  the  clinic  work  will  consist  of  indigent  or 
semi-indigent  cases. 

Private  patients  for  cardiac  catherization, 
which  will  require  overnight  hospitalization  and 
extensive  laboratory  work,  will  be  charged  $100 
for  private  accommodations  or  $75  for  semi- 
private. This  blanket  fee  includes  all  services 
incident  to  the  catheterization  and  will  fall  some- 
what short  of  the  actual  cost  to  the  hospital  for 


these  services.  Agency  referrals  and  indigent 
cases  will  be  handled  as  outlined  above. 

Appointments  for  patients  may  be  made  by 
calling  the  hospital  emergency  room,  Extension 
505,  before  3 p.m.  during  week  days.  For  the 
present,  all  appointments  are  being  made  for 
Tuesday  afternoons.  Each  case  will  be  seen 
by  the  cardiac  consultant  team. 

Time  and  Plaee 

Patients  should  be  advised  that  two  visits  are 
necessary.  The  first  visit  is  on  Monday  after- 
noon and  at  that  time  x-ray  and  EKGs  will  be 
done.  The  second  visit  is  on  the  following  day, 
Tuesday  afternoon,  when  the  physicians  will 
examine  the  patient  and  evaluate  the  laboratory 
findings.  If  catheterization  is  recommended,  the 
patient  will  be  notified  when  to  report  for  hos- 
pitalization, which  is  of  two  days  duration. 
If  catheterization  indicates  the  need  for  surgery, 
individual  planning  of  each  patient  by  the 
physician  and  the  social  service  worker  will 
be  done. 

G.  M.  HANNER, 
Administrator, 
Good  Samaritan  Hospital 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
five,  viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grove's  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 
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GOVERNMENT  ACTION  RELATED  TO  MEDICINE 


PRESIDENT  PLANS  COMMITTEE 
TO  SET  HEALTH  AND  OTHER  GOALS: 

P RESIDENT  Eisenhower  plans  to  name  a 
committee  of  educators  and  representatives  of 
the  professions,  labor,  management,  finance  “and 
every  other  kind  of  useful  activity”  to  set  long- 
range  goals  for  the  country.  The  President  an- 
nounced his  intentions  in  his  State  of  the  Union 
message,  delivered  to  congress.  He  said  the 
committee  would  be  concerned  with  living  stand- 
ards of  the  people,  their  health  and  education, 
better  assurance  of  life  and  liberty  and  their 
greater  opportunities.  It  will  also  attempt  to 
point  out  methods  to  meet  such  goals,  and  to 
indicate  what  levels  of  government  — local,  state 
or  federal  — should  have  responsibility. 

Such  a committee  outside  government  could, 
in  the  opinion  of  Mr.  Eisenhower,  “effectively 
participate  in  making  the  necessary  appraisal 
of  the  potentials  of  our  future.  The  result  would 
be  established  national  goals  that  would  not 
only  reflect  the  brightness  of  our  finest  dreams, 
but  would  meet  the  stern  test  of  practicality.” 

The  President’s  only  other  direct  reference 
to  domestic  health  activities  or  legislation  was 
a mention  that  during  the  next  fiscal  year  “we 
will  be  spending  increased  amounts  on  health 
programs.”  He  did  not  enumerate  where  the 
expansion  would  occur.  In  past  years  Mr.  Eisen- 
hower has  often  presented  any  new  health  or 
medical  proposals  through  special  messages  to 
congress  later  in  the  session. 

AMERICAN  SCIENTISTS  DISPUTE  U.  N. 
REPORT  ON  RADIATION-LEUKEMIA: 

A committee  of  American  scientists  is  dis- 
puting some  of  the  conclusions  of  a United 
Nations  study  group  on  the  effects  of  radiation 
on  human  life,  particularly  objecting  to  the 
close  association  the  U.  N.  report  indicated  exists 
between  radiation  and  leukemia. 

The  American  committee  is  functioning  under 
the  National  Academy  of  Sciences-National  Re- 
search Council.  Its  chairman  is  Dr.  Shields  War- 
ren, professor  of  pathology  at  Harvard,  director 
of  the  New  England  Deaconess  Hospital  in 
Boston,  and  formerly  chief  medical  officer  of 
the  Atomic  Energy  Commission.  Members  are 
all  prominent  in  atomic  medicine.  The  U.  S. 
committee’s  formal  report  was  in  reply  to  the 
conclusions  of  a U.  N.  scientific  committee  on 


the  effects  of  atomic  radiation,  published  a few 
months  ago. 

1.  The  U.  N.  report  emphasized  the  indicated 
connection  between  radiation  and  leukemia. 
Comments  the  U.  S.  committee  — “Our  com- 
mittee inclines  to  the  view  that  many  forms  of 
cancer,  including  leukemia,  arise  through  a more 
or  less  complex  series  of  responses.  While 
somatic  mutations  may  be  included  among  these, 
it  seems  doubtful  that  a strict  linearity  analogous 
to  that  seen  in  the  genetic  effects  of  radiation 
is  likely  to  hold  in  the  case  of  these  conditions. 
. . . Large-scale  definitive  experiments  and 
demographic  observations  are  needed.  . . 

2.  The  U.  S.  group  is  uncertain  of  U.  N. 
statistics  on  the  incidence  of  radiation-induced 
leukemia.  “We  recognize  that  the  tabulations 
given  by  the  ( U.  N. ) committee  present  esti- 
mates which  range  from  zero  to  some  thousands 
of  cases  and  hence  imply  much  uncertainty.  We 
are  concerned  that  greater  validity  may  be  as- 
cribed to  these  figures  than  the  basic  data  war- 
rant.” 

CARDIOGRAMS  TO  BE  REQUIRED  OF 
COMMERCIAL  PILOTS  IN  COMMAND: 

Pilots  in  command  of  commercial  airlines  on 
scheduled  routes  will  be  required  after  July  1 
to  include  electrocardiograms  in  their  physicals. 
Civil  Aeronautics  Board  said  this  was  being  done 
“to  eliminate  a potential  hazard  by  identifying 
otherwise  undetected  cases  of  myocardial  in- 
farction.” The  new  rule  does  not  apply  to  co- 
pilots. Command  pilots  between  age  35  and  40, 
on  the  first  examination  following  age  35,  will 
have  to  show  cardiogram  absence  of  infarction. 
Those  40  or  older  will  have  to  take  tests  annually. 

CAB  pinned  its  new  ruling  on  passenger 
safety,  and  disclosed  that  in  recent  years  there 
have  been  several  instances  of  where  pilots  have 
died  in  the  cockpit  in  flight  or  just  before  take- 
off because  of  heart  attacks.  There  were  three 
such  cases  among  airline  pilots  in  1957.  Com- 
ments CAB:  “It  is  expected  that  this  situation 
will  become  more  frequent  as  the  mean  age 
of  the  pilot  population  increases.” 

U.  S,  INDUSTRY  AGREE  ON 
EXHAUST  RESEARCH: 

The  U.  S.  Public  Health  Service  and  the  auto- 
mobile industry  have  reached  an  agreement  to 
work  closely  in  research  on  the  exhaust  fume 
problem.  PHS  will  concentrate  on  health  as- 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  GERIATRICS 

"ability  to  decide  correctly 
has  increased,  while  the 
illogical  response  to  anxiety 
has  diminished.”* 


IN  WORKING  ADULTS 

“especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery."3 


IN  GENERAL 

atarax  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
iractice.”4 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10 cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 

In  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m<§d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


AT  A R4 X 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 
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pects.  The  industry  will  center  its  efforts  on 
trying  to  develop  devices  to  reduce  fumes  from 
exhausts.  Auto  exhausts  came  in  for  a major 
share  of  blame  for  air  pollution  at  the  recent 
National  Conference  on  Air  Pollution. 

NATIONAL  DIRECTORY  OF  BLOOD 
BANKS  ISSUED  BY  JOINT  COUNCIL: 

The  Joint  Blood  Council  has  just  compiled 
and  released  the  country’s  first  comprehensive 
directory  of  blood  facilities,  which  presents  in 
tabular  form  all  conceivable  information  about 
banks  that  could  be  helpful  to  physicians,  hos- 
pitals and  others  interested  in  blood  and  its 
derivatives. 

A detailed  questionnaire  sent  to  all  known 
blood  banks,  hospitals  and  clinics  that  operate 
blood-handling  services  produced  the  mass  of 
information  on  which  the  report  is  based.  De- 
tailed information  for  all  units  covers  approvals 
and  services,  classification  of  institution  and 
type  of  ownership,  system  or  systems  for  collect- 
ing blood,  type  of  supervision  and  other  factors. 

Questionnaires  were  sent  to  3,150  institutions, 
and  2,202  replied.  Those  that  failed  to  respond 
will  have  an  opportunity  to  be  listed  in  future 
revisions  of  the  directory.  Facilities  that  par- 
ticipated in  the  survey  are  receiving  free  copies 
of  the  report.  Copies  also  are  available  at  $1.50 
at  the  Joint  Blood  Council  headquarters,  1832 
M Street,  N.  W,,  Washington  6,  D.  C.  The 
council  is  composed  of  American  Medical  As- 
sociation, American  Association  of  Blood  Banks, 
American  Hospital  Association,  American  Na- 
tional Bed  Cross  and  American  Society  of 
Clinical  Pathologists. 

MILK  RADIOACTIVITY  INCREASES, 

BUT  NOT  AT  DANGEROUS  RATE: 

Public  Health  Service,  announcing  an  increase 
in  the  radioactivity  level  in  milk,  at  the  same 
time  reassured  the  public  that  the  amount  still 
is  “well  below”  the  danger  point.  Samples  were 
taken  in  September,  but  complicated  testing 
delayed  release  of  the  results  until  now.  PHS 
also  said  the  increases  “generally  were  within 
the  range  of  recent  month-to-month  fluctuations 
in  radiation  levels  among  the  different  sampling 
stations.” 

Measurements  also  are  taken  for  four  other 
specific  radioactive  elements  in  milk,  but  the 
levels,  although  variable,  have  consistently  been 
well  below  that  for  strontium-90. 

FLU  VACCINATIONS  URGED  FOR 
HEART,  BLOOD  DISEASE  PATIENTS: 


U.  S.  Public  Health  Service  and  American 
Heart  Association  are  jointly  urging  persons  with 
heart  and  blood  vessel  disease  to  be  vaccinated 
against  influenza.  An  appeal  by  the  two  groups 
says  in  part: 

“Experience  has  shown  that  patients  with 
heart  or  lung  diseases  are  more  susceptible  to 
the  hazards  of  influenza  than  is  the  general 
population.  This  increased  risk  is  shown  by 
more  severe  illness  and  by  higher  case  fatality 
rates  among  patients  with  these  diseases.  Pa- 
tients with,  or  prone  to,  pulmonary  congestion 
secondary  to  heart  disease  are  an  especially 
high  risk  group. 

“Studies  with  influenza  vaccine  have  clearly 
shown  that  its  use  significantly  reduces  the  in- 
cidence and  probably  the  severity  of  influenzal 
infection,  in  the  presence  of  local  or  widespread 
epidemics.  Furthermore,  use  of  the  vaccine  is 
contraindicated  only  in  those  patients  who  are 
allergic  to  the  components  of  the  vaccine.  The 
type  of  local  and  systemic  reactions  to  vaccine 
have  not  been  such  as  to  constitute  any  sig- 
nificant hazard  to  patients  with  cardiac  disease.” 

ARMY  DEVELOPS  EMERGENCY 
‘MASS  CASUALTY  PACKET: 

The  army  has  just  developed,  and  has  on  dis- 
play in  Washington,  a new  emergency  medical 
packet  for  use  in  treating  mass  casualties,  useful 
in  civilian  disasters  as  well  as  military.  It  will 
be  used  by  all  three  services.  The  packet  has 
23  items  and  medical  material  adequate  to  care 
for  100  casualties  for  72  hours.  The  container 
is  light  and  inexpensive,  easily  identified  by 
color  or  symbol,  and  may  be  sealed  so  as  to 
give  visible  evidence  if  opened.  It  is  easily  trans- 
ported by  individuals. 

AEC  STARTS  NEW  RADIOISOTOPES 
TRAINING  IN  SCHOOL: 

Atomic  Energy  Commission  has  launched  a 
new  program  of  direct  financial  assistance  to 
colleges  and  universities  for  education  and  train- 
ing in  radioisotopes  principles  and  technology. 
The  schools  may  obtain  demonstration  appa- 
ratus, student  laboratory  equipment  and  train- 
ing aids  required  to  offer  adequate  lab  work 
in  radioisotope  technology.  AEC  said  its  pur- 
pose is  to  increase  the  number  of  scientists, 
engineers  and  technicians  qualified  to  contribute 
to  the  growing  industrial  use  of  nuclear  radia- 
tion. 
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MISCELLANY: 

Fifty  scientists  from  the  U.  S.  and  abroad 
attended  a research  symposium  on  cystic  fibrosis 
in  Washington.  It  was  co-sponsored  by  the  Na- 
tional Institute  of  Allergy  and  Infectious  Dis- 
eases, the  National  Institute  of  Arthritis  and 
Metabolic  Diseases,  and  National  Cystic  Fibrosis 
Research  Foundation.  The  conference  reviewed 
present  knowledge  of  the  disease  and  assessed 
research  opportunities  and  regulations  on  ar- 
rivals from  Western  Europe.  Two  confirmed  and 
one  unconfirmed  cases  are  reported  from  Heidel- 
berg, all  physicians.  The  original  case  had  been 
in  India  and  was  met  by  two  colleagues  on 
arrival  in  Germany  . . . Herbert  Andrew  Smith, 
professor  of  education  at  the  University  of 
Kansas,  has  been  named  to  the  new  post  of 
chief  of  science,  mathematics  and  foreign 
language  section  in  the  Office  of  Education  . . . 
AEC  announces  grants  amounting  to  $2,264,965 
to  41  universities  and  colleges  for  purchase  of 
lab  equipment  needed  to  expand  their  nuclear 
educational  programs  in  the  physical  sciences 
and  engineering. 

While  agreement  has  been  reached  by  Demo- 
crats and  Republicans  on  the  numerical  lineup 
of  house  committees,  appointments  have  not 
yet  been  completed.  When  they  are,  we  will 
publish  a full  list  of  committees  of  importance 
in  medical  legislation.  . . . Democrats  are  adding 
two  members  to  the  senate  labor  and  welfare 
committee  for  a total  of  nine,  but  the  Re- 
publicans will  continue  to  have  six  places.  . . . 
As  it  did  last  year,  the  American  Medical  As- 
sociation again  is  supporting  legislation  for 
federal  guarantee  of  mortgages  on  proprietary 
nursing  homes.  . . . Action  is  in  sight  on  long- 
dormant  legislation  for  a program  of  health 
insurance  for  federal  civilian  employes  and  their 
dependents.  . . . Rrief  summaries  of  the  more 
important  bills  introduced  up  to  now  appear 
below.  . . . Sen.  Thomas  H.  Kuchel  ( R.,  Calif. ) 
is  proposing  that  the  federal  program  for  re- 
search in  air  pollution  be  continued  indefinitely. 

COLOR  ADDITIVES  BILL  TO  BE 
PUSHED  BY  ADMINISTRATION: 

The  administration  is  prepared  to  press  in 
this  congress  for  legislation  to  regulate  use  of 
coal  tar  colors  in  foods,  drugs  and  cosmetics. 
Health,  Education  and  Welfare  officials  want 
to  place  upon  the  users  of  these  colors  the  re- 
sponsibility of  proving  to  the  satisfaction  of  the 


Food  and  Drug  Administration  that  the  color- 
ing materials  are  safe  in  the  amounts  proposed 
— not  unlike  the  food  additives  law  passed  by 
congress  last  year. 

HEW  lists  these  essentials  of  a color  additive 
bill:  (1)  It  should  apply  to  any  color  additive 
not  just  coal  tar  colors;  (2)  There  should  be 
no  grandfather  clause  that  would  sanction  con- 
tinued use  of  a color  simply  because  it  was 
employed  before  enactment;  (3)  Before  an 
additive  is  marketed,  its  safety  should  be  estab- 
lished, and  if  necessary  the  U.  S.  should  have 
the  right  to  place  a limit  on  the  amount  of 
color  or  specify  the  products  in  which  it  may 
be  used;  (4)  Where  necessary,  the  purity  and 
safety  of  individual  batches  of  permitted  colors 
should  be  certified  before  marketing;  and  (5) 
The  bill  should  forbid  the  listing  of  any  color 
for  a use  which  will  promote  deception  of  the 
consumer. 

ACTION  STARTS  ON  U.  S.  EMPLOYE 
HEALTH  INSURANCE  PROGRAM: 

Action  has  been  started  pointing  toward  en- 
actment, possibly  this  session,  of  legislation  to 
set  up  a voluntary,  contributory  health  insurance 
program  for  U.  S.  civilian  workers.  Bills  have 
been  introduced  in  both  senate  and  house  and 
referred  to  the  two  post  office  and  civil  service 
committies. 

The  bill  receiving  most  attention  is  based 
on  recommendations  of  the  AFL-CIO  govern- 
ment employes’  council.  Four  members  of  the 
house  committee  and  Sen.  Olin  Johnston  (D., 
S.  C.),  chairman  of  the  post  office  and  civil 
service  committee,  introduced  this  measure. 
Under  it  the  worker  would  have  a choice  of 
basic  insurance,  with  the  U.  S.  paying  two- 
thirds  of  the  cost.  Then  the  U.  S.  would  pay 
the  full  cost  of  catastrophic  insurance.  To  obtain 
the  free  catastrophic  insurance,  the  employe 
would  have  to  carry  basic  coverage. 

One  issue  will  be  the  amount  of  premium 
to  be  paid  by  the  government.  Some  committee 
members  are  known  to  believe  two-thirds  is 
too  high,  and  that  the  U.  S.  should  not  pay 
more  than  half  of  the  basic  cost. 

TEAGUE  WOULD  AID 
COMBAT  VETERANS: 

Chairman  Olin  Teague  (D.,  Texas)  of  the 
house  veterans  affairs  committee  intends  to 
support  legislation  giving  presumption  of  serv- 
ice to  combat  veterans  for  any  condition,  but  to 
restrict  the  benefit  to  hospitalization.  He  out- 
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lined  his  views  to  the  American  Legion’s  na- 
tional legislative  commission. 

But  Mr.  Teague  said  he  could  not  support 
the  Legion’s  proposal  for  blanket  increases  in 
pensions  and  income  limits  that  determine  pen- 
sion eligibility.  He  said  that  approximately  one- 
fifth  of  those  on  pension  rolls  now  have  sub- 
stantial incomes. 

MEDICAL  OFFICERS  NEEDED  FOR 
FEDERAL  CIVILIAN  POSTS: 

The  federal  government  is  looking  for  phy- 
sicians who  would  like  to  make  a career  in 
civilian  medicine  in  government.  The  recruiting 
is  being  done  by  the  Civil  Service  Commission 
which  promises  “challenging  work  and  interest- 
ing assignments.”  Doctors  are  designated  “medi- 
cal officers”  although  they  do  not  serve  in  uni- 
form. They  are  eligible  for  civil  service  grades 
from  GS-11  to  GS-15,  with  salary  ranges  from 
$7,510  to  $12,770. 

Agencies  needing  the  services  of  physicians 
include  National  Institutes  of  Health;  civilian 
service  in  army,  navy  and  air  force  installa- 
tions; Public  Health  Service,  Indian  Service 
hospitals,  Food  and  Drug  Administration,  U.  S. 
Children’s  Bureau,  and  St.  Elizabeth’s  Hospital 
in  Washington,  D.  C. 

A wide  range  of  specialties  is  available,  in- 
cluding anesthesiology,  cancer  research,  derma- 
tology and  syphilology,  epidemiology,  general 
medicine  and  surgery,  geriatrics,  internal  medi- 
cine, maternal  and  child  health,  nuclear  medi- 
cine, nutrition,  obstetrics  and  gynecology,  oc- 
cupational health  and  medicine,  ophthalmology 
and  otorhinolaryngology,  pathology,  pediatrics, 
pharmacology,  physical  neurology,  radiology 
surgery,  urology  and  venereal  disease. 

In  addition  to  holding  an  M.  D.  degree  from 
a recognized  medical  school,  applicants  must 
have  completed  an  approved  rotating  internship 
and  must  be  currently  licensed  to  practice.  For 
positions  in  grade  GS-12  and  above,  applicants 
must  also  have  had  professional  experience  in 
the  field  of  medicine  for  which  they  apply,  or 
other  appropriate  postgraduate  teaching  experi- 
ence. Additional  information  may  be  had  by 
writing  the  Civil  Service  Commission,  Wash- 
ington, D.  C. 

DEMOCRATS  WILL  TAKE  OVER 
MORE  HOUSE  COMMITTEE  POSTS: 

Under  an  agreement  reached  by  Speaker  Bay- 
burn  and  Minority  Leader  Halleck,  the  Demo- 
the  amount  of  money  they  receive  is  on  the 


crats  will  take  over  more  posts  in  most  house 
committees,  as  a result  of  their  substantially 
increased  majority.  In  general,  the  ratio  will  be 
about  6.5  Democrats  to  3.5  Republicans,  but  in 
some  cases  Republicans  will  have  a slightly 
higher  ratio  as  a personal  courtesy  to  members 
who  want  to  stay  on  the  committee. 

There  are  two  important  exceptions,  however. 
Some  years  ago  the  parties  agreed  on  “per- 
manent” allocation  of  30  majority  posts  and 
20  minority  on  the  appropriations  committee,  15 
and  10  on  the  ways  and  means  committee,  and 
eight  and  four  on  the  rules  committee.  All  three 
committees  are  important  in  medical  legisla- 
tion. All  appropriation  bills  go  through  the  ap- 
propriations committee,  all  social  security  and 
taxation  legislation  through  the  ways  and  means, 
and  the  rules  committee  decides  what  bills  will 
reach  the  floor,  and  under  what  conditions. 

The  changes  on  committees  of  importance  to 
medical  legislation  are: 

Armed  services,  from  21  Democrats  and  16 
Republicans  to  24  and  13;  government  opera- 
tions, 19  and  11  instead  of  17  and  13;  interstate 
and  foreign  commerce,  21  and  12  instead  of 
18  and  15;  post  office  and  civil  service;  16  and 
9 instead  of  14  and  11;  veterans’  affairs,  16  and 
9 instead  of  13  and  9. 

SECRETARY  FLEMMING  NAMES 
COUNCIL  TO  STUDY  OASDI-PUBLIC 
ASSISTANCE: 

A council  has  been  named  from  outside  gov- 
ernment to  study  problems  of  the  old-age,  sur- 
vivors and  disability  insurance  system  and  its 
relationship  to  the  federal-state  public  assistance 
program.  In  announcing  the  new  group,  Secre- 
tary Flemming  of  the  department  of  health, 
education,  and  welfare  said  it  would  hold  its 
first  meeting  shortly,  and  was  expected  to  report 
back  to  him  and  congress  by  Jan.  1,  1960. 

A major  function  will  be  to  evaluate  the  fiscal 
capacity  of  the  states  in  relation  to  the  federal 
government,  and  to  recommend  what  respon- 
sibility each  has  in  public  assistance. 

The  U.  S.,  through  grants  to  states,  pays  a 
large  share  of  public  assistance  costs  for  four 
categories  — the  needy  aged,  the  blind,  the 
disabled  and  dependent  children.  An  increasing 
amount  of  the  money  is  used  to  pay  medical 
care  costs.  Although  the  number  of  persons  re- 
ceiving assistance  has  decreased  in  recent  years 
because  of  expanding  social  security  coverage, 


Vol.  16,  No.  3 


Arizona  Medicine 


245 


increase. 

Chairman  of  the  council  is  William  L.  Mitchell, 
new  social  security  administrator.  The  members, 
representing  a cross  section  of  business,  labor, 
the  professions,  and  industry,  are  Wilbur  J. 
Cohen,  professor  of  public  welfare  administra- 
tion at  the  University  of  Michigan  and  active  in 
the  social  security  administration  in  the  Roose- 
velt and  Truman  administrations;  Gov.  Leroy 
Collins  of  Florida;  Mrs.  Katherine  Ellickson  of 
the  AFL-CIO  department  of  social  security; 
Harry  Amos  Bullis,  chairman  of  the  board, 
General  Mills,  Inc.;  John  Burton,  vice  president, 
Cornell  University;  Miss  Loula  Dunn,  director, 
American  Public  Welfare  Association;  Raymond 
W.  Houston,  commissioner,  New  York  state 
department  of  social  welfare;  Dr.  Bernard 
Lander,  professor  of  sociology,  Hunter  College; 
William  R.  MacDougall,  general  counselor  and 
manager,  County  Supervisors  Association  of  Cali- 
fornia; William  H.  Robinson,  chairman,  Chicago 
commission  on  public  aid  and  assistance;  Charles 
J.  Tobin  Jr.,  secretary,  New  York  State  Catholic 
welfare  committee  and  the  Rev.  William  J. 
Villaume,  executive  director,  division  of  Chris- 
tian life  and  work,  National  Council  of  the 
Churches  of  Christ  in  the  United  States  of 
America. 

NEW  LEGISLATION: 

Rep.  P.  Miller  (D.,  Calif.)  has  introduced 
a bill  (HR  567)  that  is  identical  with  the  origi- 
nal version  of  the  Jenkins-Keogh  bill  providing 
tax-deferment  for  self-employed.  Meanwhile,  Mr. 
Keogh  (Eugene  J.,  D.,  N.  Y. ) and  Rep.  Richard 
M.  Simpson  (R.,  Pa.)  have  introduced  HR  9 
and  10,  which  are  identical  with  the  Jenkins- 
Keogh  bill  as  it  passed  the  house  last  session. 

. . . Rep.  Elizabeth  Kee  (D.  W.  Va. ) in  HR  113 
would  prohibit  termination  by  VA  of  compen- 
sation (service-connected),  pension  or  insurance 
claims  of  any  degree  that  have  been  in  effect 
for  10  or  more  years,  except  when  based  on 
fraud.  . . . Rep.  W.  Pat  Jennings  (D.,  Va. ) would 
eliminate  the  age  50  requirement  for  disability 
payments  under  social  security;  his  bill  is  HR 
107.  . . . Rep.  Frank  M.  Coffin  (D.,  Me.)  is 
asking  that  the  Hill-Burton  act  be  amended  to 
permit  construction  grant  to  a “nonprofit  cor- 
poration or  association  which  has  a formal  af- 
filiation with  a nonprofit  teaching  hospital  for 
diagnostic-treatment  centers  in  rural  areas.  The 
limit  would  be  $25,000  per  project.  Bill  is  HR 
I 85. 


NEW  LEGISLATION: 

Representative  Boggs  ( D.,  La. ) would  bring 
barbiturates  and  amphetamines  completely 
under  federal  control  for  registration  and  rec- 
ord-keeping purposes;  presently  U.  S.  control 
is  limited  to  interstate  shipments.  This  bill  is 
HR  33.  . . . Representative  Farbstein  (D.,  N.  Y. ) 
proposes  in  HR  92  to  guarantee  lifetime  dis- 
ability pensions  for  federal  employes  who  have 
had  such  pension  for  20  years  or  more.  . . . 
Representative  Kee  (D.,  W.  Va.)  would  have 
congress  establish  a federal  agency  for  the 
handicapped,  which  would  take  over  all  U.  S. 
functions  (except  VA)  concerned  with  the 
handicapped.  Bill  is  HR  122.  . . . The  long- 
discussed  plan  to  waive  U.  S.  antitrust  laws  so 
small  health  insurance  companies  could  pool 
resources  for  experimentation  in  extended  cover- 
age is  embodied  in  HR  167,  introduced  by  Rep- 
resentative Laine  (D.,  Mass.).  . . . Mr.  Lane 
also  (in  HR  168)  would  set  up  a grant  and 
scholarship  program  to  encourage  education  and 
training  in  nursing.  . . . Another  Lane  bill,  HR 
178,  would  provide  a program  of  contributary, 
voluntary  health  insurance  for  U.  S.  employes 
and  authorize  payroll  deductions  for  premiums. 
...  In  HR  228,  Representative  Price  (D.,  111.) 
asks  congress  to  increase  veterans’  pensions  and 
to  regard  as  permanently  and  totally  disabled 
( for  pension  purposes ) any  veteran  who  is  65 
years  of  age  or  older. 

Representative  Teague  (D.,  Texas)  in  HR 
271  wants  Hansen’s  disease  regarded  as  service- 
connected  if  diagnosed  within  five  years  after 
separation.  . . . Representative  Elliott  ( D.,  Ala. ) 
wants  a temporary  commission  set  up  to  study 
and  report  on  problems  relating  to  blindness; 
HR  356.  . . . Representative  Roberts  (D.,  Ala.) 
has  re-introduced  a bill  to  establish  a hospitali- 
zation plan  under  social  security  for  benefit  of 
the  aged,  dependents,  survivors  and  disabled 
persons;  HR  412.  . . . Representative  Lesinsld 
(D.,  Mich.)  in  HR  532  urges  that  a national 
lottery  be  set  up  to  raise  money  for  U.  S.  hos- 
pitals, the  blind,  recipients  of  old-age  assistance 
and  disabled  veterans.  . . . Senator  Javits  (S.  115) 
proposes  that  the  U.  S.  waive  its  claim  on 
unpaid  balances  on  loans  or  loan  guarantees 
under  the  federal  Civil  Defense  Act;  about  $3.6 
million  is  involved.  . . . Americans  who  served 
in  allied  forces  in  World  War  11  would  be 
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eligible  for  the  same  health  and  other  benefits 
as  U.  S.  veterans  under  S.  154  by  Senator  Mon- 
roney.  . . . Senator  Langer  would  have  the 
U.  S.  offer  public  assistance  funds  for  main- 
tenance of  any  welfare  cases  (E.  346).  . . . 
Senators  Kuchel  and  Engle  in  S.  441  urge  that 
the  air  pollution  control  law  under  which  $5 
million  is  granted  annually  be  made  permanent. 
. . . Representative  Rogers  (D.,  Colo.)  in  HR 
623  would  have  the  U.  S.  pay  30  per  cent  of 
the  cost  of  water  pollution  control  projects, 
regardless  of  the  amount;  now  there  is  a $250,000 
limitation.  . . . Representative  Rennett  (D., 
Fla.)  re-introduces  legislation  (HR  720)  that 
would  establish  a United  States  armed  forces 
medical  academy.  . . . Up  to  $200  could  be 
deducted  from  taxable  income  for  payment  of 
health  insurance  premiums  (without  regard  to 
the  present  3 per  cent  limitation)  under  HR 
1291  by  Representative  McDonough  (R.,  Calif.). 

A number  of  new  bills  concern  hospitaliza- 
tion. Senators  Rible  and  Cannon  (D.  Nev. ) want 
the  Hill-Burton  act  changed  so  small  states  can 
shift  hospital-clinic  grants  from  one  category 
to  another  to  make  more  effective  use  of  federal 
money  (SJ  Res.  1).  Senator  Kefauver  (D.,  Tenn.) 
in  S.  717  proposes  a new  approach  to  the  nar- 
cotic addict  problem  by  having  the  U.  S.  set 
up  clinics  for  treatment  of  post-hospital  and 
voluntary  patients:  also,  patient  records,  now 
confidential  by  law,  would  be  opened  up  to 
physicians  treating  addicts.  Retired  military  of- 
ficers and  enlisted  men  would  be  entitled  to 
VA  hospitalization  where  available  under  HR 
1164,  by  Representative  Rhodes  (R.,  Ariz.) 
Representative  Anderson  (D.,  Mont.)  hopes  the 
U.  S.  will  give  states  $2  million  to  survey  the 
need  for  public  housing  for  the  aged  and  to 
develop  plans,  and  $150  million  a year  for 
three  years  to  finance  construction  of  such  in- 
stitutions, which  would  have  to  have  a medically- 
supervised  infirmary  in  connection.  The  Ander- 
son bill  is  HR  997.  . . . Miscellaneous  new  bills 
— SJ  Res.  1 by  Senator  Johnston  (D.,  S.  C.) 
would  set  up  a commission  to  study  problems 
of  the  aged  and  report  back  in  a year  with 
recommendations  for  action.  HR  1025  by  Rep- 
resentative Multer  (D.,  N.  Y. ) again  asks  that 
the  President  be  given  authority  to  take  over 
supervision  of  use,  distribution  and  price  of 
medicinal  substances,  particularly  vaccines  and 


serums,  under  emergency  circumstances.  HR 
1292  by  Representative  McDonough  ( R.,  Calif. ) 
asks  legislation  to  allow  a three-year  carry-over 
of  medical  expenses  in  excess  of  the  annual  maxi- 
mums  now  permitted  by  the  income  tax  laws. 
Another  McDonough  bill  (HR  1297)  renews 
his  request  that  congress  prohibit  use  in  inter- 
state commerce  of  any  motor  vehicle  that  dis- 
charges unburned  hydrocarbons  in  excess  of 
limits  set  by  the  U.  S.  Public  Health  Service. 
HR  1875  by  Representative  Osmers  (R.,  N.J.) 
urges  congress  to  authorize  voluntary  social  se- 
curity coverage  for  physicians;  however,  once  a 
decision  was  made  to  enter  the  system,  it  would 
be  irrevocable.  HR  1251  by  Representative 
Green  ( O.,  Ore. ) offers  a five-year,  $200  million 
program  of  U.S.  grants  and  scholarships  to  aid 
in  construction  of  nursing  schools  and  provide 
scholarships. 

ADMINISTRATION  BUDGET  CALLS 
FOR  $3.1  BILLION  FOR  HEW: 

The  house  appropriations  subcommittee 
headed  by  Rep.  John  Fogarty  ( D.,  R.  I. ) planned 
to  get  down  to  the  business  of  hearings  on  the 
fiscal  1960  budget  of  the  department  of  health, 
education,  and  welfare  by  mid-February.  Tra- 
ditionally hearings  come  first  on  the  labor  de- 
partment budget.  Following  custom,  the  house 
hearings  are  closed.  Later  the  senate  holds  open 
hearings.  President  Eisenhower,  determined  to 
balance  the  budget  and  to  keep  spending  within 
bounds,  asked  congress  for  $3,176,000,000  to  run 
HEW,  which  would  be  1.6  per  cent  below 
the  estimated  spending  for  the  current  fiscal 
year.  Despite  the  economy  emphasis,  the  Presi- 
dent’s request  is  about  12  per  cent  above  what 
he  asked  a year  ago.  A health-minded  congress 
added  many  millions  to  last  year’s  budget  and 
may  again.  Budget  highlights : 

Medical  Research  — The  same  level  of  medical 
research  spending  as  the  current  year  is  pro- 
jected. The  President  asked  for  $294,279,000, 
exactly  the  amount  congress  voted  last  session. 
Last  year  the  request  was  for  around  $211  mil- 
lion, but  congress  raised  this  to  the  present 
record  high. 

Hill-Burton  — In  keeping  with  the  administra- 
tion policy  of  deferring  federal  construction  and 
trimming  support  of  non-federal  construction  in 
a prosperous  year,  the  budget  takes  a big  slice 
out  of  Hill-Burton,  from  $186.2  million  this  year 
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to  $101.2  million.  Secretary  Flemming  says  this 
will  be  enough  to  take  care  of  population  growth 
and  attrition,  but  not  enough  to  reduce  the 
backlog  of  needed  construction. 

Other  Health  Facilities  — In  line  with  the 
same  construction  policy,  grants  for  health  re- 
search facilities  would  be  trimmed  from  $30 
million  to  $20  million  and  grants  for  waste 
treatment  plants  from  $45  million  to  $20  mil- 
lion. No  money  would  be  allowed  for  construc- 
tion of  mental  health  facilities  in  Alaska. 

Public  Assistance  — The  administration  is 
asking  for  $2,033,500,000  or  $58.7  million  more 
than  current  spending  for  the  needy  aged,  blind, 
totally  disabled  and  dependent  children.  Note: 
The  President  made  no  suggestions  on  social 
security. 

Medical  School  Aid  — No  funds  requested  for 
assistance  to  medical  schools,  but  the  President 
said  Mr.  Flemming  was  making  an  appraisal 
of  spending  on  medical  research  and  training 
and  was  hopeful  the  study  could  be  made  avail- 
able to  congress  in  the  spring. 

Medicare  — For  the  military  dependents’  medi- 
cal care  program  of  the  armed  forces,  the  ad- 
ministration is  asking  $89  million,  which  is  some 
$18  million  more  than  congress  voted  last  ses- 
sion. 

Food  and  Drug  Administration  — The  request 
for  FDA  is  $13,210,000  or  6.9  per  cent  higher 
than  current  spending  because  of  new  duties 
stemming  from  the  food  additives  law  passed 
last  session. 

Veterans’  Administration  — The  Veterans’  Ad- 
ministration hospital  domiciliary  program  calls 
for  $890,804,000  which  the  President  said  would 
allow  care  for  an  average  of  140,800  beneficiaries 
a day.  Current  spending  is  around  $862  million. 

MEMBERSHIP  OF  KEY  HOUSE 
COMMITTEES  IN  HEALTH  LEGISLATION: 

( Save  this  list  for  reference  later  in  the  year 
when  bills  are  up  for  action. ) 

WAYS  AND  MEANS:  Democrats  — Wilbur 
D.  Mills,  chairman,  Ark.;  Aime  J.  Forand,  R.  I.; 
Cecil  R.  King,  Calif.;  Thomas  J.  O’Rrien,  111.; 
Hale  Roggs,  La.;  Eugene  J.  Keogh,  N.  Y.;  Burr 
P.  Harrison,  Va.;  Frank  M.  Karsten,  Mo.;  A.  S. 
Herlong  Jr.,  Fla.;  Frank  Ikard,  Tex.;  Thaddeus 
M.  Machrowicz,  Mich.;  James  B.  Frazier  Jr., 
Tenn.;  William  J.  Green  Jr.,  Pa.;  John  C.  Watts, 
Ky.;  Lee  Metcalf,  Mont.;  Republicans  — Daniel 
A.  Reed,  N.  Y.;  Richard  M.  Simpson,  Pa.;  Noah 


M.  Mason,  111.;  John  W.  Byrnes,  Wis.;  Howard 
H.  Baker,  Tenn.;  Thomas  B.  Curtis,  Mo.;  Victor 
A.  Knox,  Mich.;  James  B.  Utt,  Calif.;  Jackson 
E.  Betts,  Ohio;  Bruce  Alger,  Tex. 

INTERSTATE:  Democrats  — Oren  Harris, 
Ark.;  John  Bell  Williams,  Miss.;  Peter  F.  Mack 
Jr.,  111.;  Kenneth  A.  Roberts,  Ala.;  Morgan  M. 
Moulder,  Mo.;  Harley  O.  Staggers,  W.  Va.; 
Isidore  Dollinger,  N.  Y.;  Walter  Rogers,  Tex.; 
Samuel  N.  Friedel,  Md.;  John  J.  Flynt  Jr.,  Ga.; 
Torbet  H.  McDonald,  Mass.;  George  M.  Rhodes, 
Pa.;  John  Jarman,  Okla.;  Leo  W.  O’Brien,  N.  Y.; 
John  E.  Moss,  Calif.;  John  D.  Dingell,  Mich.; 
Joe  M.  Kilgore,  Tex.;  Paul  G.  Rogers,  Fla.; 
Robert  W.  Hemphill,  S.  C.;  Daniel  D.  Rosten- 
kowski,  111.;  Lawrence  Brock,  Neb.;  Republicans 

— John  B.  Bennett,  Mich.;  William  L.  Springer, 
111.;  Alvin  R.  Bush,  Pa.;  Paul  F.  Sehenck,  Ohio; 
Steven  B.  Derounian,  N.  Y.;  J.  Arthur  Younger, 
Calif.;  William  H.  Avery,  Kan.;  Harold  R.  Col- 
lier, 111.;  Milton  W.  Glenn,  N.  J.;  Samuel  L. 
Devine,  Ohio;  Hastings  Keith,  Mass.;  Ancher 
Nelsen,  Minn. 

VETERANS:  Democrats  — Olin  E.  Teague, 
Tex.;  W.  J.  Bryan  Dorn,  S.  C.;  Elizabeth  Kee, 
W.  Va.;  Frank  W.  Boykin,  Ala.;  George  H. 
Christopher,  Mo.;  James  A.  Haley,  Fla.;  Walter 

S.  Baring,  Neb.;  Erwin  Mitchell,  Ga.;  Robert 
A.  Everett,  Tenn.;  Robert  N.  C.  Nix,  Pa.;  James 
M.  Quigley,  Pa.;  John  M.  Slack  Jr.,  Va.;  Gerald 

T.  Flynn,  Wis.;  Thaddeus  J.  Dulski,  N.  Y.; 
Steven  W.  Carter,  Iowa;  Newell  A.  George,  Kan.; 
Republicans  — Edith  Nourse  Rogers,  Mass.; 
William  H.  Ayres,  Ohio;  E.  Ross  Adair,  Ind;  Paul 

A.  Fino,  N.  Y.;  John  P.  Saylor,  Pa.;  H.  Allen 
Smith,  Calif.;  Charles  M.  Teague,  Calif. 

RULES:  Democrats  — Howard  W.  Smith,  Va.; 
William  M.  Colmer,  Miss.;  Ray  J.  Madden,  Ind.; 
James  J.  Delaney,  N.  Y.;  James  W.  Trimble, 
Ark.;  Homer  Thornberry,  Tex.;  Richard  Bolling, 
Mo.;  Thomas  P.  O’Neill  Jr.,  Mass.;  Republicans 

— Leo  E.  Allen,  111.;  Clarence  J.  Brown,  Ohio; 

B.  Carroll  Reece,  Tenn.;  Hamer  H.  Budge, 
Idaho. 

POST  OFFICE:  Democrats  - Tom  Murray, 
Tenn.;  James  H.  Morrison,  La.;  James  C.  Davis, 
Ga.;  John  Lesinski,  Mich.;  Chet  Holifield,  Calif.; 
Kathryn  E.  Granahan,  Pa.;  Charles  O.  Porter, 
Ore.;  Ralph  J.  Scott,  N.  C.;  George  E.  Shipley, 
111.;  Robert  W.  Levering,  Ohio;  Thaddeus  J. 
Dulski,  N.  Y.;  Stanley  A.  Prokop,  Pa.;  John  R. 
Foley,  Md.;  Donald  J.  Irwin,  Conn.;  Randall 
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S.  Harmon,  Ind.;  Dale  Alford,  Ark.;  Republicans 
— Edward  H.  Rees,  Kan.;  Robert  J.  Corbett, 
Pa.;  H.  R.  Gross,  Iowa;  Joel  T.  Broyhill,  Va.; 
August  E.  Johansen,  Mich.;  Glenn  Cunningham, 
Neb.;  George  M.  Wallhauser,  N.  J.;  Robert  R. 
Barry,  N.  Y.;  (One  vacancy). 

APPROPRIATIONS:  Democrats  — Clarence 
Cannon,  Mo.;  George  H.  Mahon,  Tex.;  Harry 
R.  Sheppard,  Calif.;  Albert  Thomas,  Tex.; 
Michael  J.  Kirwan,  Ohio;  W.  F.  Norrell,  Ark.; 
Jamie  L.  Whitten,  Miss.;  George  W.  Andrews, 
Ala.;  John  J.  Rooney,  N.  Y.;  J.  Vaughan  Gary, 
Va.;  John  E.  Fogarty,  R.  I.;  Robert  L.  F.  Sikes, 
Fla.;  Prince  H.  Preston,  Ga.;  Otto  E.  Passman, 
La.;  Louis  C.  Rabaut,  Mich.;  Sidney  R.  Yates, 
111.;  Fred  Marshall,  Minn.;  John  J.  Riley,  S.  C.; 
Joe  L.  Evins,  Tenn.;  John  F.  Shelley,  Calif.; 
Edward  P.  Boland,  Mass.;  Don  Magnuson, 
Wash.;  William  H.  Natcher,  Ky.;  Daniel  J. 
Flood,  Pa.;  Winfield  K.  Denton,  Ind.;  Tom 
Steed,  Okla.;  Hugh  Q.  Alexander,  N.  C.;  Charles 
A.  Boyle,  111.;  Alfred  E.  Santangelo,  N.  Y.;  Joseph 

M.  Montoya,  N.  M.;  Republicans  — John  Taber, 

N.  Y.;  Ben  F.  Jensen,  Iowa;  H.  Carl  Andersen, 
Minn.;  Walt  Horan,  Wash.;  Gordon  Canfield, 
N.  J.;  Ivor  D.  Fenton,  Pa.;  Gerald  R.  Ford  Jr., 
Mich.;  Harold  C.  Ostertag,  N.  Y.;  Frank  T. 
Bow,  Ohio;  Charles  Raper  Jonas,  N.  C.;  Melvin 
R.  Laird,  Wis.;  Elford  A.  Cederberg,  Mich.; 
Glenard  P.  Lipscomb,  Calif.;  John  J.  Rhodes, 
Ariz.;  John  R.  Pillion,  N.  Y.;  Phil  Weaver,  Neb.; 
William  E.  Minshall,  Ohio;  Keith  Thomson, 
Wyo.;  Robert  H.  Michel,  111.;  Silvio  O.  Conte, 
Mass. 

ARMED  SERVICES:  Democrats  - Carl  Vin- 
son, Ga.;  Paul  J.  Kilday,  Tex.;  Carl  T.  Durham, 
N.  C.;  L.  Mendel  Rivers,  S.  C.;  Philip  J.  Philbin, 
Mass.;  F.  Edward  Hebert,  La.;  Arthur  Winstead, 
Miss.;  Melvin  Price,  111.;  O.  C.  Fisher,  Tex.; 
Porter  Hardy  Jr.;  Va.;  Clyde  Doyle,  Calif.; 
Charles  E.  Bennett,  Fla.;  Richard  E.  Lankford, 
Md.;  George  Huddleston  Jr.;  Ala.;  James  A. 
Byrne,  Pa.;  Toby  Morris,  Okla.;  A.  Paul  Kitchin, 
N.  C.;  Leroy  H.  Anderson,  Mont.;  Daniel  B. 
Brewster,  Md.;  Frank  Kowalski,  Conn.;  Fred 
Wampler,  Ind.;  Samuel  S.  Stratton,  N.  Y.;  Jeffery 
Cohelan,  Calif.;  John  A.  Burns,  Hawaii;  A.  Fer- 
nos-Isern,  Puerto  Rico.;  Republicans  — Leslie 
C.  Arends,  111.;  Leon  H.  Gavin,  Pa.;  Walter  Nor- 
blad.  Ore.;  James  E.  Van  Zandt,  Pa.;  William 
H.  Bates,  Mass.;  William  E.  Hess,  Ohio;  Alvin 
E.  O’Konski,  Wis.;  William  G.  Brady,  Ind.;  Bob 


Wilson,  Calif.;  Frank  C.  Osmers  Jr.,  N.  J.; 
Katharine  St.  George,  N.  Y.;  Charles  S.  Gubser, 
Calif.;  Frank  J.  Becker,  N.  Y.;  Charles  E. 
Chamberlain,  Mich. 

SENATE  ORDERS  YEAR’S  STUDY 
OF  PROBLEMS  OF  THE  AGED: 

A new  subcommittee  of  the  senate  labor  and 
public  welfare  committee  has  come  into  being 
and  it  plans  a year-long  inquiry  into  matters 
involving  the  country’s  aged  population.  In  a 
surprise  move,  the  full  committee  voted  to  set 
up  the  subcommittee  on  problems  of  the  aged 
and  aging,  in  addition  to  such  subcommittees 
as  health  and  veterans’  affairs.  Heading  the  study 
group  is  Sen.  Pat  McNamara  (D.,  Mich.).  Other 
Democratic  members  are  Senators  John  Ken- 
nedy, Mass.,  Joseph  Clark,  Pa.,  Jennings  Ran- 
dolph, W.  Va.  Republican  members  are  Sena- 
tors Everett  Dirksen,  111.,  who  is  senate  minority 
leader,  and  Barry  Goldwater,  Ariz. 

The  subcommittee  will  range  the  whole  field 
of  aged  problems:  health,  housing,  employment 
opportunities,  recreation.  Senator  McNamara 
said  he  considered  meeting  the  problems  of 
senior  citizens  “one  of  the  greatest  sociological 
challenges  facing  America  today.” 

Extensive  hearings  are  planned  for  Washing- 
ton and  selected  points  around  the  U.  S.  First 
step  will  be  the  setting  up  of  a panel  of  “recog- 
nized authorities  in  the  field’’  to  assist  the  sub- 
committee in  laying  down  guidelines  for  the 
study.  Then  would  come  hearings  at  which 
federal  agencies  concerned  would  be  heard,  fol- 
lowed by  public  and  private  organizations.  Said 
Senator  McNamara:  “Recommendations  for  spe- 
cific legislation  will  come  at  a later  date.”  Sen. 
lister  Hill  (D.,  Ala.),  chairman  of  the  full  com- 
mittee, heads  the  health  subcommittee.  Other 
Democrats  are  James  Murray,  Mont.,  Ralph 
Yarborough,  Tex.,  and  Harrison  Williams,  N.  J. 
Republicans  are  Senators  Clifford  B.  Case,  N.  J., 
John  Cooper,  Ky.,  and  Jacob  Javits,  N.  Y. 

WAYS  AND  MEANS  COMMITTEE 
TO  VOTE  OUT  KEOGH  LEGISLATION: 

The  Keogh  bill  to  encourage  establishment  of 
pension  plans  by  the  self-employed  will  be 
approved  by  the  house  ways  and  means  com- 
mittee this  year  without  hearings.  It  was  learned 
that  Chairman  Wilbur  Mills  (D.,  Ark.)  will 
follow  the  established  house  procedure  of  giving 
rapid  approval  to  legislation  which  passed  that 
chamber  in  the  previous  session,  but  was  not 
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enacted. 

Last  year,  the  Keogh  bill  passed  the  house 
by  an  overwhelming  voice  vote.  Later  it  lost 
out  in  the  senate  in  a complicated  legislative 
situation.  Favorable  house  action  again  is  ex- 
pected. 

While  the  legislation  generally  carries  the 
name  of  Rep.  Eugene  J.  Keogh  (D.,  N.  Y. ),  an 
identical  bill  also  was  introduced  by  Rep. 
Richard  Simpson  (R.,  Pa.).  The  Simpson  bill 
is  HR  9,  and  the  Keogh  bill,  HR  10.  Both 
measures  are  exactly  the  same  as  the  Keogh 
bill  that  passed  the  house  last  session.  The  bill 
would  permit  a self-employed  person  to  deduct 
from  adjusted  gross  income  10  per  cent  of  net 
earnings  from  employment,  or  $2,500  annually, 
whichever  is  the  lesser,  providing  the  money  is 
placed  in  a restricted  retirement  fund.  Maximum 
lifetime  set  aside  could  not  exceed  $50,000.  The 
bill  also  would  allow  additional  deductions  for 
persons  50  years  or  older  at  time  of  passage, 
and  provides  a tax  penalty  if  money  is  with- 
drawn prior  to  the  established  date.  The  re- 
cipient would  pay  his  deferred  income  tax  on 
the  money  when  received  in  the  form  of  retire- 
ment payments. 

For  every  year  spent  in  employment  where 
covered  by  certain  types  of  retirement  plans,  a 
year  of  set  aside  privileges  would  be  forfeited. 
For  example,  15  years  of  such  coverage  would 
reduce  the  lifetime  set  aside  under  the  Keogh 
bill  to  a maximum  of  $12,500. 

MEDICARE  COSTING  ABOUT  $93 
MILLION,  $21  MILLION  OVER  ‘LIMIT’: 

The  civilian  phase  of  Medicare  will  cost  be- 
tween $90  and  $93.6  million  for  the  current  fiscal 
year  ending  on  June  30,  or  $21  million  more 
than  congress  approved.  When  congress  last 
year  cut  Medicare’s  civilian  funds  to  $72  million, 
the  conference  report  instructed  that  no  more 
than  this  amount  be  spent.  However,  because 
the  restriction  was  not  written  into  the  law 
but  was  merely  a recommendation  by  congress, 
army  and  air  force  are  able  to  shift  funds  from 
other  accounts  to  make  up  for  Medicare’s  short- 
ages. Navy,  however,  will  have  to  submit  to 
congress  a deficiency  appropriation  for  about 
$6  million.  The  $93.6  million  figure  for  the  cur- 
rent year’s  cost  was  disclosed  in  the  budget, 
which  also  requested  $89  million  for  next  fiscal 
year.  Subsequently,  Army  Surgeon  General  Silas 
Hays,  representing  all  services,  told  the  com- 


mittee  that  the  navy  would  ask  the  extra  $6 
million,  and  that  the  other  two  services  would 
absorb  their  own  shortages  in  Medicare  funds. 

CIVIL  AIR  SURGEON’S 
HAND  STRENGTHENED: 

The  first  order  of  the  new  federal  aviation 
agency  strengthens  the  authority  of  FAA’s  civil 
air  surgeon.  He  will  (a)  assist  the  administrator 
in  setting  standards  for  fitness  of  airmen  and 
others,  (b)  direct  examination,  inspection  and 
certifications  programs,  (c)  advise  the  ad- 
ministrator on  needs  in  civil  aviation  research, 
and  (d)  evaluate  FAA’s  medical  personnel  pro- 
grams. 

CHAIRMAN  VINSON  SAYS  DRAFT 
EXTENSION  BILL  MUST  BE  PASSED: 

As  hearings  opened  before  the  house  armed 
services  committee  on  extension  of  the  regular 
and  doctor  draft,  Chairman  Carl  Vinson  de- 
scribed the  bill  as  “the  most  important  that  will 
be  considered”  by  the  group,  and  said  “we  have 
no  choice”  but  to  act  favorably  on  it.  The  de- 
fense department  is  asking  a four-year  extension 
for  both  drafts,  which  otherwise  would  expire 
June  30.  Mr.  Vinson  closely  questioned  all  wit- 
nesses on  the  four-year  extension  in  an  effort 
to  demonstrate  the  need  for  an  extension  of  this 
length. 

The  doctor  draft  makes  physicians  and  dentists 
subject  to  induction  up  to  their  35th  birthday, 
if  they  have  had  educational  deferments.  Others 
are  free  of  obligations  at  age  26. 

Dr.  Frank  Berry,  assistant  defense  secretary 
for  health  and  medical  matters,  and  Maj.  Gen. 
Silas  B.  Hays,  army  surgeon  general  who  spoke 
for  all  services,  were  the  principal  witnesses  on 
the  doctor  draft  section.  They  cited  figures  to 
show  that  three-fifths  of  the  physicians  in  uniform 
are  reserves,  and  two-fifths  regulars,  and  that 
more  than  two-thirds  of  the  reserves  are  on 
duty  only  because  they  have  liability  for  service 
under  the  doctor  draft.  Physicians  are  en- 
couraged to  join  the  reserves  while  in  school 
or  in  internship,  then  reach  an  agreement  with 
the  military  to  go  on  with  their  studies  and  be 
called  for  duty  at  a mutually  satisfactory  time. 

DEDUCTIONS  IN  OASDl  PAYMENTS 
PROPOSED  FOR  HEALTH  INSURANCE: 

The  American  Association  of  Retired  Persons, 
a nonprofit  organization  that  has  pioneered  in 
promoting  health  insurance  for  those  past  65 
years,  now  is  proposing  that  the  Social  Security 
Administration  be  authorized  to  make  deduc- 
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tions  from  monthly  retirement  payments  to  fi- 
nance health  insurance  protection  for  the  aged. 
A pool  of  commercial  insurance  companies  or 
Blue  Cross-Blue  Shield  would  underwrite  the 
insurance.  The  association  explains: 

“This  would  be  similar  to  all  group  insurance 
plans  now  in  existence,  both  in  industry  and 
government,  in  that  the  Social  Security  Ad- 
ministration would  be  acting  in  the  role  of 
employer,  offering  a group  insurance  plan  which 
the  recipient,  in  the  role  of  employe,  has  the 
option  of  taking.” 

The  association,  headquartered  in  the  Colonial 
Building  on  15th  Street,  N.  W.,  Washington, 
D.  C.,  is  inviting  criticism  of  the  proposal  and 
also  offers  to  supply  more  information  and 
statistics  on  request. 

SENATE  PASSES  HOUSING  BILL  WITH 
NURSING  HOME  LOAN  GUARANTEES: 

The  senate  passed  the  housing  bill  carrying 
authority  for  the  guarantee  of  nursing  home 
mortgages,  a provision  actively  supported  by 
the  American  Medical  Association  and  the 
American  Association  of  Nursing  Homes. 

Just  prior  to  the  final  vote,  an  amendment 
by  Sen.  John  J.  Sparkman  (D.,  Ala.)  was 
adopted.  It  permits  a nursing  home  operator 
whose  application  has  been  turned  down  by 
the  state  Hill-Burton  authorities  to  appeal  to 
the  FHA  commissioner.  As  reported  out  by  the 
senate  banking  and  currency  committee,  the 
measure  would  deny  loan  guarantees  to  a nurs- 
ing home  applicant  unless  the  Hill-Burton  au- 
thorities decided  the  institution  was  needed  in 
the  particular  community.  The  AMA  supports 
full  FHA  control  without  mandatory  supervision 
from  HEW  and  the  Hill-Burton  organization. 

Also  revised  by  the  committee  was  the  defi- 
nition of  a nursing  home.  Under  the  language 
now  in  the  bill,  the  home  would  have  to  be  a 
proprietary  facility  for  the  accommodation  of 
convalescents  or  others  not  acutely  ill  and  not 
in  need  of  hospital  care,  “but  who  require  skilled 
nursing  and  medical  services  . . . prescribed  by 
or  performed  under  the  general  direction  of 
persons  licensed  to  perform  such  care  and  serv- 
ices . . 

HOUSE  COMMITTEE  APPROVES  BILL 
EXTENDING  DOCTOR  DRAFT: 

House  armed  services  committee  cleared  legis- 
lation for  a four-year  extension  of  the  regular 
draft  act  and  with  it  the  doctor  draft,  and  sent 
the  bill  on  to  the  house  where  action  is  im- 
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minent.  Without  an  extension,  both  provisions 
would  expire  next  June  30. 

At  the  hearing,  representatives  of  the  military 
services  testified  that  without  the  compulsion 
of  tne  draft  laws  there  would  not  be  enough 
volunteers  to  maintain  the  armed  forces  and 
their  medical  departments.  Under  the  act,  doc- 
tors who  have  obtained  an  educational  defer- 
ment are  subject  to  call  up  to  age  35,  whereas 
other  registrants  are  free  of  obligation  after 

In  a statement  addressed  to  Chairman  Carl 
Vinson,  AMA  Executive  Vice  President  F.  J.  L. 
Blasingame  made  several  recommendations  for 
changes  in  the  doctor  draft.  He  proposed  that 
other  specialists,  such  as  engineers  and  phys- 
ists,  also  be  subject  to  the  special  call,  along 
with  doctors,  a suggestion  the  committee  did 
not  adopt.  Dr.  Blasingame  also  urged  that  care- 
ful consideration  be  given  to  all  factors,  includ- 
ing technical  military  advances  as  well  as  de- 
creasing manpower  needs,  before  the  four-year 
extension  is  enacted.  On  the  basic  issue  of  con- 
tinuing the  law,  Mr.  Blasingame’s  statement 
declares : 

“.  . . The  American  Medical  Association  wishes 
to  reaffirm  its  position  outlined  in  testimony  . . . 
in  May  1957  ...  on  the  bill  subsequently  en- 
acted. At  that  time  the  association  testified 
that,  ‘.  . . if  the  demands  for  the  defense  and 
security  of  our  nation  are  such  that,  in  the 
opinion  of  congress,  it  is  necessary  to  have  a 
draft  act  to  maintain  the  strength  of  our  armed 
forces,  then  the  extension  of  the  present  legisla- 
tion would  be  one  method  to  insure  sufficient 
physicians  for  the  military  services’.” 

Dr.  Blasingame  added  that  the  AMA  believes 
physicians  should  be  registered  and  classified 
in  the  same  manner  as  others  of  the  same  age 
group,  given  educational  deferments  in  the 
same  manner,  and  called  to  duty  “under  the 
same  general  provisions  as  other  registrants  de- 
ferred for  educational  purposes.” 

54  SENATORS  SPONSOR  INTERNATIONAL 
HEALTH  AND  MEDICAL  RESEARCH  ACT: 

One  of  the  first  bills  for  the  newly  formed 
health  subcommittee  of  the  senate  labor  com- 
mittee to  dig  into  is  SJ  Res.  41  sponsored  by 
54  Democratic  and  Republican  senators.  It  pro- 
vides for  (1)  a national  institute  for  interna- 
tional medical  research  as  part  of  the  National 
Institutes  of  Health,  (2)  a national  advisory 
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council,  (3)  $50  million  annually  for  research 
under  supervision  of  NIH. 

Senator  Hill,  a leader  in  pushing  this  measure, 
told  the  senate  it  was  designed  ( 1 ) to  encourage 
and  support  planning  of  essential  research  on  a 
world-wide  basis,  (2)  to  encourage  and  support 
co-ordination  of  medical  and  medically-related 
experiments  and  research  in  the  U.  S.  with  com- 
plementary programs  abroad,  (3)  to  encourage 
and  support  training  of  specialized  research  per- 
sonnel, and  ( 4 ) to  support  specific  research 
projects  and  experiments,  and  (5)  to  encourage 
and  support  rapid  informational  interchange  of 
medical  knowledge  on  diseases  and  disabilities. 

SENATE  COMMITTEES  IMPORTANT 
TO  MEDICINE: 

Following,  by  parties,  is  the  complete  mem- 
bership of  all  senate  committees  that  handle 
legislation  of  importance  to  medicine.  We  sug- 
gest you  save  this  list  for  reference  when  health 
bills  are  before  the  committees. 

APPROPRIATIONS:  Democrats  - Carl  Hay- 
den, chairman,  Ariz.;  Richard  B.  Russell,  Ga.; 
Dennis  Chavez,  N.  M.;  Allen  J.  Ellender,  La.; 
Lister  Hill,  Ala.;  John  L.  McClellan,  Ark.; 

A.  Willis  Robertson,  Va.;  Warren  G.  Magnuson, 
Wash.;  Spessard  L.  Holland,  Fla.;  John  Stennis, 
Miss.;  Lyndon  B.  Johnson,  Tex.;  John  O.  Pastore, 
R.  I.;  Estes  Kefauver,  Tenn.;  A.  S.  Mike  Mon- 
roney,  Okla.;  Alan  Bible,  Nev.;  Robert  C.  Byrd, 
W.  Va.;  Thomas  J.  Dodd,  Conn.;  Gale  W.  Mc- 
Gee, Wyo.;  Republicans  — Styles  Bridges,  N.  H.; 
Leverett  Saltonstall,  Mass.;  Milton  R.  Young, 
N.  D.;  Karl  E.  Mundt,  S.  D.;  Margaret  Chase 
Smith,  Me.;  Henry  Dworshak,  Idaho;  Thomas 
H.  Kuchel,  Calif.;  Roman  L.  Hruska,  Neb.;  Gor- 
don Allott,  Colo. 

ARMED  SERVICES:  Democrats  — Richard 

B.  Russell,  chairman,  Ga.;  Harry  Flood  Byrd, 
Va.;  Lyndon  B.  Johnson,  Tex.;  John  Stennis, 
Miss.;  Stuart  Symington,  Mo.;  Henry  M.  Jack- 
son,  Wash.;  Sam  J.  Ervin  Jr.,  N.  C.;  Strom  Thur- 
mond, S.  C.;  Clair  Engle,  Calif.;  E.  L.  Bartlett, 
Alaska;  Howard  W.  Cannon,  Nev.;  Republicans 
— Leverett  Saltonstall,  Mass.;  Styles  Bridges, 
N.  H.;  Margaret  Chase  Smith,  Me.;  Francis 
Case,  S.  D.;  Prescott  Bush,  Conn.;  J.  Glen  Beall, 
Md. 

RANKING  AND  CURRENCY:  Democrats  - 
A.  Willis  Robertson,  chairman,  Va.;  J.  W.  Ful- 
bright,  Ark.;  John  Sparkman,  Ala.;  J.  Allen  Frear 
Jr.,  Del.;  Paul  H.  Douglas,  111.;  Joseph  S.  Clark, 


Pa.;  William  Proxmire,  Wis.;  Robert  C.  Byrd, 
W.  Va.;  Harrison  A.  Williams  Jr.,  N.  J.;  Edmund 
S.  Muskie,  Me.;  Republicans  — Homer  E.  Cape- 
hart,  Ind.;  Wallace  F.  Bennett,  Utah;  Prescott 
Bush,  Conn.;  J.  Glenn  Beall,  Md.;  Jacob  K. 
Javits,  N.  Y. 

FINANCE:  Democrats  — Harry  Flood  Byrd, 
chairman,  Va.;  Robert  S.  Kerr,  Okla.;  J.  Allen 
Frear  Jr.,  Del.;  Russell  B.  Long,  La.;  George  A. 
Smathers,  Fla.;  Clinton  P.  Anderson,  N.  M.; 
Paul  H.  Douglas,  111;  Albert  Gore,  Tenn.;  Her- 
man E.  Talmadge,  Ga.;  Eugene  J.  McCarthy, 
Minn.;  Vance  Hartke,  Ind.;  Republicans  — John 
J.  Williams,  Del.;  Frank  Carlson,  Kan.;  Wallace 
F.  Bennett,  Utah;  John  Marshall  Butler,  Md.; 
Norris  Cotton,  N.  H.;  Carl  T.  Curtis,  Neb. 

LABOR  AND  PUBLIC  WELFARE:  Demo- 
crats — Lister  Hill,  chairman,  Ala.;  James  E. 
Murray,  Mont.;  John  F.  Kennedy,  Mass.;  Pat 
McNamara,  Mich.;  Wayne  Morse,  Ore.;  Ralph 
Yarborough,  Tex.;  Joseph  S.  Clark,  Pa.;  Jennings 
Randolph,  W.  Va.;  Harrison  A.  Williams  Jr., 
N.  J.;  Republicans  — Barry  Goldwater,  Ariz.; 
John  Sherman  Cooper,  Ky.;  Everett  McKinley 
Dirksen,  111.;  Clifford  P.  Case,  N.  J.;  Jacob  K. 
Javits,  N.  Y.;  Winston  L.  Prouty,  Vt. 

POST  OFFICE:  Democrats  — Olin  D.  John- 
ston, chairman,  S.  C.;  A.  S.  Mike  Monroney, 
Okla.;  Richard  L.  Neuberger,  Ore.;  Ralph  Yar- 
borough, Tex.;  Joseph  S.  Clark,  Pa.;  Everett 
Jordan,  N.  C.;  Republicans  — Frank  Carlson, 
Kan.;  William  Langer,  N.  D.;  Thurston  B.  Mor- 
ton, Ky. 

SENATORS  ON  HEALTH 
SUBCOMMITTEE  PROPOSE 
TWO-YEAR  STUDY: 

Senators  Javits  (N.  Y. ),  Case  (N.  J.),  and 
Cooper  (Ky. ),  Republican  members  of  the 
health  subcommittee  of  the  senate  labor  com- 
mittee, are  sponsoring  a measure  (SJ  Res  43) 
for  a two-year  study  of  the  health  needs  of  all 
citizens.  The  15-man  commission  would  recom- 
mend to  the  President  and  to  congress  neces- 
sary legislation  to  supplement  or  stimulate 
broader  health  protection  coverage  by  existing 
private  and  non-profit  programs.  The  commis- 
sion, made  up  of  three  public  and  12  non- 
governmental members,  would  examine  the  fol- 
lowing areas: 

1.  The  adequacy  of  existing  programs  of  health 
insurance  and  group  or  co-operative  health  plans 
in  meeting  overall  health  service  needs;  2.  Neces- 
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sity  for  extending  health  insurance  coverage  to 
provide  adequately  for  retired  or  elderly  per- 
sons, those  temporarily  unemployed,  and  those 
suffering  from  mental  illness;  3.  Problems  ex- 
perienced by  the  aged,  members  of  racial  or 
other  minority  groups  and  residents  of  rural 


areas  in  securing  health  insurance;  4.  The  effect 
which  expanded  coverage  of  such  plans  would 
have  upon  the  adequacy  of  the  existing  number 
and  distribution  of  health  personnel  and  fa- 
cilities. 


MEDICAL 

LIBRARY  AND  ARCHIVES 
Phoenix,  Ariz. 

Journal  of  Forensic  Sciences  Vol.  1,  1956  — 
to  date. 

Journal  of  Forensic  Medicine—  Vol.  1,  1953  — 
to  date. 

Medical  Trial  Technique  — Vol.  1,  1954/55 

— to  date. 

Personal  Injury  Commentator  — Vol.  1,  1958 

— to  date. 


LISTINGS 

NACCA  - Vol.  1,  1948  - to  date. 

U.  S.  Armed  Forces  Medical  Journal  — Vol. 
2,  1951  — to  date. 

Current  list  of  medical  literature.  National  Li- 
brary of  Medicine.  — Vol.  9,  1945  — to  date. 

Index-catalogue  of  library  of  Surgeon  Gener- 
al’s Office  — 1880-1895,  1st  ser.  v.1-3,  6,  8,  10, 
13-16;  1897-1916,  2nd  ser.  v.2-21;  1918-1932,  3rd 
ser.  v.1-3,  6-10;  1932,  4th  ser.  v.l  — to  date. 


INSECTS  AND  OTHER  PESTS  ON  YOUR  FLOWERS  AND  LAWN 

J.  N.  Roney,  Extension  Entomologist, 


University 

I HERE  ARE  several  insects  that  may  injure 
your  small,  tender,  annual  plants  as  well  as  some 
of  your  shrubs. 

When  you  set  out  tender  plants,  you  may  have 
cutworms  or  darkling  ground  beetles  which  cut 
off  the  plants  at  the  ground  level.  The  cutworms 
are  small  to  large,  dark  gray  or  black  worms 
that  hide  in  the  soil  in  daytime  and  come  out 
and  feed  at  night.  The  small,  dark  brown  to 
black  beetle  (darkling  ground  beetles)  act  the 
same  way.  Dusting  the  soil  with  10  per  cent 
DDT  dust  will  give  good  control  of  both  of 
these  insects.  Sometimes  the  snails  or  slugs  ap- 
pear around  flower  beds,  especially  where  bulbs 
are  growing.  These  pests  can  be  controlled  with 
a “snail  bait”  containing  Metaldehyde.  Some- 
times after  these  plants  get  almost  full  grown, 
green  worms  will  appear.  They  may  be  loopers 
or  webworms.  A dusting  or  spraying  with  a 
DDT  or  Lindane  mixture  will  give  control. 

One  insect  that  always  bothers  the  “green 
thumb”  is  the  aphid.  You  will  find  aphids  on 
roses,  stocks,  snapdragons,  pittesporum,  pyra- 
cantha  and  even  the  oleanders.  In  most  cases 
the  aphids  on  the  shrubs  are  different  from  those 
on  roses  and  tender  annuals.  The  aphid  on  the 
oleander  is  found  only  on  the  oleander  and  this 
is  also  true  for  some  other  plants.  We  control 
aphids  with  a malathion  dust  or  spray,  or  a nico- 


of  Arizona 

tine  dust  or  spray.  The  difference  between  suc- 
cess and  failure  in  control  of  aphids  depends  on 
thoroughness  of  application.  Aphids  are  sucking 
insects,  their  mouths  being  only  hairlike  beaks 
with  which  they  pierce  the  leaf  or  stem  and  suck 
out  the  plant  juices.  The  insecticide  must  come 
in  contact  with  the  insect  and  complete  coverage 
is  necessary.  If  we  have  one  female  wingless 
aphid  today,  we  may  have  a million  30  days  la- 
ter. Aphids  on  a plant  leaf  feed  until  they  be- 
come crowded,  then  a certain  number  sprout 
wings  and  fly  to  an  uninfested  leaf  and  give 
birth  to  young  and  start  a new  colony.  Some- 
times the  aphids  are  controlled  by  lady  bugs, 
lacewing  flies  and  small  wasp-like  parasites.  If 
aphids  on  your  plants  are  turning  a straw  color, 
the  chances  are  good  that  they  have  been  para- 
sitized. Then  it  is  likely  that  a larger  number  of 
lady  bugs  may  also  be  destroyed  without  use  of 
an  insecticide.  However,  if  the  aphids  are  giv- 
ing off  the  honey  dew  and  injuring  the  plant, 
one  should  use  insecticides  promptly. 

Thrips  sometimes  injure  roses,  gladioli  and 
other  plants.  Thrips  are  very  small,  fast  moving 
insects  that  ruin  rose  petals  as  well  as  other 
flowers  with  their  rasping  mouth  parts.  They  feed 
in  the  rosebud  before  it  opens,  and  insecticides 
should  be  applied  to  the  bud.  DDT,  Lindane 
and  malathion  give  good  control  when  applied 
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before  the  bud  opens. 

A small  non-insect  creature  belonging  to  the 
so-called  “crayfiole”  group  injure  pansies  and 
other  tender,  low  growing  plants.  They  are 
known  as  “pill  bugs”  or  “sow  bugs.”  Control  can 
be  secured  with  a metaldehyde  bait  or  10  per 
cent  chlordane  or  2 per  cent  dieldrin  dust. 

Fruit  bud  beetles,  small,  black,  top-shaped  in- 
sects with  short  wings,  infest  roses  and  other 
garden  plants.  Dusting  or  spraying  with  mala- 
thion,  Chlordane  or  dieldrin  usually  gives  good 
control.  One  should  apply  the  insecticide  before 
buds  appear  if  insects  have  been  present  before. 

Leaf  cutter  bees  produce  perfect  circle  cuts  in 
leaves  of  rose  bushes  and  bouganvillea  as  well  as 
other  plants.  The  small  metallic  blue  or  green 
bee  causes  this  injury  in  that  portion  of  the  leaf 
where  it  makes  its  nest.  There  is  no  control! 

In  the  past  few  years,  lawns  have  become  in- 
fested with  several  small  webworms  and  cut- 
worms. Dusting  with  10  per  cent  DDT,  10  per 
cent  Chlordane,  2 per  cent  dieldrin  or  10  per 
cent  toxaphene  dust  gives  you  good  control.  Just 
dust  the  ground  with  a light  coating  where  the 
injury  is  present! 


Equipment  Is  At  Times 
No  Better  Than  The 
Foliow-up  Service  Needed. 

WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDASE 

STREPTOKINASE-STREPTODORNASE  LECERIE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYAN  AM  1 0 COMPANY. 
Pearl  River.  New  York 


j 


TABLETS 


Vol.  16,  No.  S 


Arizona  Medicine 


255 


APPREHENSIVE  surgical  and  obstetrical  patients 

respond  well  to 


VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 


makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


6,  New  York 


Recommended  Oral  Dose:  up  to  400  mg.  daily  in  divided  doses 
Recommended  Parenteral  Dose:  25-50  mg.  ( 


Supplied  as:  Vistaril  Capsules— 25  mg.,  50 
Vistaril  Parenteral  Solution - 
Steraject®  Cartridges,  each  cc. 
hydroxyzine  (as  the  HC1) 

* Science  for  the 


PFIZER  LABORATORIES  Division, 
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LOCATION  OPPORTUNITIES 


ASHFORK  — Pop.  700  —North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Radiy  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

GILA  REND  — Pop.  2,500  — 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  project  — Good  opportunity  for  GP.  Cat- 
tle, cotton,  and  general  farming.  Office  and 
equipment  available.  $150  monthly  income  from 
board  of  supervisors.  Contact  Mrs.  J.  F.  Allison, 
Box  485,  Gila  Bend,  Ariz. 

HAYDEN  — Pop.  3,000/4,000  — Industrial 
practice  — approximately  200  employes  and  de- 
pendents. Only  part-time  required.  Coverage; 
Metropolitan  Surgical  Plan.  Physician  may  en- 
gage in  private  practice  also.  Small  company- 
owned  clinical  building  ( new ) available  for  use, 
with  X-ray  equipment,  diathermy  equipment, 
etc.  Full-time  nurse  available  to  assist;  clerical 
work  to  be  handled  by  company.  Company  hous- 
ing facilities  available  for  physician— small  rent- 
al. Contact:  American  Smelting  & Refining  Com- 
pany, Mr.  Ben  Roberts,  Department  Manager, 
P.O.  Box  1111,  El  Paso,  Texas. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those 
who  work  for  the  three  principal  mining  com- 
panies. Community  served  by  many  mining  and 
ranching  interests.  Contact  Robert  V.  Horan, 
M.D.,  Miami-Inspiration  Hospital,  Miami,  Ariz. 

MORENC1  — Mining  community  near  New 
Mexico-Arizona  border.  Pop.  10,000.  Has  vacan- 
cy at  hospital  for  GP.  Contact  Carl  H.  Gans, 
M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90 
miles  north  of  Flagstaff,  Ariz.,  the  building  proj- 
ect is  estimated  to  be  concluded  in  10  years. 
Write  Ivan  W.  Kazan,  M.D.,  6th  Ave.  & S.  Na- 
vajo, Page,  Ariz.,  for  full  details. 

S AFFORD  — Graham  County  Health  Depart- 
ment in  need  of  an  M.D.  In  the  heart  of  the  cat- 


tle and  farming  areas  of  southeastern  Arizona. 
Population  of  10,500  and  elevation  is  2,920. 
Schools,  churches  and  social  facilities  are  nu- 
merous. Contact  Mr.  Verl  Lines,  Chairman,  Gra- 
ham County  Board  of  Supervisors,  Safford,  or 
Frederick  W.  Knight,  M.D.,  618  Central  Ave., 
Safford,  Ariz. 

ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a GP,  in  this  east-central  Ari- 
zona community.  Population  is  approximately 
1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  in 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  Pe- 
ter Falbo,  president,  chamber  of  commerce,  9112 
West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for 
consultation  service.  State  license  is  necessary 
(but  not  necessarily  an  Arizona  license).  Con- 
tact S.  Netzer,  M.D.,  director,  professional  serv- 
ice, VA  Hospital,  Tucson,  Ariz. 

WINSLOW  — Population  over  7,500.  Good 
opportunity  for  GP.  Arrangements  can  be  made 
to  take  over  existing  vacancy  in  practice.  Facili- 
ties quite  desirable  and  satisfactory  terms  can 
be  arranged  to  suit  any  financial  circumstance. 
Hospital  privileges  immediately  available.  Coun- 
ty work  also  available  at  $500  per  month,  plus 
lab  and  X-ray.  For  further  details,  contact  Don- 
ald F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz., 
or  Mr.  Paul  Gear,  county  supervisor,  court  house, 
Holbrook,  Ariz. 


OPPORTUNI- 
IN  DUST  RIAL 


FOR  INFORMATION  ON 
TIES  IN  THE  FIELD  OF 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospi 
tal,  Ajo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 
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To  the  relief  of  musculoskeletal  pain, 


new  MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  fieldd  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

^TRADEMARK  **  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — METHYLPREDNISOLONE,  UPJOHM 
f RATIO  OF  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS 

I (Jpiohn  I 

The  Upjohn  Company,  Kalamazoo.  Michigan  1 z.B 
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Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hospi- 
tal, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospi- 
tal, Bisbee,  Ariz. 


LOCATION 

BFRKSON,  DAVID  M.,  M.D.,  2052  Lincoln 
Park  West,  Chicago  14,  111.;  I ancl  Ca;  1953  grad- 
uate 'T  Northwestern  University;  interned  at 
Michael  Reese  Hospital  in  Chicago;  served  resi- 
dency at  Michael  Reese  Hospital;  fulfilled  mili- 
tary obligations;  holds  license  in  the  State  of  Illi- 
nois; married;  age  30;  interested  in  group  or 
associate  practice.  Available  Aug.  1,  1959. 

BIVINGS,  F.  GARY,  M.D.,  13  Faculty  Lane, 
St.  Louis,  Mo.;  S;  1952  graduate  of  Columbia 
University  College  of  Physicians  & Surgeons;  in- 
terned and  served  residency  at  Barnes  Hospital 
in  St.  Louis,  Mo.;  holds  license  in  the  State  of 
Missouri;  fulfilled  military  obligations;  married; 
age  31;  interested  in  group  or  associate  practice. 
Available  July  1,  1959. 

BRYANT,  WILLIAM  OTHEL,  M.D.,  223  - 
23rd,  Hayti,  Mo.;  GP;  1956  graduate  of  the  Uni- 
versity of  Tennessee;  interned  at  Roanoke  Me- 
morial Hospital  in  Roanoke,  Va.;  fulfilled  mili- 
tary obligations;  holds  license  in  states  of  Ten- 
nessee and  Missouri;  married;  age  37;  interested 
in  general  practice.  Available  90  days  after  ac- 
ceptance. 

DELASHAW,  JOHNNY  BILL,  1905  First 
Ave.  N.,  Texas  City,  Texas;  GP;  1959  graduate 
of  University  of  Texas;  tentative  internship  at 
U.S.  Public  Health  Service  Hospital  in  Balti- 
more, Md.  (July  1959  - July  1930);  military 
status  Class  IIS;  has  satisfactorily  completed 
basic  science  examination  and  pre-clinical  por- 
tion of  Texas  State  Board  and  will  take  clinical 
portion  of  state  boards  in  June  1959;  married; 
age  25;  interested  in  group  or  industrial  prac- 
tice. Available  July  1960  (tentative). 

DIETRICH,  BAILEY  LEON,  M.D.,  421  E. 
13th,  Guymon,  Okla.;  GP;  1953  graduate  of  Uni- 
versity of  Oklahoma  School  of  Medicine;  in- 
terned at  VA  Hospital  in  Oklahoma  City,  Okla.; 
holds  license  in  the  State  of  Oklahoma;  fulfilled 
military  obligations;  married;  age  35.  Interested 


H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospi- 
tal, San  Manuel,  Ariz. 


INQUIRIES 

in  group  or  associate  practice.  Available  June 
1959. 

FISHER,  ALLAN  LEO,  M.D.,  604  5th  St., 
Coralville,  Iowa  City,  Iowa;  GP;  1957  graduate 
of  State  Univeristy  of  Iowa;  interned  at  St.  Lukes 
Hospital  in  Cedar  Rapids,  Iowa;  holds  license  in 
State  of  Iowa;  married;  age  34;  interested  in 
group  practice.  Would  consider  industrial  prac- 
tice. (no  orthopedic  surgery).  Available  July  1, 
1959. 

HAYES,  ROBERT  D.,  M.D.,  25  Main  St., 
Norwich,  Conn.;  Pd;  1945  graduate  of  Boston 
University;  interned  at  U.S.  Navy  Hospital  in 
Newport,  R.I.;  served  residency  at  Boston  City 
Hospital;  holds  license  in  states  of  Connecticut 
and  Massachusetts;  fulfilled  military  obligations; 
married;  age  39;  interested  in  clinic,  assistant  or 
associate  practice.  Available  January  1959. 

HENRY,  EDWARD  I.,  M.D.,  64  - 10C  186th 
Lane,  Queens,  N.Y.;  I - Ca;  1954  graduate  of 
New  York  Medical  College;  interned  at  Beth 
Israel  Hospital  in  New  York;  served  residency 
at  Mt.  Sinai  Hospital  in  New  York  City;  fulfilled 
military  obligations;  holds  license  in  State  of 
New  York;  interested  in  group  practice;  mar- 
ried; age  29.  Available  July  1960. 

JONSEN,  ARNO  L.,  M.D.,  313  Malcolm, 
Westover  AFB,  Mass.;  GP;  Aviation  Medicine; 
1956  graduate  of  Iowa  University;  interned  at 
Brooks  Army  Hospital  in  Fort  Sam  Houston, 
Texas;  military  status  — USAF  at  present,  dis- 
charge June  1959;  holds  license  in  State  of  Iowa; 
interested  in  group  or  associate  practice;  mar- 
ried; age  29.  Available  July  1,  1959. 

KESKEY,  CHARLES  WILLIAM,  M.D.,  3100 
S.  37th  St.,  Milwaukee,  Wis.;  Oph;  1954  gradu- 
ate of  University  of  Michigan;  interned  at  High- 
land-Alameda  County  Hospital  in  Oakland, 
Calif.;  served  residency  at  Barnes  Hospital  in  St. 
Louis,  Mo.;  holds  license  in  states  of  Michigan 
and  Wisconsin;  married;  age  31;  interested  in 
group  or  associate  practice.  Available  1959. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


: 


YOUR 

patients  health  is  always  important,  but  have  you  ever 
wondered  how  many  months  your  patients,  using  the 
installment  plan,  require  to  pay  off  their  hospital  or 
doctor  bills?  According  to  Medical  and  Dental  statis- 
tics, half  of  the  people  need  one  year,  the  other  half 
need  two  years. 

PATIENTS 

"using  the  Budget  Plan  for  Health"  protect  their  savings 
. . . and  feel  free  to  have  the  proper  medical  care 
when  they  need  it. 

Years  of  experience,  and  statistics  prove  the  need 
for  installment  plans  for  health  expenses.  Help  your 
patients  by  suggesting  the  Medical  & Dental  Budget 
Plan  for 

HEALT1 


First  Street  at  Willetta  • Phoenix  • AL  8-7758 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 
456  North  Country  Club  Drive  • Mesa  • WO  4-5668 
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NOW-YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OF  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


0 


Aristogesic  combines  the  aiiti-inflamnatory  effects  of  Aristocort®  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  have  been  relatively  infrequent  and  minor  in  nature. 
However,  more  serious  side  effects  have  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  observed  carefully. 
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for  relief  of  chronic—  but  less  severe  pain  of  rheumatic  origin 


Indications:  Mild  cases  of 
rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  fibrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  dady. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aristogesic  Capsule  contains: 
AKisTOCORT®  Triamcinolone 

. . . . 0.5  mg. 

Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  mg. 
Ascorbic  Acid 20  mg. 

Supply:  Bottles  of  100. 

Collagen  tissue  (x250) 


♦trademark 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AMID  COMPANY.  Pearl  River.  New  York 
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LACH,  FRANK  EDWARD,  M.D.,  Wepawaug 
Road,  Woodbridge,  Conn.;  Oh  Gyn ; 1941  grad- 
uate of  University  of  Maryland;  interned  and 
served  residency  at  Grace  Hospital  in  New  Ha- 
ven, Conn.;  fulfilled  military  obligations;  holds 
license  in  states  of  Connecticut  and  Maryland; 
interested  in  group  or  associate  practice;  mar- 
ried; age  44.  Available  summer-fall,  1959. 

LEWIS,  EARL  L.,  M.D.,  131  Fulton  Ave., 
Hempstead,  Long  Island,  N.Y.;  Oph;  1951  grad- 
uate of  Western  Reserve  University;  interned  at 
St.  Lukes  Hospital  in  Cleveland,  Ohio;  served 
residency  at  Cleveland  Clinic  in  Cleveland; 
holds  license  in  states  of  Ohio,  New  York  and 
California;  fulfilled  military  obligations;  mar- 
ried; age  38;  interested  in  group  or  associate 
practice.  Available  July  1,  1959. 

LOWERY,  LARRY  L,  M.D.,  Box  991,  Guy- 
mon,  Okla.;  GP;  1956  graduate  of  University  of 
Oklahoma  School  of  Medicine;  interned  at  St. 
Anthony  Hospital  in  Oklahoma  City,  Okla.;  mil- 
itary status  A-l;  holds  license  in  State  of  Okla- 
homa; interested  in  associate  practice;  married; 
age  28.  Available  immediately. 

McMAHON,  F.  G1LRERT,  M.D.,  421  Pau- 


nack  Place,  Madison  5,  Wis.;  I - Met;  (endocri- 
nology & metabolism)  1953  graduate  of  Univer- 
sity of  Michigan  Medical  School;  interned  at  St. 
Marys  Hospital  in  Grand  Rapids,  Mich.;  served 
residency  at  University  of  Wisconsin;  holds  li- 
cense in  states  of  Michigan  and  Wisconsin;  ful- 
filled military  obligations;  interested  in  group, 
associate  or  partnership  practice.  Married;  age 
35.  Available  July  1,  1959. 

MASON,  STUART  ALAN,  M.D.,  112  West 
End  Ave.,  Ridgewood,  N.  J.;  I,  A;  1938  graduate 
of  New  York  Medical  College;  interned  at  En- 
glewood Hospital  in  New  Jersey;  served  resi- 
dency at  Grasslands  Hospital,  Valhalla,  N.  Y., 
and  U.S.  Army  Medical  Corps  Hospitals;  ful- 
filled military  obligations;  holds  license  in  states 
of  New  Jersey,  New  York  and  Texas;  married; 
age  45;  interested  in  assistant  or  associate  prac- 
tice. Available  July  1,  1959. 

MATHLUS,  CHARLES  G.,  M.D.,  2614  But- 
terfield Drive,  Indianapolis  20,  Ind.;  Oph;  1952 
graduate  of  Indiana  University;  interned  at 
County  Hospital,  San  Bernardino,  Calif.;  served 
residency  at  Indiana  University  Medical  Center 
in  Indianapolis;  fulfilled  military  obligations; 


Physician" a Suite  Optometrist's  Suite  Dentist's  Suite  (Occupied) 

1543  sq.ft.  605  sq.ft.  804  sq.ft. 


SHERWOOD  PROFESSIONAL  BUILDING 

2919  North  56th  Street  — Phoenix  (Scottsdale)  Arizona 

Adjacent  to  the  Arizona  Country  Club.  Excellent  Parking  Facilities. 
New  Physicians  suite  available  for  immediate  occupancy. 
Refrigeration  and  Central  Heat.  Shown  by  Appointment. 

D.  D.  CASTLEBERRY,  BUILDING  & REALTY 

641 1 E.  Thomas  Road  — Phone  WH  5-8454 
Scottsdale,  Arizona 
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holds  license  in  states  of  California  and  Indiana; 
interested  in  clinic,  assistant  or  associate  prac- 
tice. Married;  age  32.  Available  July,  1959. 

POUNCEY,  WYATT  BIBB,  M.D.,  118  Louise 
Lane,  San  Mateo,  Calif.;  GP;  1950  graduate  of 
University  of  Alabama;  interned  at  City  Hospi- 
tal in  Mobile,  Ala.;  holds  license  in  State  of  Ala- 
bama; fulfilled  military  obligations;  interested 
in  industrial  or  institutional  practice;  married; 
age  33.  Available  immediately. 

SLANKARD,  J.  EDWARD,  M.D.,  3721  Wy- 
oming, Kansas  City,  Mo.;  GP;  1958  graduate  of 
University  of  Kansas;  interned  at  Bethany  Hos- 
pital in  Kansas  City;  fulfilled  military  obliga- 
tions; interested  in  clinic,  assistant  or  associate 
practice;  married;  age  30.  Available  after  July  1, 
1959. 

WALKER,  ELMO  L.,  M.D.,  4613  Clinton 
Blvd.,  Jackson,  Miss.;  GP;  1956  graduate  of 
Southwestern  Medical  School  — University  of 
Texas;  interned  at  Mississippi  Baptist  Hospital; 
completed  military  obligations;  married;  age  39. 
Available  immediately. 

WANG,  CHUN-HENG  HERBERT,  M.D., 
1501  W.  Allegheny  Ave.,  Philadelphia  32,  Pa.; 
R;  1948  graduate  of  St.  John’s  University,  Shang- 
hai, China;  interned  at  St.  Marys  Mercy  Hospi- 
tal in  Gary,  Ind.;  served  residency  at  Temple 
University  Hospital  in  Philadelphia;  holds  li- 
cense in  states  of  Connecticut,  Maryland,  Vir- 
ginia, Michigan,  Wisconsin  and  national  board; 
interested  in  group,  associate  or  hospital  prac- 
tice; married;  age  36.  Available  July  1959. 


FOR  SALE 

100  ft.  X 150  ft.  on  2 Blvds. 
$37,500 

Will  Make  You  Money 

L.  L.  STEWARD,  Broker 

AL  4-1636 


^ jJ~uti4rQ  JH. c ti ncjfi 


MANAGEMENT  OF  SPORTS  INJURIES 

Meeting  Place:  Statler  Hotel,  Los  Angeles, 
Golden  State  Boom. 

Dates:  March  25  and  26,  1959. 

Fee:  $15  including  lunch. 

This  course  is  open  to  physicians,  coaches, 
trainers  and  others  interested  in  the  care  of 
sports  injuries. 

Information:  Requests  for  application  or  in- 
formation concerning  this  course  should  be  made 
to:  Thomas  H.  Sternberg,  M.D.,  Assistant  Dean 
for  Postgraduate  Medical  Education,  University 
of  California  Medical  Center,  Los  Angeles  24, 
Calif.,  or  telephone  GRanite  8-9711,  or  BRad- 
shaw  2-8911,  extension  7114. 

Course  Chairman:  Marshall  R.  Urist,  M.D. 

Guest  Speakers:  Daniel  J.  Fortmann,  M.D., 
Los  Angeles,  Calif.,  Robert  W.  Keast,  M.D.,  San 
Francisco,  Calif.,  Francis  M.  McKeever,  M.D., 
University  of  Southern  California,  Los  Angeles, 
Calif.,  John  R.  Moritz,  M.D.,  Sun  Valley,  Idaho, 
Harold  P.  Muller,  M.D.,  Berkeley,  Calif.,  Thom- 
as B.  Quigley,  M.D.,  Harvard  Medical  School, 
Boston,  Mass.,  and  Augustus  Thorndyke,  M.D., 
Harvard  Medical  School,  Boston,  Mass. 

PROGRAM: 

Wednesday,  March  25, 1959 

Morning:  Moderator:  Charles  O.  Bechtol, 
M.D. 

Welcome  — 9-9:15:  Wilbur  C.  Johns,  Thomas 
H.  Sternberg,  M.D. 

9:15-9:45:  Frequency  and  Nature  of  Sports 
Injuries  — Augustus  Thorndyke,  M.D. 

9:45-10:15:  The  Care  and  Feeding  of  Injured 
Athletes  and  Coaches— Thomas  B.  Quigley,  M.D. 

10:15-10:30:  Break. 

10:30-10:50:  Preventive  Equipment  and  Strap- 
pings — William  Barnes. 

10:50-11:30:  Role  of  the  Trainer  in  High 
School  and  College  Athletics  — Elvin  C.  “Ducky 
Drake. 

11:30-12:  Questions  and  Answers. 

12:15-1:30:  Luncheon  and  Panel  Discussion- 
Pacific  Ballroom.  Interrelations  between  Train- 
er, Coach  and  Physician  — William  Barnes,  Dan- 
iel J.  Fortmann,  M.D.,  Wilbur  Johns,  Harold  J. 
Muller,  M.D.,  Moderator.  Augustus  Thorndyke, 
M.D. 

Afternoon:  Moderator:  Paul  F.  McMaster, 

M.D. 
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2-2:30:  Preparation  of  the  Athlete  for  Compe- 
tition — Laurence  E.  Morehouse,  Ph.D. 

2:30-2:50:  The  Mechanics  of  Sports  Injuries  — 
Gene  A.  Logan. 

2:50-3:10:  Management  of  Ski  Injuries  — John 
R.  Moritz,  M.D. 

3:10-3:30:  Injuries  of  Head  and  Neck  — W. 
Eugene  Stem,  M.D. 

3:30-3:45:  Break. 

3:45-4:05:  Injuries  of  Thorax  and  Abdomen  — 
Daniel  J.  Fortmann,  M.D. 

4:05-4:45:  Injuries  of  Genitourinary  System  — 
Roderick  D.  Turner,  M.D. 

4:45-5:15:  Questions  and  Answers. 

Thursday,  March  26, 1959 

Morning:  Moderator:  Francis  M.  McKeever, 
M.D. 

9- 9:20:  Injuries  of  the  Shoulder  — Thomas  B. 
Quigley,  M.D. 

9:20-9:40:  Dislocations  of  the  Acromioclavicu- 
lar Joint  — Marshall  R.  Urist,  M.D. 

9:40-10:  Injuries  of  the  Low  Back,  Pelvis  and 
Thigh  — Augustus  Thorndyke,  M.D. 

10- 10:15:  Break. 

10:15-10:45:  Injuries  of  the  Knee  — Thomas 
B.  Quigley,  M.D. 

10:45-11:15:  Internal  Derangement  of  the 

Knee  (Film)  — Thomas  B.  Quigley,  M.D. 

11:15-12:  Injuries  of  the  Ankle  — Thomas  B. 
Quigley,  M.D. 

Afternoon:  Moderator:  Robert  Mazet,  Jr., 

M.D. 

2- 2:30:  Injuries  of  the  Hand  — Franklin  L. 
Ashley,  M.D. 

2:30-3:  Injuries  of  the  Elbow  and  Wrist  — 
Charles  D.  Bechtol,  M.D. 

3- 3:15:  Break. 

3:15-4:  Physiology  and  Medicine  of  Skin  Div- 
ing — Robert  W.  Keast,  M.D. 

4- 4:30:  Questions  and  Answers. 

4:30-5:  Summary  and  Conclusions  — The  Staff. 


THE  SOUTHWESTERN  SURGICAL 
c CONGRESS 

D OUTHWESTERN  Surgical  Congress  meeting 
at  the  Brown  Palace  Hotel  in  Denver,  Colorado, 
March  30,  31-April  1,  2,  1959.  This  is  an  organi- 
zation embracing  general  surgery  and  the  allied 
surgical  specialties.  The  four  day  meeting  to  be 
held  is  well  rounded  in  all  branches  of  surgery. 
Six  guest  speakers  of  national  prominence  are 
scheduled  — Dr.  Oscar  T.  Clagett,  Rochester, 


Minn.,  surgery;  Dr.  J.  Engelbert  Dunphy,  Bos- 
ton, Mass.,  surgery;  Dr.  H.  Relton  McCarroll, 
St.  Louis,  Mo.,  orthopedics;  Dr.  Douglas  Weth- 
erill  Macomber,  Denver,  Colo.,  plastic  surgery; 
Dr.  E.  Stewart  Taylor,  Denver,  Colo.,  Ob-Gyn; 
Dr.  Reed  M.  Nesbit,  Ann  Arbor,  Mich.,  urology. 

In  addition  to  the  guest  speakers  the  Congress 
this  year  is  initiating  a competitive  Resident  Es- 
say Contest,  and  three  prize  winning  essays  by 
residents  in  this  geographic  area  are  to  be  pre- 
sented. 

April  3rd,  following  the  meeting,  Dr.  Henry 
Swan,  head  of  the  Dept,  of  Surgery,  University 
of  Colorado  Medical  Center,  is  conducting  a se- 
ries of  Clinics  at  the  University  Hospitals,  for 
those  desiring  to  attend. 

All  interested  M.  D.’s  in  Arizona  are  invited 
to  attend  this  meeting.  Hotel  reservations  should 
be  made  directly  with  the  Brown  Palace  Hotel 
in  Denver.  For  other  details  you  may  contact 
Dr.  J.  R.  Schwartzmann,  2415  E.  Adams,  Tucson, 
Arizona. 


THE  DALLAS  SOUTHERN 
CLINICAL  SOCIETY 

28th  Animal  Spring  Clinical  Conference 
March  23,  24,  25, 1959 
FEATURING:  General  assemblies,  Round  table 
luncheons,  (medical,  Surgical,  EENT,  Ortho- 
pedic, Urological,  Pediatric,  Ob.-Gyn.)  Post- 
graduate lectures,  Panel  discussions.  Clinical 
pathological  conference,  Technical  exhibits. 
Dinner  dance. 

POSTGRADUATE  LECTURES: 


M.  T.  Jenkins,  M.D.,  Pitfalls  of  Office  Anes- 
thesia. 

Harold  Cheek,  M.D.,  Minor  Office  Surgery. 

Jerry  Miller,  M.D.,  Common  Sense  in  Diag- 
nostic Use  of  X-Ray. 

J.  B.  Howell,  M.D.,  Warts. 

Ben  Buford,  M.D.,  Arthritis  and  some  Related 
Diseases. 

Truett  James,  M.D.,  Bursitis  and  Periarticular 
Calcium  Deposits. 

Milton  Davis,  M.D.,  The  Office  Evaluation  of 
Pulmonary  Function. 

John  Chapman,  M.D.,  Pulmonary  Fungous 
Diseases. 

Billy  Oliver,  M.D.,  Advances  in  Electrocardi- 
ography. 

Salmon  R.  Halpern,  M.D.,  1959  look  at  Infan- 
tile Eczema. 
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Charles  Wilson,  M.D.,  Strokes:  Recognition 
of  Unusual  Causes. 

Tom  Shires,  M.D.,  The  Physiology  of  Shock. 

Jesse  Thompson,  M.D.,  Prevention  of  Gan- 
grene of  the  Extremities. 

David  J.  Henry,  M.D.,  Fractures  of  the  Upper 
Extremities. 

Wm.  O.  Tschumy  Jr.,  M.D.,  Anticoagulant 
Therapy  in  Coronary  Artery  and  Cerebrovascu- 
lar Diseases. 

James  K.  Peden,  M.D.,  Emotional  Problems 
of  the  Middle-Aged  Male. 

Howard  Burkett,  M.D.,  Tranquilizing  Drugs. 

Foster  Fuqua,  M.D.,  The  Distended  Bladder. 

Jack  Kerr,  M.D.,  Diagnosis  of  Ano-Rectal 
Diseases. 

Don  G.  Harrel,  M.D.,  The  Conservation  of 
Ovaries. 

Jack  Kamholz,  M.D.,  Amnionitis. 

H.  M.  Winans  Jr.,  M.D.,  Injuries  from  Elec- 
tricity. 

Paul  Levin,  M.D.,  Corticosteroids  and  the 
Nervous  System. 

AMERICAN  ACADEMY  OF 
w GENERAL  PRACTICE 

if  HAT  DOES  THE  “space  age”  mean  to  med- 
icine? How  do  doctors  treat  bad  burns?  What’s 
new  in  the  realms  of  heart  surgery,  foot  frac- 
tures, hypertension  and  diabetes?  These  and 
countless  other  questions  will  be  answered  at 
the  American  Academy  of  General  Practice  11th 
Annual  Scientific  Assembly,  April  6-9,  in  San 
Francisco’s  Civic  Auditorium. 

The  scientific  program  will  feature  28  promi- 
nent physician-authorities.  More  than  100  scien- 
tific and  300  technical  exhibits  will  be  prepared 
for  the  7,000  doctors  and  guests  expected  to  at- 
tend. 

The  congress  of  delegates,  the  academy’s  pol- 
icy-making body,  will  convene  at  2 p.m.,  Satur- 
day, April  4,  in  the  Fairmont  Hotel.  Delegates 
from  each  of  the  49  states,  Hawaii,  Puerto  Rico 
and  the  District  of  Columbia  will  meet  until 
noon,  Monday,  April  6,  when  the  scientific  ses- 
sions open  in  the  auditorium. 

Opening  ceremonies  at  1 p.m.,  Monday,  in- 
clude a call  to  order  by  Academy  President  Hol- 
land T.  Jackson,  Ft.  Worth,  Tex.  An  invocation 
and  welcoming  addresses  will  follow. 

Dr.  Walter  Judd,  veteran  congressman  from 
Minnesota  and  an  academy  member,  opens  the 


Monday  afternoon  session.  Dr.  Judd  will  discuss 
the  position  of  “Doctors  in  a Changing  World.” 

A panel  on  immunology  will  highlight  the  2 
p.m.  session.  Dr.  Karl  F.  Meyer,  professor  emer- 
itus of  experimental  pathology  at  the  University 
of  California,  will  guide  the  discussion.  Drs. 
Geoffrey  Edsall,  Walter  Reed  Institute  of  Re- 
search, and  Edwin  H.  Lennette,  University  of 
California,  will  review  new  knowledge  of  stand- 
ard immunization  agents  and  immunization  pro- 
cedures in  the  fight  against  disease. 

Following  the  afternoon  recess.  Dr.  Leroy  E. 
Burney,  surgeon  general  of  the  United  States 
Public  Health  Service,  will  present  a discussion 
on  “Public  Health  and  Its  Relation  to  the  Prac- 
tice of  Medicine.” 

The  final  Monday  speaker  is  also  connected 
with  the  U.  S.  Public  Health  Service.  James  H. 
Steele,  chief  of  veterinary  public  health,  will  re- 
view animal  diseases  transmissible  to  man,  with 
particular  emphasis  on  rabies  and  ringworm. 

Heart  Problems 

Heart  problems  open  the  Tuesday  morning 
program.  The  effects  of  dietary  fats  will  be  re- 
ported by  Dr.  Francisco  Grande,  University  of 
Minnesota. 

The  morning’s  second  presentation  will  be  a 
discussion  of  hypertension  by  Dr.  Arthur  Groll- 
man,  Southwestern  Medical  School.  Dr.  Groll- 
man  will  re-evaluate  this  oft-encountered  “over 
50”  disorder,  implying  that  its  origin  is  in  the 
kidneys. 

Dr.  William  H.  Snyder,  University  of  South- 
ern California,  points  out  that  heart  stoppage 
may  occur  any  time,  anywhere.  The  nearest  doc- 
tor must  often  open  the  chest  and  massage  the 
heart  at  once.  Step-by-step  procedures  will  be 
outlined. 

The  final  cardiology  discussion,  dealing  with 
problems  of  elective  heart  surgery,  will  be  pre- 
sented by  Dr.  Norman  E.  Shumway,  Stanford 
University.  His  talk  will  include  both  a review 
and  a “look  at  the  future,”  in  which  he  will  dis- 
cuss successful  heart  transplants. 

Three  surgical  lectures  open  the  Tuesday  aft- 
ernoon session.  In  a surgical  convalescence  dis- 
cussion, Dr.  Fred  H.  Bentley,  Portland,  Ore.,  em- 
phasizes the  importance  of  treating  the  patient 
as  a whole.  This  approach  should  begin  before 
the  operation,  and  continue  until  the  patient  is 
fully  recovered. 

The  second  member  of  the  surgical  trio  is  Dr. 
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Joel  W.  Baker,  Seattle.  He  will  review  lower  ab- 
dominal surgery,  emphasizing  some  unexpected 
situations  that  may  confront  the  operating  doc- 
tor. Many  times,  an  operation  for  acute  appen- 
dicitis may  turn  out  to  be  a different  emergency. 
Dr.  Bentley  will  answer  the  question,  “What 
next?” 

The  lower  abdomen  is  also  the  subject  for  the 
third  surgical  paper.  In  spite  of  familiarity  with 
the  common  procedures  in  hernia  repair,  many 
complications  are  still  encountered.  Dr.  N.  Fred- 
erick Hicken,  University  of  Utah,  will  point  out 
ways  to  minimize  these  complications. 

For  the  final  hour  of  the  Tuesday  program, 
attention  is  directed  to  burn  therapy.  Dr.  W.  D. 
Snively  Jr.,  Evansville,  Ind.,  and  Lt.  Col.  E.  H. 
Vogel,  Ft.  Sam  Houston,  Tex.,  will  stress  imme- 
diate and  effective  therapy  by  general  practi- 
tioners, often  the  first  doctors  to  treat  severe 
burns.  This  discussion  will  help  the  family  phy- 
sician learn  more  about  the  body’s  physiologic 
reaction  to  burns. 

Obstetrics  and  gynecology  open  the  Wednes- 
day, April  8,  program.  Both  prematurity  and 
postmaturity  will  be  discussed,  in  turn,  by  Drs. 
James  L.  Dennis,  San  Francisco,  and  Mitchell  J. 
Nechtow,  University  of  Chicago.  Dr.  Dennis 
says  the  premature  baby  is  a dual  problem,  one 
part  prevention,  one  part  care.  On  the  opposite 
side  of  the  coin,  hazards  to  the  unborn  child 
call  for  proper  judgment  and  individual  evalu- 
ation, Dr.  Nectow  points  out. 

Problems  native  to  almost  every  woman  will 
be  taken  up  by  Drs.  Ernest  W.  Page,  and  Ed- 
mund W.  Overstreet,  associates  at  the  Univer- 
sity of  California.  Dr.  Page,  whose  topic  is  pre- 
menstrual tension,  will  cover  the  several  theories 
regarding  the  cause  of  the  disorder,  along  with 
an  evaluation  of  the  role  of  the  patient’s  own 
emotional  stability.  The  changing  concepts  in 
menopause  therapy  will  be  highlighted  by  Dr. 
Overstreet,  who  will  show  the  correlation  of 
ovarian  activity  with  many  body  processes.  He 
also  suggests  that  post-menopausal  need  for  es- 
trins  may  be  much  more  frequent  and  prolonged 
than  heretofore  suspected. 

Orthopedics  and  Neurology 

Attention  will  turn  to  orthopedics  in  the  after- 
noon session.  Dr.  J.  Vernon  Luck,  University  of 
Southern  California,  will  deal  with  soft  tissue 
and  joint  injuries  to  children,  with  examples  of 
dramatic  results  possible  in  substituting  muscles 


where  there  is  permanent  nerve  and  muscle  dam- 
age. The  second  speaker,  Dr.  Walter  Blount, 
says  that  fractures  in  children  are  different.  The 
Marquette  University  physician  points  out  that 
elbow  fractures  can  be  the  most  troublesome  in 
young  patients.  The  final  orthopedic  lecture, 
dealing  with  foot  deformities  in  the  newborn, 
will  be  presented  by  Dr.  John  H.  Moe,  head  of 
the  University  of  Minnesota’s  department  of 
orthopedic  surgery. 

The  final  scientific  session  Wednesday  after- 
noon features  two  discussions  on  neurology.  A 
consecutive  parade  of  headache  and  headpain 
patients,  each  with  objective  verified  neurologic 
symptoms,  will  be  presented  by  Dr.  Jose  Garcia 
Oiler,  New  Orleans.  He  will  demonstrate  that 
practically  all  of  these  ailments  can  be  diagnosed 
by  the  general  practitioner. 

To  complete  the  neurologic  phase  of  the  1959 
assembly,  Dr.  Donald  Macrae  will  speak  on  the 
Parkinsonian  syndrome.  A member  of  the  Uni- 
versity of  Calilfornia  staff,  Dr.  Macrae  points 
out  that  although  diagnosis  is  usually  easy,  other 
tremors  may  frequently  be  misdiagnosed. 

The  first  session  of  the  final  day’s  program  is 
devoted  to  a three-topic  symposium  on  the  still- 
vital  subject  of  diabetes.  Daily  living  with  the 
disease,  various  diets,  influence  of  exercise  and 
new  methods  of  therapy  will  be  discussed  by 
Dr.  Richard  M.  Johnson,  University  of  Southern 
California.  Dr.  B.  E.  Lowenstein,  Fort  Howard, 
Md.,  emphasizes  the  fact  that  sugar  is  no  longer 
the  diabetic's  boogey  man.  Excessive  dietary  fat 
is  now  assigned  the  villain’s  role.  The  third 
speaker,  Dr.  Laurance  W.  Kinsell,  University  of 
California,  deals  with  the  relationship  of  dia- 
betes to  degenerative  vascular  disease.  In  both 
types  of  clinical  diabetes,  he  notes  a significant 
similarity  between  their  strong  hereditary  ten- 
dencies and  a major  tendency  to  the  occurrence 
of  degenerative  vascular  disease. 

To  climax  the  four-day  meeting,  Capt.  Norman 
L.  Barr,  USN,  will  discuss  the  nature  of  adverse 
conditions  and  forces  of  space  travel,  together 
with  the  human  and  animal  responses  to  them. 
The  entire  lecture  will  be  presented  by  closed- 
circuit  color  television,  using  a radically  new 
telecasting  process  called  Eidophor.  Its  use  at 
the  assembly  marks  its  initial  appearance  on  the 
scientific  program  of  a medical  association. 


Other  Activities 

The  Fairmount  Hotel  is  the  scene  of  the  pres- 
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ident’s  reception  and  dance,  Wednesday,  April 
8.  Academy  officers  and  their  wives  will  receive 
guests  at  the  social  highlight  of  the  assembly. 

Preceding  the  reception.  Dr.  Fount  Richard- 
son, Fayetteville,  Ark.,  the  academy’s  president- 
elect, will  receive  the  gavel  from  President  Jack- 
son. 

Dr.  Ivan  C.  Heron,  San  Francisco,  assisted  by 
a group  of  California  academy  members,  heads 
the  local  arrangements  committee.  Ladies’  en- 
tertainment is  under  the  direction  of  Mrs.  A.  J. 
Franzi,  San  Francisco.  Tours  of  the  city  have 
been  planned  for  the  doctors’  wives. 

Additional  highlights  of  the  assembly  include 
the  presentation  of  10  $1,000  general  practice 
residency  training  awards.  These  will  go  to  in- 
terns or  young  physicians  who  have  completed 
their  military  training.  The  program  is  carried 
on  through  a grant  from  Mead  Johnson  & Co., 
Evansville,  Ind. 

The  two  academy  members  who  have  con- 
tributed the  most  significant  scientific  articles 
published  in  GP,  the  academy’s  monthly  maga- 
zine, during  1958  will  receive  the  Ross  awards. 
These  awards,  each  for  $1,000,  are  presented  by 
Ross  Laboratories,  Columbus,  Ohio.  The  win- 
ners are  selected  by  three  medical  school  deans. 

WESTERN  MEDICOLEGAL 
™ SYMPOSIUM 

I HE  AMERICAN  Medical  Association  will 
again  sponsor  regional  medicolegal  meetings 
during  March  and  April  of  this  year.  The  West- 
ern symposium  will  be  held  in  Salt  Lake  City, 
Utah,  April  17  and  18,  1959. 

For  background  information,  during  the  fall 
of  1955,  the  AMA  sponsored  a series  of  three 
medicolegal  symposiums  in  Chicago,  Omaha  and 
New  York  City.  Similar  meetings  were  held  in 
1957  in  Atlanta,  Denver  and  Philadelphia.  All  of 
these  meetings  were  well  attended  and  appar- 
! ently  were  quite  successful. 

The  forthcoming  scheduled  meeting  for  Salt 
Lake  City  will  begin  registration  at  12  noon  on 
Friday,  April  17,  1959,  followed  by  an  afternoon 
program  and  a full  day  program  on  Saturday, 
April  18,  1959,  the  sessions  on  each  day  to  be 
concluded  by  4:30  p.m. 

Plans  provide  for  an  audience  at  each  of 
these  meetings  of  between  300  and  350,  divided 
as  evenly  as  possible  between  physicians  and  at- 


torneys. The  registration  fee  for  each  conference 
will  be  $5.  This  amount  will  cover  the  cost  of  a 
luncheon  on  Saturday  and  any  proceedings  of 
the  meetings  that  may  be  published. 

The  final  agenda  has  yet  to  be  completed; 
however,  a program  will  be  arranged  of  interest 
to  both  doctors  and  lawyers.  Some  of  the  sub- 
jects that  will  be  included  are:  Medical  and  Le- 
gal Problems  Involved  in  Narcotic  Addiction; 
Traumatic  Neurosis;  The  Approach  of  Medicine 
and  the  Law  to  Contingent  Fees;  Res  Ipsa  Lo- 
quitur in  Professional  Liability  Cases;  Impar- 
tial Medical  Testimony;  and  The  Classic  Method 
of  Cross  Examining  an  Expert  Medical  Witness. 

Advance  registration  is  desirable.  A letter  or 
postal  card  directed  to  the  Law  Division,  Amer- 
ican Medical  Association,  535  North  Dearborn 
St.,  Chicago  10,  111.,  will  suffice  in  this  instance. 


THE  SOCIETY  OF  NUCLEAR 
MEDICINE 

750  North  Michigan  Ace.,  Chicago  11,  111., 
DElaware  7-3511 

SIXTH  ANNUAL  MEETING: 

The  SIXTH  ANNUAL  meeting  of  The  Society 
of  Nucelar  Medicine  will  be  held  at  the  Palmer 
House,  Chicago,  111.,  Thursday,  Friday,  and  Sat- 
urday, June  18-20,  1959.  Reservation  forms  for 
the  Palmer  House  and  a list  of  hotels  and  motels 
in  the  immediate  vicinity  will  be  mailed  to  the 
membership  in  approximately  one  month. 

CALL  FOR  PAPERS: 

Members  of  the  society  and  guests  desirous  of 
participating  in  the  scientific  program  should 
submit  titles  and  abstracts,  of  no  more  than  250 
words,  to  Dr.  Donald  W.  Petit,  program  chair- 
man, University  of  Southern  California,  School 
of  Medicine,  1200  North  State  St.,  Los  Angeles 
33,  Calif. 

SCIENTIFIC  EXHIBITS: 

Members  and  guests  who  wish  to  prepare  a 
scientific  exhibit  for  presentation  at  the  socie- 
ty’s sixth  annual  meeting,  should  prepare  a re- 
port of  approximately  500  words  explaining  the 
purpose  of  the  scientific  exhibit  as  well  as  a brief 
description  of  the  exhibit  layout.  Exact  dimen- 
sions and  other  pertinent  details  should  be  for- 
warded to  Dr.  Murray  E.  Volk,  chairman,  Com- 
mittee on  Scientific  Exhibits,  5412  North  Clark, 
Chicago,  111,  together  with  the  report  no  later 
than  March  1,  1959. 
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Additional  information  may  be  obtained  by  Society  of  Nuclear  Medicine,  750  North  Michi- 
writing  to  Samuel  N.  Turiel,  administrator,  The  gan  Ave.,  Chicago  11,  111. 


CALENDAR  OF  NATIONAL 
MEETINGS 

Date 

Meeting 

Place 

March 

16-20 

National  Health  Council 

Palmer  House,  Chicago,  111. 

21-22 

Research  Advisory  Council 

New  York  City 

30-31 

ACS  1959  Cured  Cancer  Congress 

Sheraton  Park,  Washington,  D.C. 

April 

5-8 

American  Public  Welfare  Association 

Sante  Fe,  N.M. 

5-9 

Southwest  Regional  Conference 
American  College  of  Obstetricians 

Traymore  Hotel,  Atlantic  City,  N.J. 

6-9 

& Gynecologists 

American  Academy  of  General  Practice 

San  Francisco,  Calif. 

6-9 

American  College  of  Surgeons  — Sectional 

Montreal,  Quebec 

9-12 

American  Association  for  Cancer  Research 

Haddon  Hall,  Atlantic  City,  N.J. 

15 

ACS  Research  Committee 

New  York  City 

19 

American  Society  of  Internal  Medicine 

Conrad  Hilton  Hotel,  Chicago,  111. 

20-23 

American  Urological  Association 

Chalfonte-Haddon  Hall,  Atlantic  City,  N.J. 

20-24 

American  College  of  Physicians 

Conrad  Hilton  Hotel 

21-23 

American  Assn,  for  Thoracic  Surgery 

Statler  Hotel,  Los  Angeles,  Calif. 

May 

6-8 

American  Pediatric  Society 

The  Inn,  Buck  Hall  Falls,  Pa. 

24-29 

National  Conference  on  Social  Welfare 

San  Francisco,  Calif. 

25-27 

American  Gynecological  Society 

The  Homestead,  Hot  Springs,  Va. 

June 

3-7 

American  College  of  Chest  Physicians 

Atlantic  City,  N.  J. 

4-5 

American  Geriatrics  Society 

Hotel  Traymore,  Atlantic  City,  N.  J. 

4-6 

The  Endocrine  Society 

Chalfonte-Haddon,  Atlantic  City,  N.  J. 

4-7 

American  Medical  Women’s  Ass’n. 

Sheraton  Ritz  Carlton,  Atlantic  City,  N.  J. 

8-12 

American  Medical  Association 

Traymore  Hotel,  Atlantic  City,  N.  J. 

July 

4-9 

American  Society  of  X-ray  Technicians 

Shirley  Savoy  Hotel,  Denver,  Colo. 

22-23 

Rocky  Mountain  Cancer  Conference 

Rrown  Palace  Hotel,  Denver,  Colo. 

23-30 

International  Congress  of  Radiology 

Munich,  Germany 

August 

10-13 

National  Medical  Association 

Detroit,  Mich. 

30  - Sept.  4 

World  Conference  on  Medical  Education  Palmer  House,  Chicago,  111. 

September 

6-12 

College  of  American  Pathologists 

Chicago,  111. 

7-12 

World  Medical  Association 

Montreal,  Canada 

11-12 

International  Cong,  on  Air  Pollution 

New  York  City 

28  - Oct.  2 

American  Coll,  of  Surgeons  Clinical  Cong. 

Chicago,  111. 

October 

2-3 

American  Medical  Writers’  Ass’n. 

St.  Louis,  Mo. 

19-23 

American  Public  Health  Ass’n. 

Conv.  Hall,  Atlantic  City,  N.  J. 
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new  3 -way 
build-up  for 
the  under  par 
child ... 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B^  B6,  Bia. 


en  bodies  with  needed  protein 

the  action  of  1-Lysine,  cereal  and 
v-grade  protein  foods  are  up-graded 
lum  growth  potential. 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  dally.  Available  in  bottles  of  4 and  18  fl.  oz. 
Each  teaspoonful  (6  cc.)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  Bi2  Crystalline 26  mcgm. 

Thiamine  HCI  (BO 10  mg. 

Pyridoxine  HCI  <B6) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 260  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AM ER I C A N CYANAMID  COMPANY,  Pearl  River,  New  York 
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INVITATION  TO  CONVENTION 


A 


HEARTY  WELCOME  to  attend  the  29th 
annual  meeting  of  the  Women’s  Auxiliary  to  the 
Arizona  Medical  Association  is  extended  to  each 
Arizona  doctor’s  wife.  We  will  convene  at  Chan- 
dler, April  29  through  May  1,  1959,  with  head- 
quarters at  the  San  Marcos  Hotel.  Our  honored 
guest  will  be  the  national  president,  Mrs.  E. 
Arthur  Underwood. 

Convention  chairman,  Mrs.  A.  H.  Tallakson 
(Barbara),  Phoenix,  has  been  working  with  her 
committees  from  the  Maricopa  County  hostess 
auxiliary  to  complete  arrangements  for  our  com- 


tarxf 


fort  and  enjoyment.  A few  objective  changes 
have  been  made  in  the  convention  program  to 
allow  maximum  time  for  fun  and  sun. 

Activities  have  been  planned  with  considera- 
tion for  your  vacation  pleasure,  and  we  are  look- 
ing forward  to  renewing  acquaintances  and 
meeting  new  friends.  There  is  space  reserved 
on  the  welcome  mat  for  you,  so  plan  to  partici- 
pate in  this  year’s  convention. 

Very  cordially, 

JEAN  PHILLIPS, 
(Mrs.  Melvin  W.) 
Arizona  President 


The  proportion  of  persons  65  and  over  with 
some  form  of  voluntary  health  insurance  in- 
creased by  about  half  from  1952  to  1957,  accord- 
ing to  Health  Information  Foundation.  In  1952 
only  26  per  cent  of  the  aged  were  insured  against 
the  costs  of  hospital  and/or  medical  expenses; 
by  1957  the  proportion  had  risen  to  almost  39 
per  cent. 


Thirty-nine  per  cent  of  the  persons  65  and 
over  in  this  country  now  have  some  type  of  vol- 
untary health  insurance.  Of  these,  at  least  93  per 
cent  have  hospitalization  insurance,  while  67 
per  cent  are  protected  against  in-hospital  doctor 
bills  and  21  per  cent  against  physicians’  charges 
outside  the  hospital.  — Health  Information  Foun- 
dation. 


BOOK  REVIEWS 


PAINLESS  CHILDBIRTH 

by  Isadore  Bonstein,  M.D.  143  pages.  Illustrated.  (1958)  Grune 
& Stratton.  $2.50. 

Dr.  Bonstein  appears  to  be  the  mouthpiece  for 
a well-known  Paris  obstetrician,  Dr.  Gernand 
Lamaze.  This  is  a well  detailed  if  somewhat  stiff- 
ly presented  account  of  the  childbirth  sans  an- 
esthesia method,  and  will  be  of  interest  to  ob- 
stetricians and  general  practitioners. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 

ABORTION  IN  THE  UNITED  STATES 

edited  by  Mary  Steichen  Calderone,  M.D.  224  pages.  Illustrated. 
(1958)  Hoeber.  $5.50. 

Thirty-eight  experts  present  the  known  facts 
on  such  topics  as  the  frequency  and  methods  of 
illegal  abortion,  the  causes  of  death,  psychiatric 
aspects,  contraception  and  abortion,  and  the 
legal  aspects.  A physician  who  has  been  convict- 
ed of  performing  illegal  abortions  candidly  re- 


cords his  experiences.  Leading  gynecologists  and 
obstetricians  discuss  his  suggestions  and  their 
own  views  with  rare  frankness.  Psychiatrists  and 
social  workers  analyze  the  problem  as  they  meet 
it.  Present  efforts  toward  a more  effective  con- 
trol of  conception  are  described. 

Stacey’s  Medical  Books,  San  Francisco,  Calif. 

COUNTERFEIT  SEX 

by  Edmund  Bergler,  M.D.  2nd  ed.  380  pages.  (1958)  Grime  & 
Stratton.  $6.50. 

This  is  the  second  edition  of  the  author’s  book 
on  impotence,  frigidity,  and  homosexuality  pub- 
lished in  1951,  and  is  enlarged  and  revised.  Dr. 
Bergler  is  the  “writingest”  psychiatrist  in  the 
business  and  fortunately  has  something  to  say. 
Of  interest  to  the  non-psychiatrist  as  well  as  the 
psychiatric  specialist. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 

Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declines.1  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.2  Even  on  long-term  administration  side 
actions  . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential.”3 

Rautensin8 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 

1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  .57:410,  1956.  2.  Gilchrist, 

A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  J: 67,  1957. 


SMITH-DORSEY  • a division  of  The  Wander  Company 


Lincoln,  Nebraska 
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AN  AMES  CLIN  (QUICK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


■ 


; ■ 


Is  there  a relationship  between 
premature  impotence  and  diabetes? 


Yes.  The  incidence  of  premature  impotence  was  studied  in  198  diabetic 
men,1  and  found  to  be  two  to  five  times  higher  than  that  reported  for 
the  general  population.2  In  many  of  the  cases-  observed,  impotence 
developed  early  in  the  history  of  the  disease,  suggesting  that  the  possibility 
of  diabetes  mellitus  be  considered  whenever  a man  complains  of  pre- 
mature impotence. 


(1)  Rubin,  A.,  and  Babbott,  D.:  J.A.M.A.  76S:498,  (Oct.  4)  1958.  (2)  Kinsey,  A.  C.; 
Pomeroy,  W.  B.,  and  Martin,  C.  E. : Sexual  Behavior  in  the  Human  Male,  Philadelphia, 
W.  B.  Saunders  Company,  1948. 


m 
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FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 


MM 


uniformly  reliable  readings  with 


eiLOI-eiLIBRATID 


Reagent  Tablets 


the  STANDARDIZED  urine-sugar  test 
that  provides  reliable  quantitative  esti- 
mations throughout  the  critical  range. 

results  that  are  easier  to  interpret 

The  new  Clinitest  Urine-Sugar  Anal- 
ysis Set  contains  the  standard  color 
scale  that  provides  a complete  range  of 
readings  without  omissions . . . includes 
the  critical  3A  % (++)  and  1% 
(+  + +)...  and  an  improved  analysis 
record  form. 

Daily  urine-sugar  readings  may  be  con- 
nected to  form  a clinically  useful  graph 
...  a day-to-day  “urine-sugar  profile” 
that  reveals  at  a glance  individual 
trends  and  degree  of  control. 


■mm 

HU 


i 
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CONTROL 


all  day 


f 

Ifcl  I 
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NEW 


* 


DARICQN 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanica!" 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 


In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 

Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 

* Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  <£  Co.,  Inc. 

Brooklyn  6,  N . Y. 


;\  1 

provides  therapeutic  sulfa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.1 

with  low  incidence  of  sensitivity  reactions... 

KYNEX  is  extremely  low  in  toxic  potential.2*3 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.2  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.2 

Dosage:  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 

also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  mg.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  T.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Kiderte)  LEDERLE  LABORATORIES,  a Division  of  American  cyanamid  company,  Poarl  Rlvor,  Now  York 
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IN  OFFICE  SURGERY 


ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


XYLOCAINE®  hci  solution 

(brond  of  lidocoine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


*U.S.  PAT.  NO.  2.441.498  MADE  IN  USA. 


gery,  relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%.  and  2%  without  epinephrine  and  with  epinephrine  1 : 100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


Sterazolidin 

prednisone-phenylbutazone,  Geigy 


03759 


maior 

breakthrough 


Now,  relief  within  seconds! 


FhAYARIT  FIGURINE/  CIRCA  400  A.D.  TO  800  A.D.  / NAYARIT,  MEXICO /COURTESY  OF  PRIMUS  GALLERIES 


■Iva’s  “Chelating  Agent”  Intensifies 
rganism  Disintegration  Comparative  new- 
mers  to  the  field  of  therapeutics... are  the  Chelating  Agents, 
ough  effective  in  minute  quantities  and  non-toxic,  these 
ents  combine  with  calcium,  phosphorus  and  other  metallic 
is  to  form  stable,  extractable  compounds.  / Triva’s  Chelating 
gent*  attacks  the  metallic  ions  in  the  cell  walls  of  vaginitis 
ganisms...  rendering  them  more  susceptible  to  the  germi- 
ial  activity  of  T riva’s  surface  active  agents.  / Within  seconds 
er  her  first  douche,  your  vaginitis  patient  gets  relief  from 
ense  itching,  burning  and  other  symptoms.  Within  12  days, 
)st  cases  of  trichomonal  and  non-specific  vaginitis  are 
idered  organism-free  (Monilia  genus  may  require  longer 
latment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
pplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
\yl  Aryl  sulfonate  (wetting  agent  and  detergent);  5%  Di-sodium 
ly/ene  bis-i mi  nodiacetate  (chelating  agent);  53%  Sodium  sulfate; 
i Oxyquinoline  sulfate;  9.5%  dispersant.  / *Di-sodium  ethylene 


iminodiacetate . 


& Company  / Los  Angeles  54,  Calif. 
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“It  is  concluded  that 

the  addition  of 
buffering  agents  to 

acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!’1 

'Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuff ered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer®  Aspirin. 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


5 On  your  right, 


X / V 

\ ✓ x 

N X 

\ / L First, 

' | see  what  happens  when 

you  push  the  metered  plunger. 


see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


A (synthetic)  5000  U S P.  Units 
0 (Calciferol)  1000  U S.P.  Units 
Bt  (Thiamine)  1 mg. 

B3  (Riboflavin)  1 mg. 

B0  (Pyridoxine)  1 mg. 

Bi2(Cyanocobalamtn)  1 meg. 

C (Ascorbic  Acid)  50  mg. 

Niacinamide  10  mg. 

Panthenol  2 mg. 

In  a ri-sorbitol  base  for  better  vitaminB)2  absorption 

| [Minimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles  . 

no  refrigeration  needed 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


/ T hat  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA’  PEDIATRIC 


METERED-FLOW 
J BOTTLE 


ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 
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On  the  contrary,  the  problem  here  in  Kabul  is 
not  enough  food ! 

Fighting  hunger  in  places  like  Kabul  is  just 
one  task  of  the  UN’s  19  Specialized  agencies 
and  international  organizations.  Elsewhere, 
UN  teams  combat  floods,  wage  war  against 
disease,  fight  illiteracy. 

In  these  practical  ways,  the  UN  brings  new 
hope  and  happiness  into  the  lives  of  peoples 
less  fortunate  than  we  are — at  the  same  time 
cuts  down  the  discontent  that  could  easily 
erupt  into  another  war. 

Your  good  will,  understanding  and  support 
are  the  best  guarantees  of  UN  success.  For  the 
free  pamphlet,  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Na- 
tions, Box  1958,  Washington  13,  D.C. 
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NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 
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fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  VIGRAN 
chewables  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  B2, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  A 

Vitamin  D 

Vitamin  C 

Vitamin  Bx 

Vitamin  B., 

Vitamin  B„ 

Niacinamide  

Calcium  Pantothenate. 
Vitamin  B12 


.5,000  U.S.P.  units 
.1,000  U.S.P.  units 

75  mg. 

3 mg. 

3 mg. 

2 mg. 

25  mg. 

3 mg. 

5 meg. 


Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


can  be  easily  swallowed  (small  tablet  size) 


'Vigran'®  is  a Squibb  trademark 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 


the 


A modern,  streamlined  structure  ...  in 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


DENTISTS  (D.D.S.) 

General  Dentistry 

Phone 

Room 

Boynton,  C.  E 

AL  3-1361 

817 

Hensing,  C.  R 

AL  3-6603 

819 

Johnson,  William  J... 

AL  3-1866 

919 

Lee,  Joseph  A 

AL  3-6235 

920 

Miller,  Eugene  H.  E. 

. . .3-4312 

702 

Orzel,  T.  W 

AL  3-8529 

1020 

Pafford,  Ernest  M.  . . 

AL  3-3807 

718 

Scott,  E.  M 

AL  8-4277 

1017 

Sypherd,  E.  E 

AL  4-1211 

918 

Spillane,  L.  O 

AL  3-0461 

821 

Oral  Surgery 

Bairo,  Louis  P 

AL  3-9362 

711 

Periodontists 

Creamer,  R.  Dean  . . . 

AL  3-6534 

818 

McGuire,  Vaughn  S...AL  3-6718 

PHYSICIANS  & SURGEONS  (M.D.) 
Cardio-Respiratory  Diseases 

1118 

Randolph,  Howell  . . 

AL  4-3146 

1005 

Cardio- Vascular  Surgery 

Grant,  Austin  R.  ... 

AL  4-3146 

1005 

Dermatology 

Mackoff,  Sam  M.  (A). 

AL  2-0379 

808 

Medigovich,  D.  V.  . . 

AL  3-6617 

905 

Endocrinology 

Raddin,  Joseph  B.  . 

AL  2-3577 

706 

Eye,  Ear,  Nose  & Throat 

Barnet,  E.  G 

AL  4-3341 

1120 

PROFESSIONAL  BUILDING  DIRECTORY 


Cruthirds,  A.  E.  ... 

.AL  3-5121 

1011 

Melton,  B.  L 

.AL  3-8209 

520 

McCurdy,  Gordon  J.  . 

AL  3-8209 

520 

Nelson,  W.  J 

.AL  3-5121 

1011 

Reese,  Forrest  L. . . . 

. AL  4-3341 

1120 

General  Practice 

Barker,  C.  J.  Jr.  ... 

AL  3-2176 

710 

Felch,  Harry  J.  (Ob. S.).AL  3-1151 

705 

Fox,  R.  L 

AL  3-2176 

710 

Kilgard,  F.  M 

AL  2-8404 

922 

Matanovich,  M.  (I.S.U.).AL  3-6509 

422 

McKenna,  J.  F.  (A). 

AL  4-2174 

910 

General  Surgery 

Brewer,  W.  Albert  . . . 

AL  3-4349 

1116 

Greer,  Joseph  M.  ... 

AL  3-2240 

1111 

Kimball,  H.  W 

AL  3-7116 

1006 

Ovens,  J.  M.  (Tumor) 

AL  8-8074 

1109 

Ross,  Norman  A. 
(Diag.)  

AL  3-8353 

810 

Shumway,  Ord  L.  . . 

AL  3-4349 

1116 

Stannard,  D.  H 

AL  8-8074 

1109 

Internal  Medicine 

Gatterdam,  E.  A.  (A) . 

AL  4-2174 

910 

Hamer,  J.  D.  (Ca)  . 

AL  4-2174 

910 

Hopkins,  Doris  F.  (A) 

AL  4-7509 

904 

Kober,  Leslie  R.  ... 

AL  4-4153 

1105 

Mortino,  Frank  

AL  4-4153 

1105 

McKhann,  Geo.  G.  . . 

AL  4-8483 

1108 

Snyder,  Bertram  L. 
(Chest)  

AL  4-2174 

910 

Swasey,  Lloyd  K. 
(Chest)  

AL  4-2174 

910 

Ophthalmology 


Burgess,  Roy  E 

. AL  3-5604 

822 

French,  Harry  J.  . . . 

. AL  4-1670 

722 

Harbridge,  D.  F.  . . . 

. AL  3-5604 

822 

Zinn,  Sheldon  

. AL  4-1670 

722 

Psychiatry  & Neurology 

Kowalski,  L.  J 

. AL  4-2850 

906 

McGrath,  Wm.  Bede  . 

. AL  3-5559 

811 

j 

Radiology  & Pathology 

Foster  R.  Lee  

. AL  3-4105 

507 

Gentner,  Geo.  A.  . . . 

. AL  3-4105 

507  • 

List,  Martin  L 

.AL  3-4105 

507 

Thoracic  Surgery 

Melick,  Dermont  W. . . 

.AL  4-3146 

1005 

Other 

Ariz.  Bancorpration 

. AL  2-4798 

622  t 

Laboratory  of 

Clinical  Medicine  . 

. AL  4-9881 

1106 

Mandel,  L.  Ph.D.  . . . 

.AL  3-8177 

902 

Nurses’  Professional 
Registry  

. AL  4-4151 

703 

Professional  Building 
Office  

. AL  4-4406 

500 

Professional  Garage  . 

.AL  4-4833 

Bsmt.  • 

Professional  X-Ray  & 
Clinical  Lab 

.AL  3-4105 

507 

Seller,  Irene  H., 
Chiropodist  

. AL  4-1801 

1021 

Smith,  C.  J.,  CPA  . . 

. AL  3-9561 

1022  1 

Valley  National  Bank. 

. AL  8-8711 

Lobby 

Valley  National  Co. 
(Ins.)  

.AL  4-2191 

Lobby 

VNB  Car-Park  

.AL  3-2835 

Wayland’s  Prescription 

Pharmacy  AL  4-4171  Lobby 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diploma'e 

American  Board  of 

American  Be  ed  of 

American  Board  of 

Radiology 

Ractiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRA!  MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix, 

Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL 

SERVICES 

PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Prc^eJ^icnal  K-^ay  and  Clinical  laboratory 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 


iHedicat  Center  OC-lday  and  Clinical  laboratory 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


C}Q.  jdee  ster,<y14.  3!).,  ^J&irector  !£).,  Cj^aJiologjist 

C^jcorcje  (^ycnfvtcr,  <_/T/.  .2).,  </ i o / ocj ist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building 
1130  E.  McDowell  Road 


Telephone 
ALpine  8-1601 


PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D.,  Seymour  B.  Silverman,  M D.  George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  a F.A.C.R.  ^ Diplomate,  American  ^ Diplomate,  American  9 Diplomate,  American 

Board  of  Pathology  Diplomate,  American  Board  of  Pathology  Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

CLINIC  DIRECTORY 

Department-  of  Cardio-Respiratory 
Diseases 

St.  Luke's  Hospital 
1820  East  Polk 
Phoenix,  Arizona 

Facilities  available  for  special  cardiac  studies  such 
as  cardiac  catheterization  and  angiocardiography 
as  well  as  pulmonary  function  studies. 

Patients  accepted  for  diagnostic  procedures  only. 
Physician  referral  required. 

Full-Time  Medical  Director  — Hugh  B.  Hull,  M.D. 
Telephone  Cardiac  Clinic  Secretary 
AL  8-801 1 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY  ~ 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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RELIABLE  PRESCRIPTION  SERVICE 


MARR  DRUG  CD. 


3359  WEST  VAN  BUREN 
•kfine'Q’AP  s-9261  PHOENIX.  ARC. 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 


JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 


801  N.  1st  Street 
PHOENIX,  ARIZONA 


vi/pi  *ScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
Scottsdale,  Arizona 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  — Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


Sanatorium 


BUTLERS  REST  HOME 

® Bed  Patients  and  Chronics 

• Excellent  Food 

• Television 

® State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


GLENDALE  NURSING  HOME 


Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 


DOCTOR'S  DIRECTORY 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  - MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  • PHOENIX,  ARIZONA 
CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Medical  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


OTTO  L.  BENDHEIM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D. 

PSYCHIATRY 

ROBERT  ,C.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D. 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 

5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

~ pedTatrTc^lTrgery” 

DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIAAITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 


1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


OBSTETRICS  AND  GYNECOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


Vol.  16,  No.  3 


Arizona  Medicine 


63A 


RADIOLOGY 

R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 

DOUGLAS  D.  GAIN,  M.D. 

JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 

2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

PROCTOLOGY 

Plastic  and  Reconstructive  Surgery 
CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  Medical  Bldg.  — 550  W.  Thomas  Rd.  — Suite  120B 
Phone  CR  4-5713  — Phoenix,  Arizona 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 

PHOENIX,  ARIZONA  Phone  ALpine  3-4317 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDiOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1 443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  Laurel,  North  — ALpine  4-7970 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S.  DANIEL  R.  NENAD,  B.S.C. 
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relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 

(Jj)  Smith  Kline  & French  Laboratories 
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San  Francisco,  22 


(dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 


1 or  2 Pulvules®  three  or  four  times  daily 


Narcotic  prescription  not  required 
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Succinate 


so  versatile  you  can  give  it  intramuscularly 

intravenously 

subcutaneously 


^OlV/LENT  TO 

1 GRAM  „ ,c-' 


CHLOROMYCETIN  SUCCINATE  is  a soluble 
ester  of  CHLOROMYCETIN  that  can  be  admin- 
istered intramuscularly,  intravenously,  or  sub- 
cutaneously. Highly  soluble  in  water  or  other 
aqueous  parenteral  fluids,  CHLOROMYCETIN 
SUCCINATE  solution  is  easily  prepared  for 
use  by  recommended  parenteral  routes  in  a 
wide  range  of  concentrations.  Tissue  reaction 
at  the  site  of  injection  is  minimal,1  permitting 
continuous  daily  dosage,  even  in  pediatric 
patients.3 

RAPID,  EFFECTIVE  BLOOD  LEVELS 

CHLOROMYCETIN  SUCCINATE  is  rapidly 
hydrolyzed  by  body  esterases  and  produces 
effective  blood  and  tissue  concentrations  of 
CHLOROMYCETIN  within  a short  time.1 
Although  the  intravenous  route  provides  high 
immediate  serum  concentrations,  after  four 
hours  the  blood  levels  of  CHLOROMYCETIN 
for  all  three  routes  are  about  equal,  and  effec- 
tive concentrations  are  maintained  for  eight 
hours.2 

WIDE-SPECTRUM  ANTIMICROBIAL  EFFECTIVENESS 

CHLOROMYCETIN  SUCCINATE,  providing 
broacl-spectrum  antimicrobial  effectiveness, 
may  be  used  whenever  CHLOROMYCETIN  is 
indicated.  It  has  produced  effective  response 

TYPICAL  CLINICAL  EXPERIENCE 
WITH  CHLOROMYCETIN  SUCCINATE 


RESULTS 

Number  of  Excellent 

Type  of  infection  Patients  to  Good  Fair  Poor 


Respiratory3’ *♦ 

32 

32 

Shigella  dy sen tery 

14 

14 

Enteritis3 

10 

6 

2 

2 

Bacteremia3,5 

5 

5 

Meningitis3'5 
Rocky  Mountain 
spotted  fever3,5 
Ear  abscess  with 

4 

2 

3 

2 

!*♦ 

cellulitis' 

i 

i 

Lung  abscess1 

i 

1 

Typhoid  fever5 

i 

i 

TOTALS 

70 

64 

2 

4 

♦Includes  15  patients  who  were  administered 
CHLOROMYCETIN  SUCCINATE  by  nebulization 
under  intermittent  positive  pressure  breathing. 
♦♦Patient  was  hydrocephalic  at  birth;  cerebrospinal 
fluid  was  sterile  at  time  of  death. 


in  respiratory,  gastrointestinal,  and  rickettsial 
infections.3-5  Because  of  the  rapid,  effective 
blood  levels  of  CHLOROMYCETIN  provided, 
it  is  especially  useful  in  Hemophilus  influen- 
zae meningitis,  in  certain  septicemias, typhoid 
fever,  and  other  Salmonella  infections.3’5 
WELL  TOLERATED 

CHLOROMYCETIN  SUCCINATE  is  well  toler- 
ated, even  by  small  children.  Signs  of  irritation 
at  injection  sites  have  been  few.1-5  Its  relative 
freedom  from  irritation  makes  it  possible  to 
use  CHLOROMYCETIN  SUCCINATE  for  pro- 
longed periods  in  patients  who  are  not  able 
to  take  oral  medication. 

DOSAGE  AND  ADMINISTRATION  — Adn/fs:  1 Gm. 
every  six  to  eight  hours.  Children:  100  mg.  per 
Kg.  of  body  weight  per  day  in  divided  doses 
at  six-  to  eight-hour  intervals.  The  total  dose 
in  children  should  not  exceed  the  adult  dose 
of  1 Gm.  given  at  any  single  injection,  with 
exception  of  treatment  of  Hemophilus  influ- 
enzae meningitis  in  which  higher  doses  are 
employed. 

In  all  cases,  severity  of  infection  and  clinical 
response  to  therapy  should  be  the  guiding  fac- 
tors determining  the  proper  dosage  schedule. 
Premature  and  full-term  newborn  infants 
require  special  dosage  supervision.  For  details 
see  literature. 

SUPPLY—  CHLOROMYCETIN  SUCCINATE 
(chloramphenicol  sodium  succinate,  Parke- 
Davis)  is  supplied  in  Steri-Vials,®  each  contain- 
ing the  equivalent  of  1 Gm.  chloramphenicol; 
packages  of  10. 

CHLOROMYCETIN  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not 
be  used  indiscriminately,  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  ade- 
quate blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES  -(1)  Glajzko,  A.  J.,  ct  al,  in  Welch,  II.,  & Marti- 
Ibanez,  K:  Antibiotics  Annual  1957-1958,  New  York.  Medi- 
cal Encyclopedia,  Inc.,  1958,  p.  792.  (2)  Unpublished  data: 
Research  Laboratories,  Parke,  Davis  & Company,  1958.  (3) 
Ross,  S.;  Puig,  J.  R.,  & Zaremba,  E.  A.,  in  Welch,  11..  Marti- 
Ibahez,  F:  Antibiotics  Annual  1957-1958,  New  York,  Medical 
Encyclopedia,  Inc.,  1958,  p.  803.  (4)  Payne,  II.  M..  & Hackney, 
R.  L.,  Jr. : ibid.,  p.  821.  (5)  McCrumb,  E R..  Jr.;  Snyder.  M.  J., 
& Hicken,  W.  J.:  ibid.,  p.  837. 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . -”1 
“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”2 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VIST ARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal.”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car 

tridges.  Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 
references: 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6.N.Y. 
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1 THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON—  the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar" 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural"  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 

® MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 
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treats  more  patients 
more  effectively 
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Paul  B.  Jarrett,  M.D Speaker  of  the  House 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

910  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Rd.,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

720  North  Country  Club  Rd.,  Tucson,  Arizona 

DISTRICT  COUNCILORS 

Frank  W.  Edel,  M.D Central  District 

738  E.  McDowell  Rd.,  Phoenix,  Arizona 

Donald  A.  Poison,  M.D Central  District 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

E.  Henry  Running,  M.D Central  District 

150  W.  McDowell  Rd.,  Phoenix,  Arizona 

Lorel  A.  Stapley,  M.D Central  District 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 
Donald  F.  DeMarse,  M.D Northeastern  District 

Box  397,  Holbrook,  Arizona 

Roy  O.  Young,  M.D Northwestern  District 

110  W.  Birch  Ave.,  Flagstaff,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 

COUNCILOR  AT  LARGE 

C.  C.  Craig,  M.D Past  President 

1313  N.  Second  Street,  Phoenix,  Arizona 
Robert  Carpenter  Executive  Secretary,  Arizona  Medical  Assn.,  Inc. 

COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1959 

APACHE:  Giles  G.  Merkel,  M.D.,  President,  McNary  Hospital, 
McNary;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  McNary 
Hospital,  McNary. 

COCHISE:  Fred  L.  Goff,  M.D.,  President,  520  - 11th  St., 
Douglas;  George  A.  Spikes,  M.D.,  Secretary,  720  - 11th  St., 
Douglas. 

COCONINO:  Kent  O.  Hanson,  M.D.,  President,  5 N.  Leroux, 
Flagstaff;  John  F.  Kahle,  M.D.,  Secretary,  110  N.  Beaver 
St.,  Flagstaff. 

GILA:  William  E.  Bishop,  M.D.,  President,  230  S.  Broad  St., 
Globe;  Ellis  L.  Pollock,  M.D.,  Secretary,  Miami  Inspiration 
Hospital,  Miami. 

GRAHAM:  Thomas  W.  Jensen,  M.D.,  President,  626  Sixth  Ave., 
Safford;  Theodore  O.  Alexander,  M.D.,  Secretary,  502  Third 
Ave.,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1386, 

Clifton;  T.  L.  Lothman,  M.D.,  Secretary,  Box  85,  Morenci. 
MARICOPA:  Clyde  J.  Barker  Jr.,  M.D.,  President,  710  Profes- 
sional Bldg.,  Phoenix;  Morris  E.  Stern,  M.D.,  Secretary, 
1313  N.  2nd  St.,  Phoenix. 

(Society  Office:  2025  North  Central  Ave.,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  Walter  D.  Bigford,  M.D.,  Secretary,  Masonic  Build- 
ing, Kingman. 

NAVAJO:  Myron  G.  Wright,  M.D.,  President,  122  W.  3rd  St., 
Winslow;  Leo  L.  Lewis,  M.D.,  Secretary,  101  S.  William- 
son, Winslow. 

PIMA:  Frederick  S.  Lesemann,  M.D.,  President,  1627  N.  Tucson 
Blvd.,  Tucson;  Delmer  J.  Heim,  M.D.,  Secretary,  116  N. 
Tucson  Blvd.,  Tucson. 

(Society  Office:  57  E.  Jackson  Street,  Tucson) 

PINAL:  Howard  W.  Finke,  M.D.,  President,  Magma  Hospital, 
Superior;  Thomas  E.  McCormick,  M.D.,  Secretary,  321  W. 
Central  Ave.,  Coolidge. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Build- 
ing, Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building,  Nogales. 

YAVAPAI:  Ernest  D.  Geever,  M.D.,  President,  533  W.  Gurley 
St.,  Prescott;  C.  E.  Yount  Jr.,  M.D.,  Secretary,  105  N.  Cortez 
St.,  Prescott. 

YUMA:  Paul  J.  Slosser,  M.D.,  President,  450  W.  23rd  St..  Yuma; 
William  J.  Nelson,  Jr.,  M.D.,  Secretary,  450  W.  23rd  St., 
Yuma. 

STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  John  R.  Schwartzman,  M.D.,  Chair- 
man (Tucson);  John  F.  Currin,  M.D.  (Flagstaff);  Orin  J. 


Farness,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D.  (Phoenix); 
Joseph  M.  Kinkade,  M.D.  (Tucson);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 
C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Paul  H.  Case,  M.D.  (Phoenix);  Max  Costin, 
M.D.  (Tucson);  Walter  T.  Hileman,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Herbert  C.  Kling,  M.D.  (Yuma); 
Deward  G.  Moody,  M.D.  (Nogales);  Roy  O.  Young,  M.D. 
(Flagstaff). 

SPECIAL  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert 
Brewer,  M.D.  (Phoenix);  Robert  E.  Hastings,  M.D.  (Tucson); 
Walter  T.  Hileman,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D. 
Phoenix);  Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Historian  (Phoenix);  Louis  G.  Jekel,  M.D.  (Phoenix); 
Darwin  W.  Neubauer,  M.D.  (Tucson);  Howell  S.  Randolph, 
M.D.  (Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Philip  G.  Derickson, 
M.D.  (Tucson);  Francis  M.  Findkiy,  M.D.  (San  Manuel); 
Frederick  W.  Knight,  M.D.  (Safford);  Kenneth  G.  Rew, 
M.D.  (Phoenix);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Walter  Brazie,  M.D.  (Kingman);  Charles  T.  Collopy, 
M.D.  (Miami);  Charles  B Daniell,  M.D.  (Morenci);  Arnold 
H.  Dysterheft,  M.D.  (McNary);  Orin  J.  Farness,  M.D.  (Tuc- 
son); C.  Herbert  Fredell,  M.D.  (Flagstaff);  Carl  H.  Gans, 
M.D.  (Morenci);  Ray  P.  Inscore,  M.D.  (Prescott);  Millard 
Jeffrey,  M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford); 
W.  Shaw  McDaniel,  M.D.  (Phoenix);  Deward  G.  Moody, 
M.D.  (Nogales);  Donald  E.  Nelson,  M.D.  (Safford);  Wallace 

A.  Reed,  M.D.  (Phoenix);  Alexander  N.  Shoun,  M.D.  (San 
Manuel);  Paul  L.  Singer,  M.D.  (Phoenix);  Lavern  D.  Sprague, 
M.D.  (Tucson);  Arthur  C.  Stevenson,  M.D.  (Phoenix);  George 
C.  Truman,  M.D.  (Mesa);  Matthew  L.  Wong,  M.D.  (Yuma); 
MacDonald  Wood,  M.D.  (Phoenix);  Myron  G.  Wright,  M.D. 
(Winslow);  Paul  V.  Yingling,  M.D.  (Lowell). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Born,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Frank  W.  Edel,  M.D., 
Chairman  (Phoenix);  Ian  M.  Chesser,  M.D.  (Tucson);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D., 

Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W.  Knight,  M.D.  (Safford);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Dermont  W.  Melick, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
Lindsay  E.  Beaton,  M.D.  (Tucson);  Hayes  W.  Caldwell, 
M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford);  Donald 
E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer,  M.D. 
(Tucson);  E.  Henry  Running,  M.D.  (Phoenix);  Roland  F. 
Schoen,  M.D.  (Casa  Grande);  Robert  A.  Stratton,  M.D. 
(Yuma). 

SPECIAL  COMMITTEES  - 1958-59 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix);  Bertram  L.  Snyder,  M.D.  (Phoenix). 
ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  Preston  T.  Brown,  M.D.  (Phoenix);  James 
T.  O’Neil,  M.D.  (Casa  Grande);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Harold  J.  Rowe,  M.D.  (Tucson);  E.  Henry  Running, 
M.D.  (Phoenix). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Born,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D.  (Pres- 
cott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chair- 
man (Tucson);  Zeph  B.  Campbell,  M.D.  (Phoenix);  Paul  J. 
Slosser,  M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Clarence  E. 

Yount,  Jr.,  M.D.,  Chairman  (Prescott);  Dermont  W.  Melick, 
M.D.  (Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
Leslie  B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 
Chairman  (Phoenix);  Richard  O.  Flynn,  M.D.  (Tempe);  John 
W.  Kennedy,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Donald  E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Carl  A 

Holmes,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Beaton, 
M.D.  (Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D.  (Phoenix); 
Leslie  B.  Smith,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Bea- 
ton, M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Francis 
M.  Findlay,  M.D.  (San  Manuel);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); James  E.  O’Hare,  M.D.  (Tucson);  William  B.  Steen, 
M.D.  (Tucson);  Leo  L.  Tuveson.  M.D.  (Phoenix). 

Chairman  (Phoenix);  Delmer  J.  Heim.  M.D.  (Tucson);  Joseph 
INSURANCE  PLANNING  COMMITTEE:  Noel  G.  Smith,  M.D., 
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S.  Lentz,  M.D.  (Phoenix);  Janies  E.  O’Hare,  M.D.  (Tucson); 
Frank  A.  Shallenberger,  M.D.  (Tucson);  Reed  D.  Shupe, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
R.  Lee  Foster,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  Dermont  W.  Melick,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 

R.  Green,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  Reed  D.  Shupe,  M.D.  (Phoenix); 
John  F.  Stanley,  M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D. 
(Phoenix);  Hugh  C.  Thompson,  M.D.  (Tucson. 

MEDICARE  ADJUDICATION  COMMITTEE:  Paul  B.  Jarrett, 

M. D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Everett  W. 
Czerny,  M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix); 
Clarence  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price, 
M.D.  (Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix); 
Laddie  L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D. 
(Phoenix);  Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Frank  W.  Edel, 
M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoenix);  Walter 

T.  Hileman,  M.D.  (Tucson). 

MEDICOLEGAL  COMMITTEE:  Ian  M.  Chesser,  M.D.,  Chairman 
(Tucson);  John  R.  Green,  M.D.  (Phoenix);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Walter  T.  Hileman,  M.D.  (Tucson);  William 
B.  McGrath,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Bertram  L.  Snyder,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Eleanor  A.  Waskow,  M.D. 
(Phoenix). 

OSTEOPATHY  LIAISON  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Abe  I.  Podolsky,  M.D.  (Yuma);  Lorel  A.  Stapley,  M.D.  (Phoe- 
nix); Harry  E.  Thompson,  M.D.  (Tucson);  Marcus  W. 
Westervelt,  M.D.  (Tempe). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 

S.  Cobb,  M.D.,  Chairman  (Tucson);  Frederick  E.  Beckert, 
M.D.  (Phoenix);  Maurice  Rosenthal,  M.D,  (Phoenix);  Martin 
S.  Withers,  M.D.  (Tucson). 

PROCUREMENT  AND  REASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (San  Manuel); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Schultz,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman  (Phoe- 
nix); Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Phoenix);  Donald  F.  DeMarse,  M.D.  (Holbrook);  John  A. 
Eisenbeiss,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D  (Phoenix); 
Henry  P.  Limbacher,  M.D.  (Tucson);  Charles  P.  Neumann, 
M.D.  (Tucson);  Alvin  L.  Swenson,  M.D.  (Phoenix);  Wood- 
son  C.  Young,  M.D.  (Phoenix). 

SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Jack 
H.  Demlow,  M.D.,  Chairman,  (Tucson);  Trevor  G.  Browne, 
M.D.  (Phoenix);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert  A. 
Stratton,  M.D.  (Yuma);  Marcus  W.  Westervelt,  M.D. 
(Tempe);  Roy  O.  Young,  M.D.  (Flagstaff). 

ADVISORY  COMMITTEE  TO  THE  WOMEN’S  AUXILIARY: 
Melvin  W.  Phillips,  M.D.,  Chairman  (Prescott);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Hiram  D.  Cochran,  M.D. 
(Tucson). 

Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-59 

President  Mrs.  Melvin  W.  Phillips 

829  Flora  Street,  Prescott 

President  Elect  Mrs.  Hiram  D.  Cochran 

35  Camino  Espanol,  Tucson 

1st  Vice  President  Mrs.  Robert  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916  - 6th  Ave.,  Yuma 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (I  year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 


Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 
STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense  Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health  Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today’s  Health  Mrs.  Frank  Shallenberger 

345  South  Eastbome,  Tucson 

Recruitment— Paramedical  Careers ..  Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 

COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 

President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 

GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 


MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretarv  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 

PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  George  W.  King 

3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Bun- 

3135  Via  Palos  Verdes,  Tucson 


YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blackler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 
Treasurer  Mrs.  Harry  T.  Southworth 


1107  Copper  Basin  Road,  Prescott 


YUMA  COUNTY 

President  Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Vice  President  Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Secretary  Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 

Treasurer  Mrs.  Paul  J.  Slosser 

701  8th  Avenue,  Yuma 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


MEPROBAMATE  (WALLACE) 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
\^/S  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


CM-8633 


THE  HEART  DISEASE  PATIENT 
NEEDS  RELIEF  FROM 
EMOTIONAL 
STRESS 


Anxiety  intensifies  the  physical  dis- 
order in  heart  disease.  “The  prognosis 
depends  largely  on  the  ability  of  the  phy- 
sician to  control  the  anxiety  factor,  as  well 
as  the  somatic  disease.” 

(Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology. 
Am.  J.  Cardiol.  1:395,  March  1958.) 

Miltown' 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar-coated 
tablets.  Also  available  as  Meprospan*  (200  mg. 
meprobamate  continuous  release  capsules).  In  com- 
bination with  a nitrate,  for  angina  pectoris: 
Miltrate*  (Miltown  200  mg.  -f-  petn  10  mg.). 


Tranquilization  with  Miltown  en- 
hances recovery  from  acute  cardiac  epi- 
sodes and  makes  patients  more  amenable 
to  necessary  limitations  of  activities. 

(Waldman,  S.  and  Pelner,  L.:  Management  of  anxiety 
associated  with  heart  disease.  Am.  Pract.  & Digest  Treat. 
8:1075,  July  1957.) 


Miltown  causes  no  adverse  effects  on 
heart  rate,  blood  pressure,  respira- 
tion or  other  autonomic  functions. 


TRADE-MARK 


CM  -8275 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


ipoleon  exhibited  ulcer  symptoms  through  most  of 
s adult  life,  yet  he  scorned  medication  for  his  ever- 
ting “ spasms  of  nervous  origin”  He  ignored  his. 
firmities  with  violent  naivete  despite  an  intense  in- 
vest in  medical  science.  Thus,  the  classic  hand-in- 
at  pose  may  have  been  the  result  of  his  paroxysms 
gastric  pain  that  sliced  “like  the  stab  of  a penknife.” 

hen  your  patient  is  besieged  with  an  ulcer, 
)bins  provides  you  with  an  armamentarium 
fficient  to  repel  it. 

ontal  assault  — If  your  tactics  dictate  Local 
2tion,  try  ROBALATE ,®  which  is  dihydroxy 
uminum  aminoacetate  (0.5  Gm.  per  tablet  or 
-c.),  an  antacid  of  definitely  superior  efficacy. 

circlement  — If  you  prefer  to  approach  the 
cer  Systemically,  prescribe 
)NNATAL,®  the  anticho- 


linergic-antispasmodic-sedative with  the  time- 
tested  natural  belladonna  alkaloids  and  pheno- 
barbital,  a veteran  campaigner  without  peer, 
FORMULA:  hyoscyamine  sulfate,  0.1037  mg.; 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydro- 
bromide, 0.0065  mg.;  and  phenobarbital  (% 
gr.),  16.2  mg. 

multi-pronged  attack  - If  y°u  relish  the 
strategy  of  combining  antacid  and  antispasmod- 
ic-anticholinergic  effects,  use  DONNALATE  ® 
It  combines  one-half  of  a DONNATAL  tablet 
with  one  ROBALATE,  ideal  allies  for  compre- 
hensive ulcer  therapy. 

Victory  will  be  yours. 

A.  H.  ROBINS  CO.,  INC.  . RICHMOND,  VA. 


DONNALATE  5- 
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wine  in 


Convalescents,  regardless  of  their  years,  share  many  of  the  tonic  and  recuperative 

needs  of  the  aged,  and  wine  is  probably  more  widely  recommended  in  the  care 

' . K V'v~  -S 

of  these  patient  groups  than  in  any  other. 

V %'< \ >•  / / / j $ Jy 

Many  generations  of  physicians  have  warmly  advocated  not  only  dry  table  wines 
but  also  sweet  dessert  wines  of  many  varieties  for  their  nutritional  value 
in  elderly  and  convalescent  patients. 

Now  modern  research  supplies  the  raison  d’etre  by  clearly  showing  that  wine  not  only 
supplies  quick  fuel  but  also  serves  to  stimulate  the  desire  for  food  where  appetite  is  poor. 


WINE  AIDS  DIGESTION  —Wi  ne  has  been  found  to  increase  salivary  flow,1 2  stimulate 
gastric  secretion-  and  facilitate  the  gastrocolic  reflex.3 

WINE  FOR  GENTLE,  SAFE  SEDATION  — Described  as  the  safest  of  all  sedatives,  wine  can 

often  dispel  the  anxieties,  fears  and  emotional  pressures  of  old  age  and  prolonged 
illness.  The  relaxation  of  gastric  tension  produced  by  moderate  amounts  of  wine 
may  be  a significant  factor  in  the  prevention  of  dyspepsia.  The  systemic  sedative4 5 

and  vasodilative’’  actions  of  wine  can  be  of  great  aid  in  cardiovascular  disease. 
For  a few  cents  a day  your  patients  can  have  wines  produced  from  the  world’s 
finest  grape  varieties  grown  in  an  ideal  climate  and  handled  with  consummate  skill. 

Research  information  on  wine  is  available  on  request.  Just  write  for  your  copy 
of  “Uses  of  Wine  in  Medical  Practice.”  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 


1.  Winsor,  A.  L.,  and  Strongin,  E.  I.:  J.  Exper.  Psychol.  16  589  (1933). 

2.  Ogden,  E.,  and  Southard,  Jr.,  F.  D.:  Fed.  Proceedings  5.77  (1946). 

3.  Adler,  H.  F.;  Beazell,  J.  M.;  Atkinson,  A.  J.,  and  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  1:6 38  (1941). 

4.  Salter,  W.  T.:  Geriatrics  7:317  (1952). 

5.  Wright,  I.  S.,  Arteriosclerosis,  in  Steigli.tz,  E.  J.:  Geriatric  Medicine,  Philadelphia,  W.  B.  Saunders  Co.  (1949). 
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ACHROMYCIN*  V 


Tetracycline  with  Citric  Acid  Lgfcje  cmiihiotic-' 

. broad  spectrum  control  of  more  ftan  90p*r«f“l 

susceptible  infections  seen  m i—  I PJa“d  tUsues 

. readily  miscible  m water,  Junes,  01  mu  < „,K. 

j--, 

■ S2  $?.  ».i » ' * 45  u,s" w ,l'as”00"  “ 

I tiS  daily;  adjust  tor  other  weights. 

»•  ^ °”  Nali°nal  P!TrriC*rcVANAMn,C»tU'ANV.r,,rHt,v 

(£ZS)  LEDERLE  LARORATOIUES.  a o,  AMERU. 


>r,  Now  York 
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new  for  total 
management 
of  iteliiiig. 
inflamed, 
infected 
skin  lesions 


>1  if  i ] t 

antipruritic/anti-inflammatory/anti  bacterial/antifungal 


Mycolog  Ointment- containing  the  new  superior  topical  corticoid  Kenalog- re- 
duces inflammation,3,4  relieves  itching,1,2  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.5'7  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”5 
For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation1'4  - neomycin  and  gramicidin  for  power- 
ful antibacterial  action7  - and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.8,9 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy _3:164  (Nov.)  1958.*  2.  Nix,  T.E.,  Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland_43:54  (July) 
1958.  ♦ 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.:  Monographs  on  Therapy _3: 1 1 5 (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3: 153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog- S Lotion  — 7Vz  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15  cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Dermatitis  repeiis  [with  staph 
and  monilia]  7 weeks  duration 


Cleared  in  5 days 


Infectious  eczematoid  dermatitis 
of  ankle— 5 years  duration 


Cleared  in  20  days 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘SPECTROCIN'®.  'MYCOSTATIN'®,  'PLASTIBASE'®,  'MYCOLOG' 
ANO  'KENALOG'  ARE  SQUIBB  TRADEMARKS 


FROM  BASIC  RESEARCH -BASIC  PR06RESS 


HYDROCHLOROTHIAZIDE 

a new  measure  of  activity 
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in  edema 

whenever  there  is  need  for  diuresis 

in  hypertension 

effective  by  itself  in  some  patients — always  as  background 
medication  in  any  antihypertensive  regimen. 


summary  of  clinical  information  — HYDROD I URIL  (HYDROCHLOROTHIAZIDE) 

IN  EDEMA: 

■ greater  oral  effectiveness  than  with  any  other  class  of  diuretic  agent 
diuretic  effectiveness  maintained  even  on  prolonged  daily  administration 
25  mg.  hydroDIURIL  orally  is  equivalent  to  1.6  cc.  meralluride  I.M. 
has  been  reported  to  be  effective  even  in  patients  who  did  not  respond 
satisfactorily  to  other  diuretics 
® low  toxicity— extremely  well  tolerated 
often  achieves  the  benefits  of  a low  salt  diet  without  the 
unpleasant  restrictions 
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HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ similar  qualitatively  to  chlorothiazide  but  10  to  12  times  more  potent 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority 
of  patients  on  normal  diets 


IN  HYPERTENSION: 


provides  background  therapy  in  any  antihypertensive  regimen  (by  itself, 
hydroDIURIL  adequately  controls  hypertension  in  some  patients) 
has  been  reported  by  some  investigators  to  have  a greater  antihypertensive 
effect  in  some  patients  than  does  chlorothiazide  at  equivalent  dose  levels 
does  not  lower  blood  pressure  in  normotensives 
markedly  potentiates  other  antihypertensive  agents 
reduces  dosage  requirements  for  other  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 
smooths  out  blood  pressure  fluctuations 
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1 Hypertension 

2 Congestive  heart  failure  of  all  degrees  of  severity 

3 Premenstrual  tension  (edema) 

4 Edema  of  pregnancy 

5 Renal  edema— nephrosis;  nephritis 

6 Cirrhosis  with  ascites 

7 Drug-induced  edema 

8 as  adjunctive  therapy  in  the  management  of  obesity 
complicated  by  edema 


RECOMMENDED  DOSAGE  RANGE 


m EDEMA:  one  to  two  50  mg.  tablets  HYDRO D 1 1)  R I L once  or  twice  a day 


in  HYPERTENSION:  one  or  two  25  mg.  tablets  or  one  50  mg.  tablet  hydroDIURIL  once  or  twice  a day.  (When  hydroDIURIL  is  used  with 
a ganglion  blocking  agent,  it  is  mandatory  to  reduce  the  dose  of  the  latter  by  at  least  50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen.) 


SUPPLIED  as  25  mg.  and  50  mg.  scored  tablets,  in  bottles  of  100  and  1000. 

PRECAUTIONS: 

It  is  important  that  dosage  be  adjusted  as  frequently  as  the  needs  of  the  indi- 
vidual patient  demand. 

HYDRODIURIL  has  shown  no  adverse  effects  on  renal  function  and  is  essentially 
not  nephrotoxic;  for  this  reason  it  may  be  used  with  excellent  results  even  in 
patients  for  whom  orga nomercurials  are  contraindicated  because  of  renal  damage. 
The  excretion  of  potassium  is  much  lower  than  that  of  sodium  and  chloride  and, 
as  is  the  case  with  DIURIL®,  the  loss  of  potassium  is  clinically  insignificant  in 
the  great  majority  of  patients  on  normal  diets.  If  indicated,  this  potassium  loss 
may  be  easily  replaced  by  including  potassium-rich  foods  in  the  diet  (orange 
juice,  bananas,  etc.). 

Additional  information  on  hydroDIURIL  is  available  on  request. 


BIBLIOGRAPHY: 

1.  Esch,  A.F.,  Wilson,  I.M.,  Freis,  E.D.:  3,4-Dihydrochlorothiazide:  Clinical 
Evaluation  of  a New  Saluretic  Agent.  Preliminary  Report;  M.  Ann.  District  of 
Columbia  28:9,  (Jan.)  1959. 

2.  Ford,  R.V. : The  Clinical  Pharmacology  of  Hydrochlorothiazide;  Southern  Med. 
J.  52:40,  (Jan.)  1959. 

3.  Fuchs,  M.,  Bodi,  T.,  Irie,  S.,  and  Moyer,  J.H.:  Preliminary  Evaluation  of  Hydro- 
chlorothiazide ('hydroDIURIL');  M.  Rec.  & Ann.  51:872,  (Dec.)  1958. 

4.  Moyer,  J.H.,  Fuchs,  M.,  Irie,  S.,  and  Bodi,  T.:  Some  Observations  on  the 
Pharmacology  of  Hydrochlorothiazide;  Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 

’HYDRODIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  Inc. 

Trademarks  outside  the  U.S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & D0HME 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Geigy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


Sterazolidin 

prednisone-phenylbutazone,  Geigy 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 


Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


A.  F.  ■$  p«4 

( Fortified  Triple  Strength ) 

Improved  Douche  Powder 

G-ll®  (Hexachlorophene  USP),  deodorant 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  - Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt 10  oz. 

Mfg.  by  G.  M.  CASE  LABORATORIES 
San  Diego  1 6,  Calif. 


P. 

R 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The  Jranklin 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 


NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  WORKING  ADULTS 

“especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery.”* 


PEDIATRICS 

"atarax  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
aatterns  nf  hehavinr ”2 


IN  GENERAL 

atarax  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice."4 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


Triva’s  “Chelating  Agent”  Intensifies 
Organism  Disintegration  Comparative  new- 
comers to  the  field  of  therapeutics . . .are  the  Chelating  Agents. 
Though  effective  in  minute  quantities  and  non-toxic,  these 
agents  combine  with  calcium,  phosphorus  and  other  metallic 
ions  to  form  stable,  extractable  compounds.  / T riva’s  Chelating 
Agent*  attacks  the  metallic  ions  in  the  cell  walls  of  vaginitis 
organisms ...  rendering  them  more  susceptible  to  the  germi- 
cidal activity  of  T riva’s  surface  active  agents.  / Within  seconds 
after  her  first  douche,  your  vaginitis  patient  gets  relief  from 
intense  itching,  burning  and  other  symptoms.  Within  12  days, 
most  cases  of  trichomonal  and  non-specific  vaginitis  are 
rendered  organism-free  (Monilia  genus  may  require  longer 
treatment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
Supplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
Alkyl  Aryl  sulfonate  (wetting  agent  and  detergent);  5%  Di-sodium 
ethylene  bis-iminodiacetate  (chelating  agent);  53 % Sodium  sulfate; 
2 % Oxyquinoline  sulfate;  9.5 % dispersant.  / *Di-sodium  ethylene 


bis-iminodiacetate. 


& Company  / Los  Angeles  54,  Calif. 
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SPONTIN  IN  SERIOUI 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN ® 

f Ristocetin , Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study1  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections2. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis3. 


Only  last  October,  at  the  Antibiotics  Syjj 
posium  in  Washington,  D.  C.,  a panel  of  \ 
leading  antibiotic  experts  placed  Sponi| 
at  the  top  of  all  other  commercially-availa  £ 
antibiotics  for  treating  serious  staphylococ I 
infections.  Also,  six  papers— all  dealing  with  ; 
effectiveness  of  ristocetin  (Spontin®)  in  treats 
staphylococcal  infections— were  presented  at  \ 
Symposium. 

One  of  the  most  encouraging  aspects  of  : 
year’s  literature  on  Spontin  is  the  increase 
testimony  to  its  safety.  As  the  months  h r. 
passed  and  cases  have  accumulated  by  the  hr- 
dreds,  it  has  become  apparent  that  careful  att<>- 
tion  to  dosage  recommendations  has  practical 
eliminated  toxicity  and  side  effects  as  series 
obstacles  to  therapy.  Also,  recent  improveme  s 
have  been  made  in  the  manufacture  of  Spont-; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report4  in  the  Journal  of  the  Ame- 
can  Medical  Association  concluded,  “It  is  cr 
opinion  that,  if  proper  precautions  are  observe, 
ristocetin  is  a [well  tolerated]  and  potent  age t 
to  employ  in  the  treatment  of  staphylococd 
infections.”  And  in  another  study,  after  succe1- 
fully  treating  28  patients  with  a variety  £ 
staphylococcal  infections,  the  authors  reporter 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  writti 
in  such  a shortspaceoftime. Spontin  has  provl 
itself  to  be  a good  answer,  perhaps  the  bit 
answer  at  present,  to  the  resistant  staphylococd 
problem  — and  of  real  value  in  other  series 
coccal  infections.  It  may  well  be  your  ansvr 
when  you’re  confronted 


with  a serious  infection. 
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TAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

iontin  In  Treating  Severe  Respiratory  Infections 

‘In  13  of  20  patients  the  results  were  excellent, 
th  clinical  response  being  evident  within  one  to 
ur  days  after  institution  of  therapy.  In  three  addi- 
>nal  patients,  there  was  some  degree  of  improve- 
2nt  in  pneumonic  processes  superimposed  on 
berculosis  in  two  cases  and  on  pulmonary  neo- 
asm  in  one.  In  all  other  cases,  serious  antecedent 
thology  undoubtedly  influenced  the  negative  or 
uivocal  response  to  ristocetin  therapy.6” 

iontin  In  Treating  Staphylococcal  Infections— After 
ccessfully  treating  28  patients,  the  authors  wrote, 
Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
id  bacteriostatic,  particularly  for  the  Staphylo- 
>ccus  aureus,  which  is  often  resistant  to  many 
her  antibiotics.5” 

iontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
tin  has  produced  excellent  results  in  eradicating, 
itigating  or  preventing  infection  in  seven  selected 
fficult  cases.  Six  of  the  seven  cases  involved 
aphylococcus  aureus  which  did  not  respond  to 
lemotherapy  with  other  antibiotics.7” 

[iontin  Blood  Levels  In  Children  — “Ristocetin  was 
Iministered  as  a single  intravenous  injection  of 
1.5  milligrams  per  kilogram.  This  resulted  in 
:rum  levels  ranging  from  1.3  to  10.6  meg.  after 
vo  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
;r  cubic  centimeter  or  less  after  12  hours.8” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.9” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.10” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al.,  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al.,  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal.  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 


SIGNIFICANT 
IMPROVEMENTS 


IN 

ANTACID 

THERAPY 


SINCE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXIE 

IN  1929 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  (more  lasting  relief) 
4 ..  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


GREAMALIN  NEUTRALIZES  MORE  ACID  FASTER 


Quicker  Relief  * Greater  Relief 


Acid  neutralization  with  10  leading  antacid  tablets* 

(per  gram  of  active  ingredient) 

.ReANUVUN  tablets 
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antacid 

tablets 


MINUTES 


30 


40 


50 


Tablets  were  powdered  and  suspended  in  distilled  water  in  a constant  temperature  container  (37°C)!  equipped  with  mechanical 
stirrer  and  pH  electrodes.  Hydrochloric  acid  was  added  as  needed  to  maintain  the  pH  at  3.5.  Volume  of  acid  required  was 
recorded  at  frequent  intervals  for  one  hour. 

*Hinkel,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Tainter,  M.  L.:  A new  highly  reactive  aluminum  hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 


Duration  of  action  at  pH  3 to  5* 


of  active  ingredient) 


gram 


MINUTES 


new  CREAMALIN 
tablets 


9 widely  prescribed 


hyd  oxide  complex  for  gastric  hyperacidity.  To  be 


published 


No  chalky  taste.  New  Creamalin  tablets  are  not 
chalky,  gritty,  rough  or  dry.  They  are  highy  pal- 
atable, soft,  smooth,  easy  to  chew,  mint  flavored. 


CREAMALIN 


ANTACID 

TABLETS 


HO 
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OH  O 

1 H 

1 H 

1 II 

A1  — O — 

->A1  — O — 

AAl-O-C-OX 

HO 

1 

OH 

n 

HEXITOL 


n is  at  least  1 and  averages  less  than  6.  X is  a cation. 


NO  ACID  REBOUND  . NO  CONSTIPATION  . NO  SYSTEMIC  EFFECT 


Composition: Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly 
reactive,  short  polymer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol, 
with  75  mg.  magnesium  hydroxide. 

Adult  Dosage:  Gastric  hyperacidity  — 2 to  4 tablets  as  necessary.  Peptic  ulcer  or 
gastritis  — 2 to  4 tablets  every  two  to  four  hours.  Tablets  may  be  chewed,  swallowed  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 


Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NEW  YORK  18,  NEW  YORK 


f'TJ'0  133.M 
(/.»*• 


More  Lasting  Relief 


CREAMALIN  NEUTRALIZES  MORE  ACID  LONGER 


antacid  tablets 
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with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

# in  postnasal  drip 

# in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


* reaches  all  respiratory  membranes  systemically 

# avoids  “nose  drop  addiction” 

* presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then_  the  |nper  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCI  ...  50  mg. 

rheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Onc-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  in  the  evening,  if  needed. 


t — I — "A  * • • ® 

1 nammic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  14  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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If  she  needs  nutritional  support ...  she  deserves 


GEVRAL 


Vitamin-Mineral  Supplement  Lederle 


CAPSULES— 14  VITAMINS— 11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York  s 


IN  OFFICE  SURGERYt 


use 


ELECTIVE  AND  TRAUMATIC 


XYLOCAINE 


HCI  SOLUTION 


(brand  of  ildocaine*) 


as  a local  or  topical  anesthetic 

Xylocaine  is  x-outinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  x'ender  reinjec- 
tion virtually  unnecessai'y.  It  may  be  in- 
filtrated through  cut  surfaces  pei'mitting 
pain-free  exploration  and  longer  suturing  time. 


/vly\ 


AS!  If  A 4^ 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


VTV 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


U S,  PAT.  NO.  2,441,498 


MADE  IN  U S A. 
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* . . TRUE  EC G PORTABILITY 


. . . VECTORCARDIOGRAPHY 


. . . PHONOCARDIOGRAM 
ECG  RECORDING 


. . . HEART  SOUND 


TAPE  RECORDING 


ou  take  it  for  granted  that  today’s  medical  instru- 
mentation is  basically  accurate  and  reliable.  But 
beyond  these  expected  fundamentals,  the  dependability  — 
usefulness  — and  convenience  of  any  instrument 
depends  almost  wholly  on  how  much  the  instrument 
manufacturer  knows  of  your  needs  and  how  well  he 
has  applied  this  knowledge.  For  more  than  40  years, 
Sanborn  Company  has  asked  the  general  practi- 
tioner and  medical  school  teacher  . . . the  cardiologist 
and  researcher . . . the  industrial  physician  and  clini- 
cian, what  they  particularly  need  for  greatest  usefulness 
and  value  in  diagnostic  and  research  instrumenta- 
tion. The  instruments  shown  here  are  typical  Sanborn 
answers  to  these  needs  . . . exemplified  in  the  field 
of  cardiography  by  the  Model  300  Visette-the  first 
ECG  to  make  “18- pound  portability”  a practical 
reality.  Since  its  introduction  less  than  two  years  ago, 
the  Visette  has  literally  become  the  “travelling 
diagnostic  companion”  of  over  4000  of  your  colleagues. 

When  you  choose  any  instrument  to  provide  you 
with  information  for  diagnosis  and  research,  consider 
the  instrument’s  background  and  past  — as  a good 
gauge  of  its  future  value  to  you.  Sanborn  Company, 
Medical  Division,  175  Wyman  Street,  Waltham  54, 
Massachusetts. 


SANBORN  COMPANY 


Phoenix  Resident  Representative  323  E.  McDowell  Rd.,  Alpine  4-1836 
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HUGHES-C  ALIHAN 


COKPORATION 


2608  N.  Central 
Phoenix,  Arizona 
CR  9-4166 


417  E.  3rd  St. 
Tucson,  Arizona 
MA  4-4372 


prescribe 

ISOPHYLLIN 

for  continuous  control 
of  bronchospasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed — providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 

PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS,  IOWA 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 

No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary"  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2p  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Svggeiltd  retail priu. 

tijjjgjjfe 

The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks o(  Minnesota  Mining  & Mfg.  Co..  St  Paul  6.  Minn 
General  Export  99  Park  Avenue.  New  York  16.  N Y. 
In  Canada:  P.  0 Box  75 7.  London,  Ont. 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED 


KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 


LEDERLE  LABORATORIES,  a Division  of  f 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


No  more  late  billing... 


2%  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 
. . . Equally  effective  as  a TRANQUILIZER 

Ht  tran-qui-Iax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus. 

quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


°.  .° 
,s 
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Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-l-dioxlde 


Thoroughly  evaluated  clinically. . . 

Clinical  studies  of  4092  patients  by  105  physicians1  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 

- 

In  musculoskeletal  conditions1 


effective  in 


of  patients 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states' 


effective  in 


88s  •' 


INDICATIONS 


Anxiety  and  tension  states 
Premenstrual  tension 
Emphysema 


Dysmenorrhea 

Asthma 

Angina  pectoris 


Because  of  its  exceptional  calmative  property,  Trancopal  “...allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”2 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patisnts 

MAJOR  SM1PROVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs i 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Comparison  with  3 widely  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


for  safety 

Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • 2.  Gans,  S.E. : To 
be  published.  • 3.  Lichtman,  A.L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  tranquilaxant 


Potent 

MUSCLE  RELAXANT 
..  .Equally  effective  as  a 
TRANQUILIZER 


Trancopal  (brand  of  chlormezanone)  and  Caplets, 
trademarks  reg.  U.S.  Pat.  Off. 


New  York  18,  New  York 

Printed  in  U.  S.  A.  3-59  (4( 


Your  difficult  rheumatic  patient. 


(PABALATE  WITH  HYDROCORTISONE) 


>r  the  patient  who  does  not  require  steroids 

or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 


PABALATE® 

sciprocally  acting  nonster- 
J antirheumatics  . . . more 
'ective  than  salicylate  alone. 

each  enteric-coated  tablet: 

iium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

iium 

)ara-aminobenzoate  0.3  Gm.  (5  gr.) 

-orbic  acid 50.0  mg. 


Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


‘ABALATE 


PABALATE-HC 


r steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 
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A workhorse 
“mycin” 
for 

common 
infections 

respiratory  infections 

With  we  1 1 -tolerated  CYCLAMYCIN,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 

(new) 

^CYCLAMYCIN8 

Triacetyloleandomycin,  Wyeft 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


the  higher 
blood  levels  of 
potassium 
penicillin  V 

Compoc 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


i in-VK 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 

Against  all  penicillin-sensitive  organisms.  When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 

DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 

SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 

Compocillin-VK  Granules  for  Oral  Solution: 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 

Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides.  At  all  pharmacies.  (Xuvott 


Units/cc. 
16 


14 
12 
10 
8 
6 
4 ■ 
2 
0 


/ A 

17 

// 

\\ 

\ 

Hours 


Vz 


■■M  The  highest  levels  of  Filmtab  Compocillin-VK. 

■ ■■  The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  V2  hour,  and 
at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 

® FILMTAB— FILM-SCALED  TABLETS,  ABBOTT.  PAT.  APPLIED  FOR. 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prim 
secondary  fibrositis  — 

early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate2  5 brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'*6  . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


tablets 


rcet//f<7 


Composition 

meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  a I . : J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat, 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  G.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


Tfogmss  Is  Our  Most  Important  TMuct 


GENERAL 


ELECTRIC 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced,  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers— developer, 
fixer,  refresher  and  fixer -neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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THE  HOUSE-CALL  ANTIBIOTIC 

Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical . 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 

125  mg. 

250  mg. 


oral  suspension 

raspberry  flavored, 

2 oz.  bottLe,  125  mg. 
per  teaspoonful  (5  cc.) 


h pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


REFERENCES:  1.  Adams,  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections,  J.  Tennessee  M.  Assoc.  50:446 
(Nov.)  1957.  2.  Andersson,  B.:  Pulmonary  abscess  cured  with  antibiotics,  Opuscula  Medica,  2:8  (Oct.)  1957.  3.  Anello,  V.  J.,  and  Gerschenfeld, 
D.  S.:  Staphylococcal  septicemia  in  a child:  Treatment  with  a combination  of  oleandomycin  and  tetracycline,  Dia  med.,  B.  Air.  50:1921  (July  28) 
1958.  i.  Arneil,  G.  C. : Tetracycline-oleandomycin  treatment  of  acute  respiratory  disease  in  childhood,  paper  read  at  Sixth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C.,  October  1958,  to  be  published.  3.  Arrigoni,  G.;  Grignani,  G.  C.,  and  Varesi,  M.:  A new  antibiotic  association  in 
the  treatment  of  urologic  infections,  Minerva  med.  45:2701  (Aug.  25)  1957.  6.  Baccaredda  Boy,  A.,  and  Cappelli,  E.:  Clinical  study  of  the  activity 
of  a new  antibiotic  preparation,  Signemycin,  in  skin  conditions  of  infectious  (pyogenous)  origin,  Minerva  med.  45:2690  (Aug.  25)  1957.  7.  Berg- 
dahl,  U.:  Clinical  experiences  with  a so-called  double-spectrum  antibiotic,  Signemycin.  Svenska  Lakartidningen  55:1715,  1958.  8.  Blundi,  E.:  Use 
of  Signemycin  in  a chest  clinic,  to  be  published.  9.  Bolognesi,  C.:  Preliminary  results  of  the  use  of  Signemycin  in  certain  otorhinolaryngological 
infections  due  to  pyogenic  organisms,  Minerva  med.  45:2693  (Aug.  25)  1957.  10.  Brodhage,  H.:  Bakteriologische  in-vitro-versuche  mit  einer 

kombination  von  letracyclin  and  oleandomycin  (Signemycin).  Praxis  26:579,  1957.  1 1.  Calvi,  A.:  Antibiotics  in  the  therapy  of  influenza  and  its 
pulmonary  complications,  to  be  published.  12.  Carter,  C.  H.,  and  Maley,  M.  C.:  Application  of  tetracycline-oleandomycin  in  clinical  practice.  Anti- 
biotics Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51.  13.  Castellanos,  A.:  Signemycin  in  pediatrics,  to  be  published.  11. 
Chiappara,  P.:  A case  of  sepsis  with  multiple  osteomyelitis  treated  with  a new  antibiotic,  Minerva  med.  45:2697  (Aug.  25)  1957.  13.  Chiarenza, 
A.:  Observations  on  the  effects  of  Signemycin  in  nongonococcic  urethritis,  Minerva  med.  48: 2692  (Aug.  25)  1957.  16.  Cimmino,  A.;  Boni,  A., 
and  Orsi,  N.:  Antibiotic  activity  of  oleandomycin-tetracycline  combination,  hi  vitro  study  on  332  strains  of  Micrococcus  pyogenes  var.v  aureus  clini- 
cally isolated.  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  708-715.  17.  Cooper,  J.;  Sprogis,  G.  R.;  Heinemann, 
M.,  and  Feirer,  G.  M.:  Therapy  of  amebiasis  carriers  with  oleandomycin-tetracycline  (Signemycin),  Antibiotic  M.  5:302  (May)  1958.  18.  Corn- 
bleet,  T.,  and  Fireslein,  B.  Z.:  Use  of  oleandomycin-tetracycline  (Signemycin)  for  acne.  Antibiotic  M.  4:598  (Oct.)  1957.  19.  Cupples,  J.  F.  B., 
and  Perry,  A.  W.:  Acute  staphylococcal  endocarditis  treated  with  tetracycline-oleandomycin  successfully,  Canad.  M.  Assoc.  J.  77:699  (Oct.)  1957. 
20.  Davis,  W.  G.:  Report  on  tetracycline  and  oleandomycin  used  in  combination.  Clinical  Review  & Research  Notes,  7:21-23  (April)  1958.  21. 
DeRomana,  J.;  Zaldivar,  C\,  and  Falcone,  F.:  Actual  therapeutic  conduct  in  the  treatment  of  osteomyelitis,  paper  read  at  Sixth  Annual  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  22.  Durrieu,  C.  A.;  Rodriguez,  J.  B.,  and  Petrella,  E.:  The  use  of  oleandomycin- 
tetracycline  in  buccal  surgery,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  23.  English, 
A.  R.;  McBride,  T.  J.;  Van  Halsema,  G.,  and  Carlozzi,  M.:  Biologic  studies  on  PA-775,  a combination  of  tetracycline  and  oleandomycin  with 
synergistic  activity,  Antib.  & Cherno.  6:511-522  (AUg.)  1956.  21.  Farah,  L.:  Some  therapeutic  indications  of  Signemycin,  Medicina,  Mex.  753:519 
(Nov.)  1957.  25.  Faz  Tabio,  H.:  Severe  entcrosepsis  treated  with  Signemycin,  Rev.  cubana  pediat.  29:3  (May)  1957.  26.  Faz  Tabio,  H.:  Signe- 
mycin in  the  treatment  of  certain  diseases  of  the  respiratory  tract.  Rev.  cubana  pediat.,  30: 219  (Apr.)  1958.  27.  Febles,  D.,  and  Biderman,  I.: 
Antibiotic  management  of  acute  infections  in  the  obstetric  patient,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct. 
1958,  to  be  published.  28.  Felder,  J.:  Signemycin  in  der  padiatrie,  Schweiz,  med.  Wschr.  55:953  (Sept.  27)  1958.  29.  Fiora,  F.,  and  Compa.  F.: 
The  combination  antibiotic  oleandomycin-tetracycline  (Signemycin)  in  acute  blennorrhagia,  Dia  med.  B.  Air.  30:510  (Apr.  3)  1958.  30.  Florio, 
1.,  and  Scoppetta,  F.  P.:  Sigmamicina  ed  occlusione  intestinale  sperimentale.  Bulletin  med.  & surg.  soc.,  Pavia,  77:1.  1957.  31.  Foradori,  M.:  A 
case  of  meningitis  due  to  Staphylococcus  aureus  complicating  tubercular  meningitis,  treated  successfully  with  Signemycin,  Minerva  med.  45:2707 
(Aug.  25)  1957.  32.  Frank,  L.,  and  Stritzler,  C.:  Newer  antibiotics  in  the  treatment  of  acne.  Antibiotic  M.  4:419  (July)  1957.  33.  Friedrich,  K., 
and  Hammerl,  H.:  A new  treatment  for  bacterial  infection  with  an  antibiotic  combination,  to  be  published.  34.  Gemma,  G.  B.;  Mel,  C.,  and  Bachi, 
V.:  First  experiences  with  Signemycin  in  surgical  infections,  Minerva  med.  45:2643  (Aug.  25)  1957.  33.  Gilley,  E.  W.:  Clinical  appraisal  of  tetra- 
cycline and  oleandomycin  used  in  combination,  to  be  published.  36.  Flagan,  H.,  and  Scheffler,  H.:  Preliminary  clinical  experience  with  oleando- 
mycin and  the  double-spectrum  antibiotic,  Signemycin,  Medizinische,  74:477  (Apr.  6)  1957.  37.  Harris,  H.  j.:  Tetracycline  and  oleandomycin 
(Signemycin)  in  chronic  brucellosis,  to  be  published.  38.  Hasenclever,  H.  F. : Comparative  in  vitro  studies  of  hospital  strains  of  Staphylococcus 
aureus  with  oleandomycin,  tetracycline  and  an  oleandomycin-tetracycline  mixture.  Antibiotic  M.  5:14-25  (Jan.)  1958.  39.  Hegglin,  R.:  Ornithosis, 
Schweiz,  med.  Wchnschr.  3:64,  1958.  10.  Henne,  H.  F. : Clinical  experiences  with  the  double-spectrum  antibiotic  Signemycin,  Med.  Klin.,  Berk, 
29:1267-1270  (July  18)  1958.  11.  Heredia  Diaz,  J.;  Saavedra  Zavaleta,  G.;  Robles,  M.  A.,  and  Aguilar,  D.  L.:  Tetracycline-oleandomycin  (Signe- 
mycin) in  the  treatment  of  puerperal  infections,  Medicina,  Mex.  35:308,  1958.  42.  Hoffmann,  H.:  Clinical  experiences  with  the  broad-spectrum 
antibiotic,  Signemycin,  Medizinische,  45:1850  (Nov.  8)  1958.  43.  Hoz  Fabra,  J.:  Preliminary  results  of  a clinical  trial  with  Signemycin,  Rev.  clin. 
espan.  67:101  (Oct.  31)  1957.  14.  Kaiser,  J.  A.;  Mazzarino,  C.;  Bajek,  E.  M.,  and  P’an,  S.  Y.:  Oleandoi^iycin-tetracycline:  Toxicity  in  experimental 
animals.  Antibiotics  & Chemother.  7: 255-259  (May)  1957.  4 5.  Kanee,  B.,  and  Cockcroft,  W.  H.:  Clinical  and  bacteriological  studies  on  Signemycin 
(oleandomycin-tetracycline)  ointment,  Canad.  M.  Assoc.  J.  75:614  (Apr.  15)  1958.  46.  Keil,  P.  G.;  Tieszen,  R.  L.,  and  Solomon,  R.  J.:  An  evalua- 
tion of  Signemycin  in  the  treatment  of  pneumonia,  to  be  published.  17.  Klovstad,  O.:  Signemycin  “Pfizer"’  a combination  of  oleandomycin  and 
tetracycline,  Tidsskr.  norske  Iacgefor  75:681  (Aug.)  1957.  48.  Kohler,  H.  F.:  Case  report  of  the  month:  chronic  osteomyelitis.  Clinical  Review 
& Research  Notes,  7:16  (Apr.)  1958.  49.  Kraljevic,  R.,  et  al.:  Investigation  of  the  therapeutic  value  of  the  combination  of  tetracycline  and  oleando- 
mycin, Antibiotic  M.  5:364-371  (June)  1958.  50.  Kraljevic,  R.:  Discussion  of  the  paper  by  Florentin  and  Sison  (The  role  of  antibiotics  in  Asian 
Influenza).  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,Tnc.,  1958,  p.  948.  51.  Kraljevic,  R.;  Pearson,  E.,  and  Borgano,  J.  M.: 
Combined  oleandomycin-tetracycline  therapy  in  respiratory  tract  and  other  infections,  to  be  published.  52.  LaCaille,  R.  A.,  and  Prigot,  A.: 
Combinations  of  oleandomycin  with  oxytetracycline  and  tetracycline  in  soft-tissue  infections.  Antibiotics  Annual  1956-1957,  New  York.  Medical 
Encyclopedia,  Inc..  1957,  p.  67.  53.  Levi,  W.  M.,  and  Kredel,  F.  E.:  A clinical  trial  of  Signemycin,  South  Carolina  M.  J.  53:178  (May)  1957. 
5 1.  Lewis,  H.  M.;  Frumess,  G.  M.,  and  Henschel,  E.  J.:  Treatment  of  skin  infections  with  tetracycline  and  oleandomycin.  Rocky  Mountain  M.  J. 
54:806  (Aug.)  1957.  55.  Lopez,  A.  V.,  and  Cohen,  H.  J.:  The  clinical  trial  of  a combination  of  tetracycline  hydrochloride  and  oleandomycin  (oral 
suspension)  in  the  treatment  of  severe  pulmonary  infections  in  children,  to  be  published.  56.  Loughlin,  E.  H..  and  Mullin.  W.  G.:  Combined  anti- 
biotic therapy  of  tropical  infections with  Matroterra  and  Signemycin,  Antibiotics  Annual  1957-58,  New  York.  Medical  Encyclopedia,  Inc.,  1958, 
p.  698.  57.  Loughlin,  E.  H.,  and  Mullin,  W.  G.:  Combined  antibiotic  therapy  of  tropical  infections  with  PA-765  and  PA-775,  Antibiotics  Annual 
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1956-57,  New  York,  Medical  Encyclopedia,  Tnc.,  1957,  p.  65.  58.  McCloud,  L.  C.;  Shidal,  W.,  and  Mulligan,  J.  L.:  Clinical  observations  on  infec- 
tions treated  with  a combination  of  tetracycline  and  oleandomycin,  to  be  published.  59.  McFadden,  H.  W.,  and  Schelhart,  D.:  Comparison  of  the  in 
vivo  sensitivity  of  micrococci  to  oleandomycin,  tetracycline  and  a combination  of  oleandomycin  and  tetracycline.  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  514-519.  60.  Manara,  G.,  and  Gasparetto.  A.:  The  first  clinical  experience  with  water-soluble  Signe- 
mycin,  University  of  Padua,  Minerva  chirurgica  13:535  (May  15)  1958.  61.  Medina  Morales,  F.:  The  combination  of  tetracycline-oleandomycin 
(Signemycin)  in  the  postoperative  treatment  ot  three  cases  of  pulmonary  resection,  Medicina,  Mex.  800:341,  1958.  62.  Mehra,  B.  K.:  Combating 
the  resistant  staphylococci.  Current  Med.  Pract.  /:326-328  (May)  1957.  63.  Mendiola,  R.;  Naranjo,  R.,  and  Briseno,  F.:  New  contributions  to 
the  treatment  of  tuberculosis,  Medicina,  Mex.  37: 269  (June  25)  1957.  64.  Mendoza  Diez,  J.:  Treatment  of  osteomyelitis,  with  Signemycin,  Thesis, 
Universidad  Nacional  Mayor  de  San  Marcos,  Facultad  de  Medicina,  Lima,  Peru,  1957.  65.  Moggian,  G.:  Preliminary  results  of  a new  antibiotic 
association  in  obstetrics  and  gynecology,  Minerva  med.  45:2648  (Aug.  25)  1958.  66.  Molinelli,  E.  A.;  Vera  Barros,  E.,  and  Ithurralde,  D.: 
Tetracycline-oleandomycin  in  human  brucellosis  therapy,  Antibiotics  Annual  1957-58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  692-697. 
67.  Montilli,  G.,  and  Avellino,  M.:  Experienze  con  una  nuova  associazione  di  antibiotici  (tetraciclina  ed  oleandomicina)  in  terapia  dermatologica, 
Dermatologia  9:3,  1958.  68.  Morador,  J.  L.,  and  Morador,  S.:  Cause,  prevention  and  treatment  of  staphyiococcal  infection  in  hospitals,  paper 
read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  69.  Morador,  J.  L.,  and  Tate,  L.  S.:  Treatment  of 
52  cases  of  infections  caused  by  coagulase-positive  staphylococci  with  a combination  of  oleandomycin  and  tetracycline.  Antibiotics  Annual.  1957-58, 
New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  702-707.  70.  Morador,  J.  L.,  and  Tate,  L.  S.:  The  treatment  of  anorectal  infections  with  Signe- 
mycin, An.  Ateneo  Clin.  Quirur.  7:52  (Jan.)  1958.  71.  Morel,  A.  S.:  Surgical  infections:  a guide  to  therapy.  Clinical  Review  & Research  Notes 
7:18-21  (July)  1958.  72.  Morey,  G.  S.:  Infections  in  nursing  babies  due  to  Pseudomonas  aeruginosa  (B.  pyocyaneus)  alone  or  associated  with  other 
organisms,  Rev.  Hosp.  nino,  72:3,  1958.  73.  Oates,  J.  K.:  Trial  of  Signemycin  in  non-specific  urethritis,  Brit.  J.  Vener.  Dis.  24:38,  1958. 
7 l.  O'Herlihy,  F.  C.:  A clinical  trial  with  Signemycin,  Medical  Press  (London),  p.  897  (Sept.  17)  1958.  75.  Olmer,  J.,  and  Casanova,  P.:  Therapeutic 
notes:  Clinical  trials  of  Signemycin  in  the  treatment  of  59  patients,  Semaine  hop.  Paris,  Vol.  34,  no.  2 (Feb.)  1958.  76.  Ottolenghi,  C.  E.;  Frigerio, 
E.  R.,  and  Soto  Jimenez,  D. : Combined  antibiotic  therapy  in  35  cases  of  osteomyelitis,  Bol.  y trab.,  Soc.  cir.  Buenos  Aires,  47:739,  1957. 
77.  Pagola,  J.  G.;  Benavides,  L.,  and  Heredia,  A.:  An  evaluation  of  tetracycline-oleandomycin  in  the  treatment  of  epidemic  typhus,  paper  read 
at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  78.  Pavone,  M.;  Anello,  A.,  and  Macaluso,  M.  P.: 
Signemycin  in  the  therapy  of  infections  of  urinary  passages,  to  be  published.  79.  Perez  Villasante,  G.:  Postoperative  treatment  of  the  ear  cavity. 
An.  Soc.  Mexico  de  Otorinolaringologia,  No.  24-25:175  (May-Aug.)  1957.  80.  Prokop,  O.:  On  the  question  of  staphylococcus  infections  resistant  to 
therapy,  Der  Praktische  Arzt,  72:145  (Feb.  15)  1958.  81.  Quarti,  M.:  Efficacy  of  the  association  of  oleandomycin  and  tetracycline  in  staphylo- 
coccal infections,  Aggiornamento  Pediatrico,  8: 1 1,  1957.  82.  Quirno,  N.;  Fukelman,  R.,  and  Achaval,  M.:  Treatment  with  oleandomycin-tetracycline 
of  infections  observed  in  clinical  practice,  Dia  med.  30: 2938  (Nov.  17)  1958.  83.  Ragazzini,  F.;  Moggi,  P.,  and  Acocella,  M.:  First  clinical 
applications  of  Signemycin  in  pediatrics,  Minerva  med.  48:2661  (Aug.  25)  1957.  8 1.  Randig,  K.:  Some  experiences  with  Signemycin,  Deutsches 
nied.  J.  8:441  (Aug.  15)  1957.  85.  Rebelledo,  L.  M.,  and  Heredia,  D.  J.:  Further  clinical  studies  of  an  association  of  tetracycline  and  oleandomycin 
in  the  treatment  of  various  infections,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published. 
86.  Rentchnick,  P.:  A combination  of  broad-spectrum  antibiotics,  Medecine  et  Hygiene,  379:562  (Nov.  30)  1957.  87.  Revelli,  E.,  and  Durando, 
C.:  Treatment  of  the  nonspecific  inflammatory  component  of  tuberculosis  of  the  female  genital  organs,  Minerva  med.  48:2658  (Aug.  25)  1957. 

88.  Rivera,  J.  A.;  Brame,  R.  E.,  and  Osborne,  D.:  Sensitivity  of  Micrococcus  pyogenes  from  burned  patients  to  the  action  of  oleandomycin.  The 
emergence  of  resistance  to  this  antibiotic,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published. 

89.  Rondanelli,  E.  G.:  The  therapeutic  problem  of  orchitis  by  parotitic  virus,  Institute  of  General  Clinical  Medicine  and  Medical  Therapy  of  the 

University  of  Pavia,  Bulletin  med.  & surg.  soc.,  Pavia,  77:1,  1957.  90.  Saavedra  Amaro,  S.,  and  Lopez  Zepeda,  L.:  Comprobacion  clinica  de  la 
Signemycin  en  el  tratamiento  de  infecciones  diversas,  to  be  published  in  Medicina,  Mex.  91.  Sanchez  Creus,  P.:  Los  antibioticos  de  indicaciones 
limitadas,  Rev.  clin.  espan.  69:378  (June  30)  1958.  92.  Sangiuolo,  F. : Therapeutic  action  of  the  tetracycline-oleandomycin  (Signemycin)  associa- 
tion, Minerva  med.  48:2679  (Aug.  25)  1957.  93.  Santas,  A.  A.;  Ganora,  H.  M.,  and  Brea,  C.  M.:'  Antibiotic  prophylaxis  in  thoracic  surgery, 
paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  9t.  Schenone,  H.:  Genitourinary  infections 
treated  with  the  antibiotic  combination  tetracycline  and  oleandomycin,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C\, 
Oct.  1958,  to  be  published.  95.  Shubin,  H.:  Clinical  evaluation  of  combined  chemotherapy,  oleandomycin  and  tetracycline.  Antibiotic  M.  4:17-4 
(March)  1957.  96.  Signer,  A.,  and  Vinci,  G.  G.:  Signemycin  in  the  healing  of  wounds.  Arch.  Societa  Med-Chirurg.  Messina,  Vol.  II.  1957. 
97.  Smazal,  S.  F.,  and  Crowley,  P.  J.:  Routine  use  of  the  antibiotics  tetracycline  and  oleandomycin  in  combination  for  the  treatment  of  infections 
represented  in  an  unselected  series  of  general  office  patients,  to  be  published.  98.  Steinman,  E.:  Trial  of  an  antibiotic  combination  as  a routine 
agent  for  treatment  of  infections  in  office  practice,  to  be  published.  99.  Stritzler,  C.,  and  Frank,  L.:  Significance  of  the  response  of  acne  vulgaris  to 
antibiotics.  Antibiotic  M.  5:109  (Feb.)  1958.  100.  Talbot,  J.  R.:  Experience  with  an  antibiotic  combination  (tetracycline-oleandomycin)  used  routinely 
for  anti-infective  therapy  in  an  office  practice,  Wisconsin  M.  J.  57:237-238  (June)  1958.  101.  Tato,  J.  M.;  Galli,  L.  A.;  Rcchnicwski,  C\;  Arau.\ 
S.;  Games,  J.;  Bello,  J.;  de  Sebastian,  G.,  and  Bergaglio,  O.:  Treatment  of  chronic  sinusitis  with  a combination  of  oleandomycin  and  tetracycline. 
Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  675.  102.  Willcox,  R.  R.:  Tetracycline  and  oleandomycin  in  com- 
bination'in  nongonococcal  urethritis,  Antibiotics  Annual  1957-58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  672.  103.  Willcox,  R.  R.:  Hie 
treatment  of  nongonococcal  urethritis  with  tetracycline  and  oleandomycin  in  combination  (Signemycin).  Medical  Press  (London)  (Dec.  M)  1957. 
lot.  Willemot,  J.  P.,  et  al.:  Signemycin  in  the  treatment  of  pulmonary  infections,  Bruxelles  med.  38:1026  (June  22)  1958.  ior».  \\  inton.  S.  N..  and 
Chesrow,  E.  J.:  A clinical  study  of  combined  chemotherapy.  Antibiotics  Annual  1956-57,  New  York.  Medical  Encyclopedia.  In*  lv,s  p.  5v 

106.  Wittmoser,  R.:  Hospitalismus,  Chirurgische  Praxis,  3:281  (Sept.)  1957.  107.  Zaldivar,  C.  G.,  and  Falcone.  I . : Preliminaiv  results  in  osteo- 
myelitis with  tetracycline  and  the  phosphate  of  oleandomycin  (Signemycin),  Rev.  Hosp.  nino  78:151  (June)  1957.  108.  Zaldivar,  C.  G Complicated 
forms  of  chronic  osteomyelitis,  Rev.  Hosp.  nino  72:315  (Dec.)  1957. 
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To  the  relief  of  musculoskeletal  pain, 

new  MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  fieldd  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied : In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

*TRADEMARK  **TRADEMARK,  REO.  U.S.  PAT  . OFF . — M ETH  YLPRCDN  ISOLON  E,  UPJOHN 
t RATIO  OF  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS 
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The  Story  of  Kent 

H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke 
“micronite 


This  is  the 
Filter. 


The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. ..  and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 


KENT  FILTERS  BEST 


You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the 
booklet,  “The  Story  of  Kent,"  write  to: 


P.  Lorillard  Company,  Research  Department 
200  East  42nd  St.,  N.Y.  17,  N.Y. 
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For  easy,  safe, 
painless  removal 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 
of  4,695  patients 
(ages 

3 months  to  83  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  ecom- 
omy,  prescribe  ‘Cerumenex’  Drops 
in  the  regular  15  cc.  bottle,  pack- 
aged with  cellophane  wrapped 
blunt-end  dropper. 

tComplete  bibliography 
available  on  request 

v M. 

CER'JMENCXf  CONTAINS  CERAPON*  10.0 % JN  PROPYLENE  GLYCOL 
WITH  CHlORDUTANOL  0.5%  ‘BRAND  OP  TRIETHANOLAMINE  POLY  • 
PCpTIpC  OLEAtC*CON  DENS  ATE  U.S.  ANP  FOREIGN  PATENTS  PENOINO 


proBilagol 

LIQUID 

cholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 


Supply:  Bottles  of 
12  and  6 fluid  ounces. 

PROBILAGOL  MD-GLUCITOL  WITH  HOMATROPINE  M ETH  Y L 0 R 0 M I D E . 
PURDUE  FREDERICK 


intolerance 


A unique 
cholecystokinetic- 
cholagogue, 
‘ProBilagol’  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 


IN  CONSTIPATION 


Assures  bowel 
correction 
and  rehabilitation 
because  it  “...acts 
in  a way  almost 
indistinguishable 
from  the  normal 
physiologic 
mechanism../’1 

without 

mucosal  irritation  due 
to  chemical  contact 

without 

incompatibilities 
to  antacids  and 
other  medications 


Supply : Tablets,  small  and 
easy  to  sicalloto, 
in  bottles  of  1 00. 
Granules,  cocoa-fla  cored, 
in  8 and  h ounce  canisters. 

1.  Herliiml.  A.  I/..  Lowcnstcin,  A.:  Quart. 
Rev.  Suifr.  Olist.  & Gy  nee.  I I :19(S  (Dee.)  1957 


Copyright  1959,  The  Purdue  Frederick  Company 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

NEW  YORK  14,  N.Y.  | TORONTO  1,  ONTARIO 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


' ' 


' 

■ 

/ 

/ 


; 


, 


CORTISPORIN 


brand  OINTMENT 


■ © Combines  the  anti- 
' inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


— 

‘ 


Ointment:  Tubes  of  14  oz.  and  Yi  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment:  Tubes  of  34  and  1 oz.  and  tubes  of  14  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 
m rui  j Lotion  : Plastic  squeeze  bottles  of  20  cc. 
ntW  j Powder:  Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  14  oz.,  1 oz.  and  V&  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  , Tuckahoe,  N.  Y. 


to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  complication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection.1  To  protect  and  relieve  the  "cold” 
patient.  ..ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.):  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

i.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  1933 

Giderk)  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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for  pre-  and  postoperative 
management  of  biliary 

tract  disorders .. . 

//yi/rocholeresis  with  Dfxholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 


in  functional  G.I.  distress... 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  Vfe  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.1,2,3- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered  Pabiriir  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth'’ 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


"an  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  VIGRAN 
chewables  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125  % of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  B1?  B2, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains: 


Vitamin  A 

Vitamin  D 

Vitamin  C 

Vitamin  B, 

Vitamin  Bo 

Vitamin  B0 

Niacinamide  

Calcium  Pantothenate. 
Vitamin  Bjo 


.5,000  U.S.P.  units 
.1,000  U.S.P.  units 

75  mg. 

3 mg. 

3 mg. 

2 mg. 

25  mg. 

3 mg. 

5 meg. 


Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


‘Vigran’®  is  a Squibb  trademark 
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Each  antivert  tablet  contains : 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.1 

Nicotinic  acid  (50  mg. ) —the  drug  of  choice 
for  prompt  vasodilation.2  3 

Advantage  of  “dual  therapy"  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”2 


Indications : Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
195G.  2.  Menger,  H.  C.:  Clin.  Med.  : 3 1 a (March)  19:17. 
3.  Shuster,  B.  H.:  M.  Clin.  North  America  40\  1787 

(Nov.l  1956. 

Division,  Chas.  Pfizer  & Co..  Inc. 

New  York  17.  N.  Y. 

Science  for  the  world’s  well-being 


Vol  16,  No.  4 
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Patient  A.S.,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  ( Tabs,  jt.i.d.  andH.S.); 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  confirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Path  ba  mate 


Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  lederle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)  — the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  %-scored)  contains  Meprobamate.  400  mg.;  Pathilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtipie.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tablets  of  25  mg.,  plain  (pink)  or  with  phenobarbital,  15  mg.  (blue)  ; 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  results  of  certain  thyroid  function  tests. 


Ledeiile  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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IN  OFFICE  SURGERY 

...  . 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HC1  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE*  HCI  SOLUTION 

(brand  of  lidocaine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


*Using  combined  drug  therapy  with 

or  Aralen®  as  maintenance  therapy 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

„ Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


Fn  (brand  of  chloroquine)  and  Plaquenil 

j'd  of  hydroxychloroquine),  trademarks  reg.  U.S.  Pat.  Off. 


New  York  18,  N.  Y. 


No 


suspension 


ROCIN 


Ethyl  Succinate 

ORAL  SUSPENSION 


a new  derivative  of  erythromycin  designed  especially  for  children 


Never  a flavor  like  this  in  an  antibiotic  suspension 

A new  achievement  in  pharmaceutical  elegance — a ready-mixed  stable  suspension  so  sweet  and  good 
you  can’t  tell  it’s  "medicine.”  No  bitterness,  no  unpleasant  aftertaste — just  pure,  sweet  citrus  flavor. 


Never  an  antibiotic  better  proved  against  everyday  coccal  infections 

After  millions  of  prescriptions,  an  unexcelled  safety  record.  High,  peak  blood  levels  within  one 
hour — plus  nearly  100%  effectiveness  against  coccal  infections.  And,  unlike  broad-spectrum  anti- 
biotics, Erythrocin  is  classed  as  a bactericidal  antibiotic. 


indications:  Against  staph-,  strep-  and  pneumococci.  Especially  useful  when  patients  are  allergic  to 
penicillin  or  other  antibiotics,  dosage:  For  children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm.  daily, 
depending  on  severity  of  infection,  supplied:  in  60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoon! ul 
represents  200-mg.  of  Erythrocin  activity.  Qi^rott 


® ERYTHROMYCIN  ETHYL  SUCCINATE,  ABBOTT 
904091 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

STREPTOKINASE-STREPTOOORNASE 

L 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CVANAMID  COMPANY. 
Pearl  River.  New  York 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


1636  NORTH  CENTRAL 


(just  north  of  McDowell) 
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Now  with  Cryptenamine... 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital '/»  gr. 


♦Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


71  pij\Pp  r 
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Specific 

MEDICATION 


NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylline derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylline  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


NEOTHYLLINE 

SUPPLIED:  Tablets  (113  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (713  gr.)  each, 
boxes  of  6 and  25. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS.  IOWA 


Four  weeks  ago,  Mrs.  C.  was  an 
anxiety  patient,  complaining 
of  weakness,  trembling,  sweating, 
tachycardia,  on  the  slightest 
exertion.  Her  symptoms  followed  family 
reverses;  home  life  became  disorganized, 
she  couldn’t  cope  with  housework. 

Therapy  with  4 mg.  t.i.d., 

and  a weekly  office  visit  to  discuss 
her  feelings  have  worked  wonders  in 
reactivating  this  patient.  She’s  on 
maintenance  dosage  now,  2 mg.  t.i.d., 
able  to  work  very  well,  and  wide-awake 
and  active  all  day  long. 

mobilizes  patients  immobilized  by  anxiety 

‘Irilafon' 

™ perphenazine 

when  you  want  to  avoid  drowsiness 

• helps  the  patient  contain  anxiety,  tension 
• restores  normal  working  capacity 

Trilafon  Tablets— 2 mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs ,®  8 mg.— 4 mg.  for  prompt  effect  in  the 
outer  layer  and  4 mg.  for  prolonged  relief  in  the  timed-action 
inner  core;  bottles  of  30  and  100. 

For  complete  details  on  TRILAFON  consult  Schering  literature. 


ERS  EY 

TR-MZ* 


SCHERING  CORPORA!  1 O 


1,0  O M FI 
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V-CILLIN  r... 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-Cillin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 

New:  V-Cillin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-Cillin  K ® ( penicillin  V potassium,  Lilly ) 

V-Cillin  K®  Sulfa  (penicillin  V potassium  with 
triple  sulfas,  Lilly) 


• INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 


933220 
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K^riainal  tz^lrticles 

CARDIAC  HYPERTROPHY  — SOME  REFLECTIONS 


By 

Robert  P.  Grant,  M.D.** 
Bethesda,  Md. 


C ARDIAC  HYPERTROPHY  enjoys  the  distinc- 
tion of  being  one  of  the  most  common  adapta- 
tions of  the  heart  to  disease,  and  at  the  same 
time  one  of  the  least  studied  and  least  under- 
stood of  all  aspects  of  heart  disease.  In  the  last 
decade,  which  has  seen  at  least  10,000  papers 
published  on  various  aspects  of  heart  disease, 
there  have  not  been  10  papers  concerned  with 
the  nature  of  myocardial  hypertrophy.  The  most 
obvious  and  pertinent  questions  regarding  hy- 
pertrophy are  still  unanswered.  The  anatomist 
has  not  yet  used  the  electron  miscroscope  to 
study  the  ultra-structure  of  the  hypertrophied 
, myocardial  fiber,  the  biochemist  has  not  yet  ex- 
amined whether  the  chemical  constituents  of 
hypertrophied  fibres  are  the  same  as  for  normal 
fibers,  the  physiologist  has  not  tested  the 
strength  and  tension  characteristics  of  hyper- 
trophied myocardium,  and  the  pharmacologist 
cannot  tell  us  whether  digitalis  has  the  same  ef- 
fect on  hypertrophied  as  on  normal  myocardium. 

But  basic  research  must  often  follow  the  leads 
given  it  by  clinical  practice.  And  the  reason  we 
know  so  little  about  myocardial  hypertrophy  is 
partly  because  we  clinicians  have  not  recognized 
until  lately  that  it  lends  itself  to  experimentation 
and  study.  We  have  had  the  same  intellectual 
block  regarding  hypertrophy  that  we  had  re- 
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garding  atherosclerosis.  For  years,  atherosclero- 
sis and  other  aging  mechanisms  were  viewed  as 
“normal”  and  therefore  not  subjects  for  research. 
In  the  same  way  we  have  considered  hypertro- 
phy as  a “normal”  consequence  of  increased 
work,  something  that  was  “supposed  to”  take 
place  and  therefore  not  a fruitful  subject  for  re- 
search. Now  that  we  see  atherosclerosis  and 
aging  as  pathologic  processes,  vistas  open  up 
before  us  which  have  at  their  end  the  cure  and 
control  of  many  of  the  complications  of  life’s 
chronology.  I venture  to  say  that  the  same  is 
true  of  cardiac  hypertrophy  and  that  better  un- 
derstanding of  the  basic  mechanisms  of  hyper- 
trophy may  well  lead  to  concepts  and  pharma- 
cologic techniques  which  will  tremendously 
strengthen  our  methods  for  the  treatment  of 
heart  disease. 

Curiously  enough,  the  largest  body  of  infor- 
mation regarding  muscular  hypertrophy  comes, 
not  from  physiologists,  but  from  “body  builders, 
the  “Mr.  America”  aspirants  whose  goal  is  skel- 
etal muscle  hypertrophy.  These  are  the  only 
people  who  have  seriously  studied  how  to  make 
a muscle  big  and  there  is  much  we  can  learn 
from  them.  Parenthetically,  isn’t  it  a curious 
paradox  that  we  admire  the  big  biceps  and  con- 
sider skeletal  muscle  hypertrophy  as  “good,”  and 
yet  when  the  same  tissue  response  takes  place 
in  the  heart,  producing  cardiac  enlargement,  we 
view  it  as  “bad.”  The  body  builder  knows  that 
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to  increase  the  girth  of  a muscle  he  must  max- 
imally load  it  for  each  contraction  and  that  the 
frequency  with  which  he  contracts  it  is  relatively 
unimportant.  Usually  he  works  in  sets  of  10 
contractions  for  each  muscle,  and  the  serious  as- 
pirant often  does  these  exercises  no  oftener  than 
three  times  a week.  This  explains  why  weight 
lifters  have  larger  leg  muscles  than  runners.  The 
latter  are  contracting  their  muscles  more  fre- 
quently, but  they  are  never  lifting  more  than 
their  own  body  weight  which  has  long  since 
ceased  to  be  a maximal  load. 

Loading  vs.  Rate 

We  know  this  from  clinical  medicine  too,  for 
we  have  all  observed  that  the  constant  tremor 
of  paralysis  agitans  never  leads  to  hypertrophy 
of  the  muscles  of  the  arm;  the  reason  for  this  is 
that  the  contracting  muscles  are  never  loaded, 
either  by  weight  or  by  simultaneous  contraction 
of  antagonistic  muscles.  For  the  same  reason 
protracted  tachycardia  does  not  lead  to  cardiac 
hypertrophy.  Among  the  reported  cases  of  pro- 
longed tachycardia  those  few  which  at  autopsy 
showed  increased  heart  weight  invariably  proved 
to  have  cellular  infiltration  and  edema  of  myo- 
carditis on  miscroscopic  examination,  and  no  hy- 
pertrophy. When  cardiac  enlargement  develops 
in  the  course  of  tachycardia,  it  is  usually  due  to 
dilatation,  not  hypertrophy,  and  is  an  evidence 
of  heart  failure.  When  this  takes  place,  it  nearly 
always  means  that  some  additional,  perhaps  pre- 
existing, cardiac  lesion  is  present,  for  the  nor- 
mal human  heart  can  tolerate  astonishingly  rapid 
rates  without  difficulty  or  permanent  damage. 
Rates  over  200  per  minute  are  often  seen  in  nor- 
mal subjects  undergoing  strenuous  exertion,  and 
there  are  a few  reports  of  adults  with  ventricu- 
lar rates  of  over  300  per  minute  due  to  paroxys- 
mal atrial  techycardia  which,  when  no  other 
lesion  was  present,  were  well  tolerated.  So  skel- 
etal and  cardiac  muscle  appears  to  have  this  in 
common:  increased  load  leads  to  hypertrophy, 
but  increased  rate  has  little  or  no  morphologic 
effect. 

The  calf  muscles  are  the  despair  of  the  “body 
builder.”  They  are  the  hardest  to  hypertrophy, 
and  often  this  is  what  separates  champion  from 
the  pretenders.  Perhaps  it  is  because,  to  max- 
imally load  the  calf  muscles,  one  must  maximally 
load  his  shoulders  and  then  rise  on  his  toes.  Per- 
haps this  is  too  precarious  an  exercise  for  most 
body  builders.  However,  it  is  also  possible  that 


muscles  vary  in  their  capacity  for  hypertrophy. 
Whether  cardiac  muscle  hypertrophies  as  read- 
ily as  the  biceps  upon  loading  or,  like  the  gas- 
trocnemius, is  slow  to  hypertrophy  is  not  known. 
Indeed  it  is  difficult  to  be  sure  what  maximal 
loading  is  for  heart  muscle.  Certainly  any  re- 
sistance to  systolic  ejection  will  represent  “load- 
ing” and  that  is  why  the  most  marked  cardiac 
hypertrophies  are  encountered  in  aortic  stenosis 
and  arterial  hypertension.  But  cardiac  muscle 
may  undergo  another  type  of  stress  which  has 
no  parallel  in  skeletal  muscle  exercise.  The  heart 
may  dilate,  which  means  that  the  resting  length 
of  the  fiber  is  increased  beyond  normal.  It  has 
long  been  believed  that  dilation  leads  to  hyper- 
trophy. This  has  never  been  satisfactorily  proved, 
for  the  methods  used  to  produce  the  dilation 
have  usually  also  increased  the  resistance  to 
ejection,  and  this  in  itself  may  be  the  cause  of 
the  hypertrophy.  If  dilatation  leads  to  hypertro- 
phy, it  may  well  be  due  to  the  fact  that  when 
dilated  the  heart  assumes  a more  spherical 
shape,  and  with  this  shape  the  individual  fibers 
must  generate  greater  tension  to  produce  the 
same  pressure  within  the  chamber.  This  would 
represent  increased  loading  of  the  fibers.  In  any 
case  dilation  alone  can  not  be  an  important 
cause  of  hypertrophy  for  with  myocarditis,  or 
beri-beri,  where  dilatation  of  the  heart  is  per- 
haps a primary  morphologic  change,  rarely  is 
the  heart  weight  much  increased.  Aortic  insuffi- 
ciency often  leads  to  massive  increases  in  heart 
weight  without  appreciable  outflow  resistance. 
However,  here  the  increased  weight  of  the  heart 
is  often  to  a striking  extent  due  to  an  increase  in 
fibrous  tissue,  occasionally  amounting  to  nearly 
a third  of  the  weight  of  the  left  ventricle. 

Factor  of  Age 

You  and  I,  who  ruefully  put  aside  our  bar- 
bells years  ago,  know  that  another  variable 
which  influences  the  degree  to  which  one  can 
develop  skeletal  muscle  hypertrophy  is  age.  The 
superb  physique  is  a type  of  glory  which  comes 
at  some  time  between  the  ages  of  17  and  24 
years,  and  if  one  has  not  achieved  his  magnifi- 
cence by  this  age  it  is  unlikely  that  he  ever  will 
grace  a Charles  Atlas  advertisement,  no  matter 
how  hard  he  exercises.  This  raises  an  intriguing 
question  for  clinicians.  Is  it  possible  that  there 
is  also  an  age  variable  in  the  capacity  of  the 
heart  to  develop  hypertrophy?  Perhaps  the  high 
mortality  from  congenital  and  rheumatic  heart 
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disease  in  the  fourth  and  fifth  decades  is  be- 
cause of  a diminished  capacity  for  hypertrophy 
at  this  age,  and  possibly  the  reason  why  aged 
patients  tolerate  heart  disease  so  poorly  is  in 
part  because  of  the  virtual  absence  of  a capacity 
of  the  heart  to  hypertrophy  in  such  patients. 
These  speculations  imply  that  hypertrophy 
would  be  a useful  adaptation  in  these  cases,  and 
I hasten  to  point  out  that  it  is  not  yet  proved 
that  hypertrophy  is,  in  fact,  “good”  for  the  ailing 
heart. 

That  there  is  an  age  difference  in  the  capacity 
of  the  heart  to  hypertrophy  seems  to  be  beyond 
question.  The  most  massively  hypertrophied 
hearts  (for  their  age)  are  encountered  in  infants 
and  children  with  congenital  heart  disease.  This 
may  be  partly  due  to  the  fact  that  the  myocar- 
dial fibers  are  still  undergoing  cell  division  at 
birth  and,  if  a hemodynamic  stress  is  taking 
place  at  this  age,  it  may  well  result  in  a much 
greater  number  of  myocardial  fibers  than  if  the 
same  lesion  developed  at  a later  age.  The  effects 
of  age  can  also  be  seen  in  acquired  heart  disease. 
Among  patients  with  aortic  stenosis  or  arterial 
hypertension,  the  heart  weight  at  death  is  gen- 
erally greater  among  young  subjects  than  among 
older  subjects.  And  elderly  patients  who  die  of 
what  we  call  arteriosclerotic  heart  disease  often 
show  little  or  no  increase  in  heart  weight  be- 
yond the  normal.  Experiments  were  done  sev- 
eral years  ago  by  Beznak  and  Hadju  which  sug- 
gested that  some  part  of  the  pituitary  gland,  per- 
haps the  growth  hormone,  was  necessary  for 
skeletal  muscle  and  myocardial  hypertrophy  to 
take  place.  However,  more  recent  experiments 
indicate  that  the  role  of  growth  hormone  may 
only  be  to  promote  the  connective  tissue  hyper- 
plasia which  always  accompanies  muscular  hy- 
pertrophy, In  any  case,  further  research  along 
these  lines  is  clearly  needed. 

What  Happens? 

When  the  body  builder  increases  the  circum- 
ference of  his  biceps,  is  he  increasing  the  diame- 
ter of  his  fibers,  or  increasing  their  number,  or 
both?  The  answer  is  not  known  for  no  one  has 
ever  counted  the  fibers  of  the  hypertrophied 
versus  the  normal  human  biceps.  Captain 
Behnke  of  the  U.S.  Navy,  who  is  an  imaginative 
and  sound  physiologist,  has  been  studying  the 
relationship  of  lean  body  mass  to  various  aspects 
of  skeletal  structure  in  man  and  suggests  that 
the  successful  body  builder  is  structurally,  if  not 


genetically,  different  from  we  ordinary  persons 
from  the  beginning,  and  probably  had  poten- 
tially if  not  actually  more  skeletal  muscles  fibers 
in  his  biceps  even  in  childhood.  In  other  words, 
he  suggests  that  Mr.  America  is  born,  not  made. 
This  may  come  as  a blow  to  the  young  men  on 
the  beaches  of  California,  but  I rather  suspect 
that  Captain  Behnke’s  suggestions  will  be  viewed 
as  academic  by  the  body  builders  and  their  ad- 
mirers, and  that  weight  lifting  will  continue  de- 
spite his  findings.  But  even  if  Captain  Behnke s 
suggestions  prove  to  be  correct,  it  is  still  possi- 
ble for  the  weight  lifter  to  increase  his  muscle 
size  still  further  by  maximal  loading.  Indeed,  it 
is  reported  that  by  the  technique  called  “cramp- 
ing,” in  which  after  a set  of  10  maximally  loaded 
contractions  of  the  biceps  one  immediately  gives 
its  antagonists  a set  of  10  maximally  loaded  con- 
tractions, one  can  increase  the  circumference  of 
the  upper  arm  by  two  inches  within  an  hour. 
Blistering  of  the  skin  may  even  appear,  presum- 
ably due  to  the  tremendous  intravascular  pres- 
sures on  the  trapped  anoxic  blood. 

Something  analogous  to  this  acute  hypertro- 
phy is  also  known  to  occur  in  the  heart.  In  the 
classical  experiments  Dr.  Wearn  performed 
many  years  ago,  he  showed  that  with  acute  par- 
tial constriction  of  the  aorta  in  the  dog,  an  in- 
crease in  heart  weight  and  myocardial  fiber  di- 
ameter occurred  within  an  hour,  which  was  en- 
tirely due  to  acute  edema  and  was  quickly  re- 
versible. This  is,  of  course,  not  the  type  of  hy- 
pertrophy which  develops  with  chronic  heart 
disease. 

Myocardial  Fibers 

While  the  body  builder  can  tell  us  much  about 
the  technique  for  the  development  of  hypertro- 
phy, we  must  turn  to  the  cardiac  pathologist  to 
learn  what  happens  to  the  myocardial  fibers 
when  hypertrophy  develops.  On  the  basis  of  Dr. 
Wearn  s studies,  it  was  long  believed  by  Ameri- 
can pathologists  that  in  cardiac  hypertrophy 
there  is  no  increase  in  the  number  of  myocardial 
fibers.  However,  Dr.  Linzbach,  one  of  the  most 
eminent  of  German  pathologists,  conclusively 
showed  more  than  a decade  ago  that  this  is  not 
so,  and  we  and  many  others  have  confirmed  Dr. 
Linzbach’s  findings.  Linzbach  has  shown  that 
in  man,  whose  normal  heart  weight  is  in  the 
neighborhood  of  400  grams,  increases  of  heart 
weight  to  500  grams  are  principally  if  not  en- 
tirely attributable  to  increase  in  fiber  diameter, 
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and  this  he  calls  “physiological”  hypertrophy.  It 
is  the  type  of  cardiac  hypertrophy  which  the  ca- 
reer athlete  acquires.  However,  when  the  heart 
weight  exceeds  500  grams  ( as  is  usually  the  case 
when  clinically,  radiologically  or  electrocardio- 
graphically  significant  hypertrophy  is  present), 
there  is  always  an  increase  in  the  number  of  my- 
ocardial fibers.  Of  course,  the  myocardium  is  a 
muscular  syncitium;  Linzbach  uses  the  term 
“fiber  units”  for  the  interconnecting  fibers  of  the 
syncitium;  and  it  is  these  that  are  increased  in 
number  with  what  Linzbach  calls  “pathologic” 
hypertrophy.  The  increase  takes  place  by  longi- 
tudinal splitting  of  the  fiber  when  it  reaches  a 
maximal  diameter.  We  have  seen  a case  of  atrial 
septal  defect  with  congenital  mitral  stenosis  in 
which  there  was  a nearly  sevenfold  increase  in 
the  number  of  fiber  units  in  the  free  wall  of  the 
right  ventricle,  and  three  and  fourfold  increases 
of  fiber  units  in  the  left  ventricle  are  not  uncom- 
mon in  aortic  stenosis  or  severe  hypertension. 

The  demonstration  by  Linzbach  that  marked 
cardiac  hypertrophy  is  associated  with  an  in- 
crease in  myocardial  fiber  units  is  extremely  im- 
portant for  several  reasons.  In  the  first  place,  it 
becomes  all  the  more  possible  that  hypertrophied 
muscle  has  different  biochemical,  physiological, 
and  pharmacologic  properties  than  normal  mus- 
cle. Before  we  can  know  whether  hypertrophy  is 
beneficial  or  is  detrimental  for  heart  function, 
we  must  compare  these  properties  of  hypertro- 
phied muscle  with  those  of  normal  myocardial 
fibers.  So  far  such  studies  have  not  been  done. 
In  the  second  place,  it  means  that  cardiac  hyper- 
trophy can  be  viewed  as  a special  type  of  tissue 
growth,  and  the  principles  and  experimental 
techniques  of  growth  physiology  can  be  applied 
to  it.  For  example,  for  all  tissue  growth  there 
must  be  particular  biochemical  and  often  hor- 
monal substrata.  When  the  metabolic  substrata 
necessary  for  cardiac  hypertrophy  are  known, 
they  may  lead  to  pharmacologic  methods  for  ac- 
celerating or  retarding  or  even  reversing  it.  The 
therapeutic  implications  of  such  a discovery  are 
enormous  and  would  be  of  great  interest  to  peo- 
ple in  many  other  fields  besides  medicine.  For 
example,  cattle-breeders,  horse-racers  and  Olym- 
pic athletes  all  must  be  interested  in  methods  to 
increase  muscle  mass  and  perhaps  thereby  mus- 
cle strength.  And  I dare  say  there  are  even  a few 
in  this  audience  who  would  be  interested  in  buy- 
ing a pill  which  would  increase  the  size  of  their 
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biceps,  or  firm  up  their  abdominis  rectus  mus- 
cles. 

Which  Is  Stronger? 

Is  a hypertrophied  muscle  stronger  than  a 
normal  muscle?  We  can  not  take  the  word  of  the 
body  builder  for  this  because  in  addition  to  his 
big  muscles,  he  has  also  developed  a high  de- 
gree of  muscular  co-ordination  and  efficiency 
which  contributes  greatly  to  his  weight-lifting 
prowess  and,  in  addition,  he  has  an  emotional 
or  motivational  factor  which  you  and  I do  not. 
There  is  no  question  that  muscular  hypertrophy 
is  a usual  consequence  of  lifting  great  weights, 
but  that  it  makes  thy  lifting  of  the  great  weight 
possible  has  never  been  proved.  For  example, 
we  are  all  familiar  with  the  feats  of  incredible 
strength  which  normal  persons  are  capable  of  in 
moments  of  great  fear  or  rage.  And  we  have 
seen  the  pictures  of  the  great  muscular  strength 
which  allegedly  can  be  produced  in  normal  per- 
sons by  hypnotic  suggestion.  That  normal  mus- 
cle can,  under  certain  circumstances,  contract  as 
forcibly  as  hypertrophied  muscle  appears  to  be 
true  also  of  cardiac  muscle.  If  you  suddenly  com- 
pletely occlude  the  aorta  in  the  experimental 
dog,  the  intraventricular  systolic  pressure  rises 
to  about  400  mm.  Hg.  with  the  next  beat.  This  is 
a higher  pressure  than  is  seen  in  man  in  even  se- 
vere hypertension  with  marked  left  ventricular 
hypertrophy.  And  with  the  introduction  of  left 
ventricular  catheterization,  it  has  been  possible 
to  measure  the  intraventricular  pressure  in  a 
man  in  aortic  stenosis,  a condition  which  is  ana- 
logous co  partial  occlusion  of  the  aorta  in  the 
dog.  In  severe  aortic  stenosis,  the  left  ventricular 
systolic  pressure  is  usually  between  300  and  350 
mm.  Hg.  in  spite  of  the  presence  of  massive  left 
ventricular  hypertrophy,  a pressure  which  is  no 
higher  than  the  normal  dog  heart  can  generate. 
This  indirect  evidence  suggests  that  the  normal 
heart  can,  under  special  circumstances,  generate 
pressures  as  high  as  the  hypertrophied  heart.  Of 
course,  it  is  possible  that  the  role  of  hypertrophy 
is  to  make  it  possible  for  the  heart  to  sustain 
such  pressures  over  long  periods  of  time.  How- 
ever, this  has  never  been  studied  and  is  only  a 
conjecture. 

There  is  other  indirect  evidence  which  sug-  j 
gests  that  hypertrophy  does  not  necessarily  im- 
prove the  functional  reserve  of  the  heart.  In  the 
literature  there  are  more  than  20  reports  of  pa- 
tients who,  previously  normal,  suddenly  sus- 
tained some  form  of  structural,  nonprogressive 
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intracardiac  abnormality  and  survived  for  longer 
or  shorter  periods  of  time,  such  as  traumatic 
perforation  of  the  intraventricular  septem,  rup- 
ture of  a papillary  muscle,  or  an  aortic  leaflet, 
etc.  In  such  patients,  there  is  a sudden  overload- 
ing of  the  heart  of  a type  which  should  lead  to 
hypertrophy.  If  hypertrophy  were  ameliorative, 
these  patients  should  show  improvement  in  their 
clinical  condition  as  the  hypertrophy  developed. 
In  none  of  the  reported  cases  did  this  take  place; 
instead  heart  failure  developed  and  progressive- 
ly increased  until  death  two  to  six  weeks  after 
the  accident.  At  autopsy  all  these  patients 
showed  cardiac  hypertrophy.  The  development 
of  hypertrophy  had  not  measurably  altered  their 
clinical  courses. 

Inconclusive  Evidence 

This  evidence  is,  of  course,  too  indirect  and 
too  meager  to  be  considered  proof  that  hyper- 
trophy is  not  “good”  for  the  heart.  And  certainly 
it  does  not  mean  that  hypertrophy  is  “bad.” 
There  are,  after  all,  many  case  reports  in  the  lit- 
erature of  patients  who  died  suddenly  with  no 
previous  clinical  evidence  of  cardiac  disability 
and  proved  to  have  what  is  called  idiopathic 
myocardial  hypertrophy  at  post-mortem  exami- 
nation. One  of  the  most  massive  hypertrophies 
reported  in  the  literature  was  of  this  type:  a 20- 
year-old  lad  who  had  been  a star  athlete  in  his 
school  died  suddenly  in  the  course  of  a basket- 
ball game;  at  autopsy  he  had  a 2,000  gram 
heart  due  to  hypertrophy  with  no  other  lesion 
to  account  for  it.  Presumably  he  died  from  an 
arrythmia,  but  certainly  the  hypertrophy  had 
not  at  all  compromised  his  heart  function  prior 
to  death. 

However,  occasionally  hypertrophy  does  inter- 
fere with  heart  function.  It  must  be  remembered 
that  the  myocardium  forms  the  walls  of  the 
ejecting  chambers  and  hypertrophy  may,  under 
certain  circumstances,  alter  the  architecture  of 
these  chambers  to  the  detriment  of  heart  func- 
tion. One  example  of  this  is  the  narrowing  of 


the  outflow  tract  of  the  left  ventricle  which  in 
certain  cases  takes  place  with  marked  hypertro- 
phy of  the  left  ventricle,  producing  a sort  of 
functional  subaortic  stenosis.  One  can  see  the 
evidence  for  this  obstruction  in  the  tiny  cusps  or 
pockets  of  endocardium  which  develop  on  the 
surface  of  the  outflow  tract,  the  cusps  facing  the 
apex  of  the  heart.  They  are  produced  by  the 
turbulence  resulting  from  the  extremely  high 
ejection  velocities  through  the  narrowed  outflow 
tract.  Whether  this  narrowing  can  be  marked 
enough  to  produce  clinical  heart  failure  is  not 
known  with  certainty.  But  Drs.  Braunwald  and 
Morrow  of  our  surgical  service  have  seen  two 
patients  they  will  report  shortly  in  whom  left 
heart  catheterization  disclosed  a systolic  pres- 
sure difference  between  the  left  ventricle  and 
the  aorta  of  almost  100  mm  Hg.  On  the  basis  of 
this  finding  and  the  clinical  evidence  of  what 
was  considered  to  be  aortic  stenosis,  they  were 
operated  on.  No  abnormality  of  the  aortic  valve 
or  of  subvalvular  structures  were  found,  only 
massive  idiopathic  left  ventricular  hypertrophy 
with  no  other  structural  abnormality  of  the 
heart.  Evidently  the  narrowing  of  the  outflow 
tract  by  the  hypertrophy  interfered  with  systolic 
ejection  sufficiently  to  produce  a clinical  picture 
resembling  aortic  stenosis  and  leading  to  heart 
failure. 

So,  whether  cardiac  hypertrophy  is  “good”  or 
“bad”  for  the  heart  must  remain  an  open  ques- 
tion at  present.  But  I hope  I have  made  you 
more  aware  of  the  great  importance  of  the  ques- 
tion to  clinical  medicine.  As  research  increases 
in  the  two  fields  of  quantitative  cardiac  mor- 
phology and  myocardial  biochemistry,  this  ques- 
tion will  be  high  on  the  priority  list  for  investi- 
gation, and  I venture  to  suggest  that  the  results 
of  such  research  will  bring  changes  to  clinical 
practice  in  the  next  decade  which  will  be  quite 
as  dramatic  and  important  as  the  changes  which 
the  hemodynamic  and  electrolyte-balance  re- 
searches have  brought  during  the  past  decade. 
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PATHOLOGY  OF  OVARIAN  TUMORS 
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f 

i HE  OVARY  is  the  site  of  a great  variety  of 
tumors  both  solid  and  cystic  and  it  will  be  en- 
tirely impossible  for  me  to  illustrate  all  of  them 
in  the  short  space  of  half  an  hour.  I shall  show 
you  illustrations  of  some  of  them  and  try  to  say 
a few  words  about  them  as  we  proceed.  I shall 
first  show  you  some  cysts  because  they  may  be 
confused  with  malignant  tumors  sometimes 
when  the  cyst  has  a papillary  growth  on  the  in- 
side. It  is  not  always  possible  to  tell  whether 
this  is  benign  or  malignant.  This  first  cyst  was 
found  in  the  ovary  of  a 44-year-old  woman  who 
also  had  fibroids  with  adenomyosis.  The  cyst 
had  a thickening  of  the  wall  in  one  place  but 
this  was  due  to  additional  follicular  and  corpus 
luteum  cysts  and  there  was  no  evidence  of  ma- 
lignancy. Now,  the  next  cyst  occurred  in  a 70- 
year-old  female,  it  was  a large  one;  20  centi- 
meters in  diameter.  In  this  instance,  the  pedicle 
of  the  cyst  had  twisted  around  three  times,  so 
she  came  in  as  an  acute  problem.  The  cyst  was 
multilocular  and  contained  bloody  fluid  and 
clots.  It  may  be  benign.  It  was  of  interest  that 
this  woman  had  had  a squamous  cell  carcinoma 
of  the  cervix  treated  successfully  with  radium 
12  years  before.  In  the  next  picture,  I show  you 
something  that  Dr.  Golden  spoke  about  this 
morning  in  his  X-ray  diagnosis  of  the  abdominal 
mass.  It  is  a dermoid  cyst  or  teratoma  of  the 
ovary  containing  teeth,  bone  and  hair.  It  is  be- 
nign. It  is  possible  for  one  or  more  elements  in 
a teratoma  to  become  malignant  and  metasta- 
size. The  next  lesion  occurred  in  a 42-year-old 
woman  who  had  suffered  for  several  years  with 
recurring  abdominal  pain,  frequent  stools  of  mu- 
cus and  occult  blood.  This  pain  was  not  associ- 
ated with  menstruation.  At  operation  it  was 
found  that  she  had  extensive  endometriosis  and 
adenomyosis.  One  of  her  ovaries  was  converted 
into  a so-called  chocolate  cyst  because  of  the 
endometrial  tissue  in  it.  The  lymph  nodes  in  the 
sigmoid  mesocolon  also  had  endometrial  tissue 
in  them.  This  is  not  to  be  construed  as  evidence 
of  malignancy.  The  chocolate  cyst  was  found  in 
an  ovary  that  also  had  a teratoma  in  it.  This  hap- 


pened to  have  thyroid  tissue  as  one  element. 
When  an  ovarian  teratoma  is  composed  almost 
exclusively  of  thyroid  tissue  it  has  been  called 
struma  ovarii. 

The  next  ovarian  mass  is  a solid  one.  It  is 
composed  of  fibrous  tissue  and  glands  and  is 
called  an  adeno-fibroma.  This  benign  tumor  was 
an  unsuspected  finding  in  a complete  hysterec- 
tomy with  removal  of  tubes  and  ovaries  in  a 59- 
year-old  woman.  The  ovary  measured  4.8x3  cen- 
timeters. It  is  a rare  tumor  form.  The  next  is 
also  a solid  benign  tumor  found  by  chance  in 
the  ovary  of  a 62-year-old  woman.  This  is  a small 
Brenner  tumor.  These  are  almost  always  benign, 
but  malignant  examples  have  been  reported.  It 
is  of  interest  that  Brenner  tumors  can  vary  enor- 
mously in  size.  This  one  is  small,  but  examples 
weighing  more  than  a kilo  have  been  reported. 

Theca  Cell  and  Granulosa  Cell  Tumors 

The  next  example  is  also  benign,  but  it  is  one 
of  the  tumors  that  is  hormonally  active,  secreting 
estrogen.  This  one  developed  in  the  ovary  of  a 
73-year-old  woman  and  produced  post-meno- 
pausal  bleeding  because  it  secreted  estrogen.  It 
is  called  a theca  cell  tumor.  It  measured  11x7x5 
centimeters  and  weighed  140  grams.  While  most 
Theca  cell  tumors  are  benign,  malignant  vari- 
ants that  metastasized  have  been  reported. 

Closely  related  to  thecomas  are  the  granulosa 
cell  tumors.  These,  too,  secrete  estrogen.  Many 
granulosa  cell  tumors  may  have  theca  cell  ele- 
ments in  them  and  many  theca  cell  tumors  may 
have  granulosa  foci  in  them.  They  are  generally 
called  by  the  dominating  tissue.  Granulosa  cell 
tumors  somewhat  more  often  demonstrate  ma- 
lignant features  than  do  theca  cell  tumors.  The 
next  case  is  an  example  of  implants  found  scat- 
tered over  the  peritoneal  surface  of  a 50-year-old 
woman  who  had  previously  had  a granulosa 
cell  tumor  removed.  A majority  of  the  metasta- 
ses  from  granulosa  cell  tumors  are  found  in  the 
peritoneum  and  sometimes  in  the  retro-perito- 
neal lymph  nodes  and  liver.  It  is  rare  for  meta- 
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stases  to  be  found  above  the  diaphragm  in  the 
lungs  and  mediastinum,  but  I have  seen  this 
occur. 

In  order  to  illustrate  the  large  size  that  granu- 
losa cell  tumors  may  attain,  I show  you  one  that 
measures  26x9  centimeters  and  weighs  7 kilos. 
It  is  predominantly  granulosa  cell  with  incon- 
spicuous thecal  elements.  It  grew  in  a 48-year- 
old  woman. 

Now,  we  come  to  the  more  common  carcino- 
mas of  the  ovary  which  can  be  divided  into  the 
papillary,  serous  and  the  papillary  pseudomuci- 
nous carcinomas  or  cystadenocarcinomas.  They 
vary  markedly  in  the  degree  of  differentiation. 
There  is  a variety  that  is  quite  well-differentia- 
ted and  perhaps  only  on  the  border  line  of  ma- 
lignancy. If  it  is  removed  intact,  it  may  not  have 
metastasized  at  all,  but  if,  as  unfortunately  some- 
times happens,  there  is  spillage,  the  tumor  cells 
are  apt  to  form  implants  on  the  peritoneum.  The 
example  I show  happens  to  be  the  serous  type 
of  papillary  carcinoma.  It  is  bilateral  as  so  many 
of  them  are.  In  addition  to  forming  implants  on 
the  peritoneum,  these  tumors  may  metastasize 
to  the  retroperitoneal  lymph  nodes  and  further 
afield  to  the  lungs  and  elsewhere.  In  addition 
to  the  papillary  ovarian  carcinoma,  there  are 
adenocarcinomas  and  undifferentiated  carcino- 
mas that  are  more  malignant  than  the  papillary 
tumors.  Now,  there  is  some  question  as  to  wheth- 
er endometriosis  or  adeno-myosis  gives  rise  to 
carcinoma.  I think  that  happens  very  seldom, 
but  I am  very  sure  that  it  does  occur  and  in  the 
ovary  it  develops  a very  special  kind  of  carcino- 
ma, that  is,  an  adenocarcinoma  with  squamous 
metaplasia. 

Dysgerminomas 

There  is  another  form  of  malignant  tumor 
that  comes  probably  from  undifferentiated  sex 
cells  of  the  male  type  in  the  ovary;  that  is  the 
dysgerminoma.  Dysgerminomas  are  tumors  that 
can  occur  not  only  in  adults,  but  also  in  chil- 
dren. They  are  solid  tumors,  they  look  like  the 
seminomas  of  the  testes  histologically,  but  I 
don’t  think  that  they  metastasize  as  frequently 
as  do  the  seminomas  of  the  testes.  This  dysger- 
minoma developed  in  a 35-year-old  woman  and 
this  case  did  metastasize  and  kill,  but  we  have 
some  children  as  well  as  adults  who  have  been 
followed  after  oophorectomy  and  have  been 
cured  by  the  removal  of  the  ovary.  In  my  ex- 


perience, the  dysgerminomas  are  generally  con- 
fined to  one  ovary.  The  next  one  is  an  example 
of  so-called  arrhenoblastoma  of  the  ovary  which 
is  hormonally  active  and  secrets  the  male  sex 
hormone.  Sometimes  such  tumors  masculinize 
an  adult  woman  to  a remarkable  degree,  but 
sometimes  apparently,  when  there  is  a small 
amount  of  the  hormone,  there  may  be  only  some 
small  degree  of  defeminization.  In  this  case,  the 
only  symptom  of  this  42-year-old  woman  was  a 
cessation  of  menstruation.  When  this  was  inves- 
tigated, the  ovarian  arrhenoblastoma  was  re- 
moved. 

There  is  one  more  type  of  tumor  of  the  ovary 
that  will  be  demonstrated.  This  is  a metastasis 
in  the  ovary  coming  from  another  site.  Such 
metastases  account  for  a considerable  number  of 
malignant  tumors  in  the  ovary  and  it  is  well- 
known  that  the  stomach  is  the  commonest  site 
of  the  metastasizing  tumor.  However,  metastases 
to  the  ovary  may  come  from  other  sites.  For  ex- 
ample, here  is  a 43-year-old  woman  with  a car- 
cinoma of  the  jejunum  that  has  metastasized  to 
the  left  ovary.  In  the  female,  metastases  from 
colonic  tumors  are  said  to  be  sufficiently  fre- 
quent to  the  ovary  to  make  it  worth  while  to  do 
an  oophorectomy  when  treating  carcinoma  of 
the  sigmoid  colon.  We  have  examples  of  metas- 
tases to  the  ovary  from  the  breast,  from  malig- 
nant melanomas,  from  kidney  carcinomas,  and 
from  all  the  parts  of  the  gastro-intestinal  tract, 
the  gall  bladder  and  pancreas  and,  at  autopsy, 
one  may  find,  small  metastases  in  many  other 
cases  of  generalized  carcinomatosis. 

It  has  been  a puzzling  thing  to  me  to  observe 
the  behavior  of  metastases  in  the  ovary.  One  of 
the  first  cases  of  metastases  from  the  jejunum  to 
the  ovary  that  I saw  resulted  in  metastases  to 
both  ovaries.  In  one  ovary,  the  metastasis  re- 
mained at  microscopic  size;  the  other  grew  in 
the  space  of  three  months  to  a tumor  weighing 
16  pounds.  It  makes  one  wonder  what  there  is 
about  one  ovary  to  provide  such  a fertile  ground, 
while  the  other  ovary  remained  quite  non-re- 
ceptive  to  the  growth  of  the  metastasis. 

In  this  hasty  survey  of  ovarian  tumors  and 
cysts,  a majority  of  the  well  known  varieties 
have  been  illustrated,  but  there  are  many  vari- 
ants of  these  tumors  and  some  others  which  have 
not  even  been  mentioned.  It  was  impossible  to 
do  better  in  the  time  allotted. 
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R.  CHAIRMAN,  members  and  guests,  this 
may  seem  to  be  an  unusual  subject  coming  at 
the  end  of  a long  and  interesting  group  of  pa- 
pers read  today.  However,  I have  found  treat- 
ment of  many  of  the  rare  and  complicated  lesions 
found  elsewhere  in  the  body  do  not  result  in  as 
satisfactory  a result  as  does  the  correct  under- 
standing and  treatment  of  those  rather  minor 
lesions,  anal  fissures,  fistulas  and  hemorrhoids. 

Often,  after  performing  major  surgery  on  the 
colon,  pancreas,  stomach  or  bile  ducts,  the  pa- 
tient is  left  with  draining  fistulae,  colostomies, 
or  is  faced  with  a rather  hopeless  and  downhill 
course.  Consequently  he  may  not  be  grateful  for 
the  operation,  however  perfectly  performed,  un- 
der such  conditions.  On  the  other  hand,  one  will 
rarely  find  a more  grateful  patient  than  one 
upon  whom  a satisfactorily  performed  rectal 
operation  has  been  done. 

Unfortunately  there  are  several  pitfalls  in  the 
correct  and  satisfactory  treatment  of  fissures, 
fistulas  and  hemorrhoids.  These  pitfalls  fall  into 
two  categories,  ( 1 ) Careless  diagnosis  and  ( 2 ) 
Inadequate  knowledge  of  the  anatomy  con- 
cerned. 

Concerning  the  first  point,  usually  a patient 
knows  nothing  about  the  condition  he  has  when 
he  consults  a doctor  for  help.  The  doctor,  as  a 
result,  is  forced  to  work  up  the  patient  and  in- 
vestigate all  possibilities  which  could  be  causing 
the  presenting  symptoms.  This  is  not  true  in  the 
lesions  under  discussion.  Almost  any  patient  suf- 
fering with  hemorrhoids,  fistulas  or  fissures  has 
had  the  condition  for  some  time  and  considers 
the  present  complaint  to  be  a recurrence  or  ex- 
acerbation of  the  old  condition.  He  arrives  for 
treatment  with  the  statement  of  the  diagnosis. 
Ordinarily  this  might  be  considered  to  be  a help 
for  a doctor.  In  this  intsance,  however,  let  us 
analyze  the  symptoms  which  are  present  in  this 
group  of  lesions,  contrasting  them  with  the 
symptoms  of  cancer  of  the  colon. 

The  essential  symptoms  of  hemorrhoids  are, 
rectal  pain  or  distress,  bleeding  with  or  without 
protrusion,  and  a secretion  of  mucus,  intermit- 
tent or  steady. 

A rectal  fissure  also  causes  pain,  usually  of  a 


severe  nature,  bleeding  and  a secretion  of  mucus. 
The  essential  point  in  a fissure  is  the  severity 
of  the  pain,  which  is  intense  in  many  cases,  due 
to  the  spasm  of  the  sphincter,  aggravated  by 
the  forcing  open  of  the  split  area  by  the  passage 
of  stool  at  intervals. 

In  a fistula  in  ano,  there  is  a secretion  of  mu- 
cus from  the  external  opening,  pain  as  the  fis- 
tulous tract  is  stretched  if  the  external  opening 
closes,  and  a passage  of  blood  of  a varying 
amount.  These  symptoms  may  be  constant  or 
inconstant  and  variable  as  to  the  pain  toleration 
of  the  patient  in  all  of  these  three  lesions. 

There  are  those  persons  who  have  high  pain 
threshold  who  may  have  very  extensive  physical 
findings  and  yet  complain  of  very  little  pain  or 
distress.  We  have  all  seen  that  in  other  areas  of 
the  body,  as  well  as  in  normal  physiological  ac- 
tions such  as  labor  and  delivery. 

Symptoms 

Let  us  now  consider  the  symptoms  of  cancer 
of  the  right  colon.  The  physiology  of  the  right 
colon,  being  a part  of  the  midgut,  is  concerned 
with  the  absorption  of  water  from  the  gastroin- 
testinal contents  as  it  passes  through  the  absorp- 
tive area  of  the  right  colon.  The  consistency  of 
the  stool  in  the  right  colon  is  essentially  liquid 
in  character.  A cancer  of  this  part  of  the  colon 
does  not  obstruct  this  liquid  stool  until  it  has 
practically  completely  encircled  the  lumen.  Al- 
though these  cancers  may  bleed,  the  blood  is 
mixed  with  a liquid  stool,  and  becomes  intimate- 
ly mixed  with  the  stool,  so  that  no  bright  red 
blood  is  apparent  to  the  patient  in  the  passed 
feces.  There  may  be  a general  sense  of  vague 
distress  in  the  abdomen  associated  with  cancer 
in  the  right  colon. 

In  a consideration  of  cancer  of  the  left  colon, 
which  normally  contains  and  passes  formed 
stool,  there  is  usually  a sense  of  distress  in  the 
left  lower  abdomen,  with  the  increase  of  the 
peristaltic  movements  occasioned  by  the  pres- 
ence of  the  cancer.  These  lesions  also  ulcerate 
and  bleed,  and  bright  red  blood  is  passed  in  the 
stool.  In  addition,  irritability  due  to  the  pres- 
ence of  the  cancer,  the  colon  secretes  more  mu- 
cus than  is  usual,  and  this  is  passed  by  the 
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patient  after  the  formed  stool  is  passed,  re- 
sulting in  the  well  known  “diarrhea.”  Although 
the  left  colon  lesions  may  be  silent,  as  are  the 
right  colon  lesions,  the  presence  of  cancer  of  the 
left  colon  usually  produces  more  symptoms. 

Comparing  them,  the  symptoms  of  the  three 
minor  lesions  hemorrhoids,  fistulas  and  fissures, 
with  cancer  of  the  two  sides  of  the  colon,  the 
symptoms  are  identical,  except  as  to  the  amount 
of  pain.  In  fact,  the  least  serious  lesion,  anal  fis- 
sure, produces  the  most  intense  symptoms,  that 
of  spasm  and  pain. 

In  order  then  to  accurately  diagnose  any  lesion 
which  presents  the  symptoms  of  rectal  bleeding, 
distress  associated  with  the  passage  of  stool  and 
secretion  of  mucus,  a definite  plan  of  action  is 
indicated. 

It  has  been  established  that  75  per  cent  of  all 
cancer  of  the  colon  occurs  in  the  rectum  and 
lower  sigmoid.  The  remaining  25  per  cent  occurs 
above  the  mid-sigmoid  region.  Therefore  the  ex- 
amination incident  to  diagnosing  correctly  a le- 
sion producing  the  above  symptoms  must  in- 
clude what  has  been  termed  the  “colon  survey,” 
which  is  ( 1 ) a rectal  digital,  ( 2 ) sigmoidoscopic 
examination  and  (3)  a barium  enema. 

Everyone  is  familiar  with  those  patients  who 
have  had  cancer  of  the  colon,  upon  whom  a 
minor  operation  for  rectal  disease  has  been  per- 
formed, who  continue  to  bleed  and  finally  are 
found  to  have  a cancer,  the  treatment  for  which 
has  been  delayed  through  the  missed  diagnosis 
and  unnecessary  operation.  These  tragic  occur- 
rences are  preventable  and  regrettable. 

If  one  considers  that  the  average  length  of  the 
index  finger  is  8 cm,  one  doing  a rectal  digital 
excludes  25  per  cent  of  all  cancer  of  the  colon, 
and  by  further  passing  a 25  cm  sigmoidoscope, 
further  excludes  50  per  cent  of  these  malignant 
lesions,  it  seems  little  enough  to  do  to  prevent 
missing  the  cancer  of  the  rectum  or  sigmoid. 

I would  like  to  make  a special  point  regarding 
the  ordering  of  the  next  step,  the  barium  enema. 
Many  of  these  patients  will  have  such  vague 
complaints  that  the  upper  gastrointestinal  tract 
needs  to  be  studied,  so  that  a barium  meal  is  in- 
dicated. It  should  always  be  emphasized  that 
the  colon  should  be  x-rayed  first,  if  there  is  to 
be  a complete  gastrointestinal  series  of  x-rays 
made.  This  prevents  the  dehydrated  barium 
from  above,  having  passed  through  the  right 
colon  and  becoming  further  dehydrated  from 


becoming  impacted  against  a cancer  of  the  left 
colon,  producing  a mechanical  intestinal  obstruc- 
tion at  this  point.  If  the  colon  x-ray  is  done  first, 
the  barium  mixture  can  easily  be  flushed  out 
with  enemas. 

It  must  be  pointed  out,  of  course,  that  the 
barium  enema  is  not  accurate  for  lesions  of  the 
rectum  between  10-20  cm  from  the  anal  orifice, 
and  sigmoidoscopy  must  be  done.  Any  of  the 
two  diagnostic  procedures  of  the  colon  survey 
triad  would  be  incomplete  therefore  without  the 
third,  and  could  result  in  missing  perhaps  one- 
third  of  all  cancers  of  the  colon. 

Importance  of  Workup 

Relating  to  completeness  of  medical  workups, 
and  perhaps  touching  a sensitive  subject  among 
private,  individual  doctors,  is  the  tremendous 
sucess  which  large  clinics  seem  to  enjoy.  It  is 
common  to  note  that  patients  refer  to  going 
“through”  a clinic,  and  are  apparently  satisfied 
that  this  is  a necessary  and  desirable  part  of 
their  visit  to  such  a clinic.  The  same  patient  will 
refer  to  going  “to”  a private,  individual  doctor. 
The  key  point  is  that  by  putting  a patient 
“through”  a workup,  conditions  are  found  which 
could  be  missed  by  a less  thorough  workup. 
Among  these  is  certainly  cancer  of  the  colon. 
There  is  no  reason  why  such  diagnosis  and 
workup  could  not  be  expected  from  an  individ- 
ual doctor,  who  had  mastered  the  technique  of 
passing  a sigmoidoscope,  working  in  association 
with  a roentgenologist  in  his  local  hospital. 

There  is  one  of  the  minor  conditions,  namely 
an  acute  anal  fissure,  in  which  it  is  impossible  to 
complete  the  colon  survey  until  after  the  treat- 
ment for  relief  of  the  acute  pain  and  spasm. 
Even  the  rectal  digital  must  be  done  with  ex- 
treme care  and  consideration.  However,  after 
the  treatment  is  done,  the  patient  should  be  told 
that  before  he  is  discharged,  two  additional  pro- 
cedures must  be  done,  at  which  time  the  sig- 
moidoscopy and  barium  enema  can  be  suggest- 
ed. 

Sometimes  patients,  when  informed  that  they 
have  a hemorrhoid,  fistula,  or  fissure  ask  wheth- 
er this  can  “turn  into  cancer.  Such  a relation- 
ship would  be  difficult  to  establish,  but  on  the 
other  hand,  all  three  of  these  conditions  can  be 
the  result  of  an  already  present  cancer  of  the 
colon,  a point  not  usually  noted. 

It  is  a fact  that  any  obstructive  lesion,  by  in- 
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during  bearing  down  and  straining  can  produce 
hemorrhoids  and  prolapse  of  the  rectal  mucosa. 
It  is  also  true  that  a cancer  above  the  muco-cu- 
tanous  junction  and  below  the  level  of  the  leva- 
tor ani  shelf  can  perforate  the  rectal  wall,  and 
the  gut  being  uncovered  by  serosa  at  this  level, 
allow  an  abscess  identical  with  an  ischiorectal 
abscess  to  develop.  This  abscess,  incised  or 
draining  spontaneously,  will  result  in  a fistula 
in  ano.  Likewise,  a hard  fecal  impaction  above 
a carcinoma,  pushing  through  the  bowel  higher 
up  can  result  in  the  passage  through  the  anal 
canal  of  a large  bolus  of  hard  stool  which  cracks 
the  cutaneous  portion  of  the  anal  canal,  result- 
ing in  a fissure. 

In  discussing  the  second  category  of  error 
which  can  be  associated  with  treatment  of  hem- 
orrhoids, fistulas  and  fissures  I earlier  mentioned 
inadequate  knowledge  of  anatomy. 

Poorly  Understood  Field 

Nowhere  in  the  field  of  surgery  is  the  anato- 
my so  poorly  understood  by  the  average  surgeon 
than  in  the  lower  rectum  and  anal  canal.  This 
may  result  from  the  fact  that  early  studies  in 
anatomy  by  the  medical  student  were  hasty, 
and  that  the  cadaver  used  by  the  student  is  dif- 
ficult to  expose  in  this  area.  By  the  time  the 
lower  colon  and  perineum  was  reached,  the  parts 
had  dried  up,  and  the  fixative  solution  had  dis- 
torted the  parts.  In  many  instances  the  anus  had 
been  sutured  shut  and  the  rectum  filled  with 
vaseline  gauze  and  was  full  of  feces.  To  accurate- 
ly dissect  this  area  at  that  stage  was  difficult 
indeed. 

Subsequent  study  of  this  area  can  be  acquired 
from  books,  upon  a patient,  or  by  mutual  study 
of  anuses  by  interested  students.  The  difficulty 
of  the  latter  course  is  obvious,  the  study  of  the 
patient  undergoing  surgery  is  not  without  crit- 
icism, so  that  reading  in  anatomy  books  is  about 
the  only  course  available,  unless  a fresh  cadaver 
is  available. 

A short  review  of  the  main  points  in  the  de- 
velopment of  the  anal  canal  is  in  order  in  dis- 
cussing this  point.  As  may  be  recalled,  the  blind 
hind  gut,  lined  by  entoderm  pushes  down  into 
the  perineal  area,  at  the  same  time  the  ectoderm 
is  dimpling  in  to  meet  the  blind  rectal  pouch. 
For  a time  an  anal  plate  exists,  lined  inside  with 
entoderm,  outside  with  ectoderm  and  between 
these  layers,  mesoderm.  If  such  a condition  ex- 
ists after  birth,  an  “imperforate  anus”  is  said  to 
exist.  Normally  this  plate  breaks  through  and  at 


the  level  of  the  old  anal  plate  a line  of  junction 
is  formed,  called  the  mucocutaneous  junction, 
the  pectinate  line,  or  the  dentate  line. 

The  confusion  here  is  that  this  line  is  perhaps 
one  and  one-half  inches  above  the  line  of  the 
anal  orifice  on  the  skin.  This  skin  line  is  called 
the  anal  verge,  and  it  must  be  emphasized  that 
skin  or  stratified  squamous  epithelium  thus  con- 
tinues upward  for  about  IV2  inches  into  the  anus, 
to  the  level  of  the  pectinate  line.  It  is  a vitally 
important  fact  to  realize  that  in  understanding 
surgical  directions  in  technical  instructions,  that 
the  anal  verge  and  the  pectinate  line  are  not  the 
same. 

The  so-called  “Hilton’s  white  line,”  or  pecten 
band,  which  occupies  a position  between  the 
two  major  sphincters  and  also  thus  between  the 
anal  verge  and  pectinate  line,  (or  true  muco- 
cutaneous junction ) is  said  to  result  from  exces- 
sive creasing  of  the  stratified  squamous  epitheli- 
um by  overlapping  of  the  unequal  pressure  of 
the  sphincters,  and  thus  the  fibrosis  which  de- 
velops is  a “white  line  (of  Hilton).”  A better 
term  for  this  line,  and  more  informative,  would 
be  the  “intersphincteric  line.” 

Summary 

A patient  who  presents  himself  for  treatment 
and  diagnosis  resulting  from  the  symptoms  of 
rectal  bleeding,  mucous  drainage  or  pain  should 
be  considered  to  have  cancer  of  the  colon. 

Exclusion  of  cancer  of  the  colon  can  be  made 
by  a colon  survey  which  includes  three  steps: 
( 1 ) rectal  digital,  ( 2 ) sigmoidoscopic  examina- 
tion, and  ( 3 ) a barium  enema. 

Diagnosis  of  hemorrhoids,  fistulas  and  fissures 
are  thus  established  by  direct  palpation  and 
vision. 

Appropriate  treatment  for  these  minor  lesions 
can  be  instituted,  which,  in  the  absence  of  can- 
cer, should  result  in  a satisfactory  result. 

To  treat  hemorrhoids,  fistulas  and  fissures 
properly,  requires  a knowledge  of  the  anatomy 
of  the  anal  canal. 

The  exact  level  of  the  muco-cutaneous  junc- 
tion, which  is  also  called  the  pectinate  line  and 
dentate  line,  represents  the  level  of  the  break- 
through of  the  old  anal  plate. 

The  anal  verge  should  not  be  confused  with 
the  other  line  mentioned.  It  is  covered  with  skin, 
ectoderm  and  stratified  squamous  epithelium. 

The  associated  muscles,  crypts  and  papilla  are 
important  as  additional  landmarks. 
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PUDENAL  BLOCK  ANESTHESIA  WITH  NESACAINE®+ 

R.  J.  fennett,  M.D.,  H.  H.  Kuhlman,  M.D.  and 
C.  E.  Davis,  M.D.* 

Phoenix,  Arizona** 


1 HE  IMPORTANCE  of  providing  the  ob- 
stelrieal  patient  with  safe  relief  from  pain  has 
won  wide  recognition  in  recent  years.  In  the  past 
10  years  alone,  more  has  been  accomplished  in 
the  understanding  of  the  principles  of  safe  ob- 
stetrical analgesia  and  anesthesia  than  in  the 
previous  century.”(l)  The  increase  in  the  num- 
ber of  hospital  deliveries,  improvement  in  ob- 
stetrical nursing  care  and  the  greater  awareness 
of  the  problems  of  childbirth  by  the  mother  have 
all  played  a part  in  this  accomplishment,  but  the 
most  important  factor  has  been  the  appreciation 
by  the  physician  of  his  obligation  to  provide  his 
patient  with  the  best  possible  anesthesiologic 
service.  This  has  stimulated  a rapid  advance- 
ment in  the  perfection  of  new  anesthetic  agents 
and  new  anesthetic  techniques  which  have  made 
childbirth  safer,  less  painful  and  technically 
more  satisfactory. 

With  the  development  of  newer  anesthetic 
skills  there  has  been  a significant  increase  in  the 
use  of  regional  anesthesia  for  obstetrical  pur- 
poses. General  anesthesia  exposes  the  patient  to 
the  dangers  of  aspiration  of  vomitus,  post  partum 
hemorrhage  through  loss  of  uterine  tone,  and  in- 
strumentation necessitated  by  her  inability  to 
participate  actively  in  delivery.  Fetal  narcosis, 
especially  in  the  presence  of  fetal  immaturity  or 
fetal  distress  is  an  ever  present  danger.  These 
risks  can  be  avoided  through  the  use  of  effective 
local  anesthesia.  Of  the  techniques  of  regional 
anesthesia  available,  the  safest  and  simplest  is 
pudendal  nerve  block.  This  technique  requires 
no  speical  equipment  and  does  not  necessitate 
the  services  of  a trained  anesthetist.  It  is  ade- 
quate for  spontaneous  and  outlet  forceps  deliv- 
ery, in  some  instances  for  mid-pelvic  rotation 
and  extraction,  and  for  repair  of  episiotomy  and 
lacerations. 

In  the  recent  literature  on  regional  anesthesia, 
observers  have  been  unanimous  in  their  accept- 
ance of  Nesacaine  ( chloroprocaine  HC1)  as  an 
anesthetic  agent  of  great  value.(2),(3),(4). 
The  anesthetic  potency  of  this  agent  is  at  least 
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twice  that  of  procaine,  and  because  of  its  ex- 
tremely rapid  hydrolysis  by  plasma  cholines- 
terase, it  is  relatively  non-toxic. ( 2 ),( 5)  In  re- 
ported studies  on  a variety  of  types  of  nerve 
block,  the  results  of  Nesacaine  anesthesia  were 
characterized  by  ( 1 ) a higher  percentage  of  suc- 
cess than  with  other  agents,  (2)  rapid  onset  of 
action  and  (3)  the  absence  of  any  systemic  ab- 
sorption reactions  ( 2 ) . 

The  present  study  was  undertaken  to  investi- 
gate the  applicability  of  Nesacaine  to  the  tech- 
nique of  pudendal  nerve  block  for  obstetrical 
anesthesia.  A series  of  104  patients  is  presented. 

Patients 

The  patients  in  this  series  ranged  in  age  from 
16  to  38  years.  Thirty-two  of  the  patients  were 
primiparous.  Of  the  72  multiparous  patients,  44 
had  had  one  previous  delivery.  Gestation  time 
in  92  cases  was  between  38  and  42  weeks.  In  six 
cases,  gestation  time  was  between  42  and  43 
weeks,  and  in  six  it  was  less  than  38  weeks;  the 
minimum  gestation  time  in  this  series  was  33 
weeks.  Surgical  repair  was  performed  in  100 
patients  (Table  I)  and  in  one  case  manual  re- 
moval of  the  placenta  was  required.  Forceps 
were  applied  in  55  cases  (Table  II).  Of  the  49 
spontaneous  deliveries,  two  occurred  in  breech 


presentation. 

TABLE  I 

Type  of  Surgical  Repair  Number  of 

Patients 

Midline  episiotomy  98 

Mediolateral  episiotomy  2 

Third  degree  extension  5 

Fourth  degree  extension  3 

Lateral  sulcus  tear  

TABLE  II 

Type  of  Forceps  Delivery  Number  of 

Patients 

Low  forceps  45 

Mid  forceps  . , 4 

Mid  forceps  with  rotation  and 

extraction  4 

Aftercoming  head  in  breech 

delivery  


Procedure:  Preanesthetic  medication  was  ad- 
ministered as  indicated  in  Table  III. 
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TABLE  III 


Preanesthetic 

Dosage 

Route  of 

No.  of 

Agent 

Administration 

Patients 

Sparine  or 
Thorazine 

50  mg. 

IM 

) 

80 

Nembutal 

50  mg. 

IV 

) 

Demerol 

50  mg. 

IV 

) 

Sparine  or 
Thorazine 

50  mg. 

IM 

) 

5 

Nembutal 

100  mg. 

IV 

) 

Sparine  or 
Thorazine 

50  mg. 

IM 

) 

6 

Demerol 

100  mg. 

IV 

) 

During  the  second 

stage,  58 

per  cent  of  the 

patients  received  light  nitrous  oxide  and  oxygen, 
and  27  per  cent  received  Trilene.  These  agents 
were  discontinued  at  the  end  of  the  second  stage. 
Ninety-one  of  the  pudendal  blocks  were  trans- 
permeal  and  13  were  transvaginal.  Using  the 
transperineal  approach,  the  needle  was  inserted 
at  a point  where  a transverse  line  through  the 
anus  intersects  a perpendicular  line  drawn  from 
the  outermost  point  of  the  labia  majora  fold.  A 
finger  in  the  vagina  was  used  to  guide  the  nee- 
dle as  the  needle  tip  was  directed  to  the  medial 
aspect  of  the  ischial  spine.  Blood  was  usually 
aspirated  from  the  pudendal  vessel  and  in  this 
event,  the  needle  was  withdrawn  slightly  prior 
to  injection.  No  attempt  was  made  to  block  the 
ilio  inguinal  or  posterior  femoral  cutaneous 
nerve.  Transvaginal  pudendal  block  was  admin- 
istered by  inserting  the  needle  directly  through 
the  vaginal  mucosa  and  the  sacrospinous  liga- 
ment, close  to  the  ischial  spine,  at  a point  over- 
lying  the  pudendal  nerve.  Ten  cc  of  a 2 per  cent 
solution  of  Nesacaine  was  used  to  block  each 
side  in  both  the  transperineal  and  transvaginal 
approaches. 

Results: 

Table  IV  lists  the  criteria  for  effectiveness  of 
anesthesia.  For  classification  as  excellent,  all  of 
the  criteria  were  required.  The  degree  of  anal- 
gesia was  assessed  by  the  application  of  an  Allis 
clamp.  The  duration  of  analgesia  was  not  gen- 
erally recorded  beyond  the  time  when  the  pa- 
tient left  the  delivery  room. 

Excellent  results  were  obtained  in  83  per  cent 
of  patients,  and  good  results  in  17  per  cent.  Most 
of  the  patients  classified  as  showing  good  results 
had  excellent  block  of  one  side.  The  effective- 
ness of  pudendal  block  anesthesia  was  not  re- 
lated to  the  type  of  premedication  or  inhalation 
anesthesia. 


Complications: 

There  were  no  complications  attributable  to 
pudendal  nerve  block.  Such  complications  would 
include  convulsion,  shock,  hematoma  formation, 
and  interference  with  uterine  activity. 

TABLE  IV 

CRITERIA  FOR  EFFECTIVENESS  OF 
ANESTHESIA 

Excellent:  Anesthesia  established  in  two  min- 
utes or  less.  Adequate  perineal  relaxation.  Suf- 
ficient duration  for  perineal  repair. 

Good:  Anesthesia  established  two  to  four  min- 
utes. Perineal  relaxation  equivocal.  Return  of 
perineal  sensation  before  completion  of  repair, 
but  without  necessity  of  supplementary  anes- 
thesia. 

Comments: 

Pudendal  block  provides  safe  and  effective 
analgesia  for  low  forceps  delivery,  for  assistance 
in  delivery  of  breech  presentations,  for  repair  of 
episiotomy  and  lacerations,  and  in  some  cases 
for  the  management  of  mid  pelvic  arrest.  The 
technique  is  easily  mastered(6),(7)  and  obvi- 
ates many  of  the  difficulties  and  dangers  to 
mother  and  child  encountered  in  the  use  of  gen- 
eral anesthesia,  extradural  anesthesia  and  spinal 
anesthesia.  Nesacaine  has  proved  to  be  a most 
satisfactory  agent  for  pudendal  nerve  block. 
Anesthesia  was  rapid  in  onset  and  of  high  in- 
tensity. Particularly  impressive  were  the  large 
numbers  of  excellent  results  and  the  lack  of 
those  complications  associated  with  systemic  ab- 
sorption of  local  anesthetic  agents.  The  duration 
of  anesthesia  was  satisfactory  and  the  procedure 
was  well  tolerated  by  the  patients. 

Summary  and  Conclusions: 

( 1 ) Pudendal  nerve  block  was  performed  in 
a series  of  104  obstetrical  patients  using  Nesa- 
caine as  the  anesthetic  agent.  (2)  The  results 
were  classified  as  excellent  in  83  per  cent  of 
cases,  and  good  in  17  per  cent.  (3)  There  were 
no  complications  associated  with  the  use  of  Nes- 
acaine. (4)  Pudendal  block  provides  safe  and 
adequate  anesthesia  where  regional  nerve  block 
is  indicated,  and  Nesacaine  is  a most  satisfac- 
tory agent  for  its  accomplishment. 
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a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


THIRD-PARTY  MEDICINE 

urn 

l HE  NATIONAL  quest  for  security  at  any 
cost  has  already  forged  the  chains  of  socialistic 
slavery.”  This  quotation  is  from  an  article  in  this 
issue  entitled  “The  Third-Party  Problem”  by 
D.  J.  Heim,  M.D.  The  author  attempts  to  justify 
the  endorsement  of  third-party  practice  of  medi- 
cine on  the  premise  that  it  is  legal  and  ethical. 
He  has  largely  avoided  the  issue  as  based  on  its 
merits  and  has  not  discussed  the  question  as  it 
relates  to  the  quality  of  medical  care  and  its 
role  in  the  furtherance  of  socialism.  The  author 
has  not  yet  realized  that  third-party  control  of 
medicine  is  the  most  essential  and  the  strongest 
link  of  “the  chains  of  socialistic  slavery.” 

Before  freedom  loving  people  will  accept  rev- 
olutionary changes  which  take  away  their  free- 
doms they  must  be  subdued  by  a hot  or  a cold 
war.  We  are  in  the  middle  of  a cold  war  which 
is  being  waged  to  change  our  time  proven  con- 
stitutional form  of  government.  The  ammunition 
of  this  cold  war  is  subterfuge  through  brain- 
washing. 

The  wage  earner  is  being  deluded  by  the  as- 
sumption that  fringe  benefits,  as  Medicare,  are 
not  a part  of  his  rightful  earnings.  By  definition 
— third-party  medicine  is  misleading  in  that  the 
third  party  is  credited  as  being  “responsible  for 
the  cost  of  medical  care”  — that  the  third-party 
has  — “a  valid  interest  in  the  payment  of  medi- 
cal care”  and  that  the  wage  earners  are  merely 
“recipients”  of  dole  passed  out  by  magnanimous 
employers.  This  is  not  old-fashioned  hog- wash 
but  present  day  brain  wash. 

The  wage-earner  has  earned  his  fringe  bene- 
fits as  surely  as  he  has  earned  his  take  home  pay 
and  in  a free  world  he  should  have  individual 
control  of  such  monies.  By  the  gradual  severance 
of  the  individual  from  his  just  earnings  a guar- 
dianship is  being  created  and  the  individual 
freedoms  are  being  destroyed.  This  guardianship 
is  being  tolerated  because  of  the  misconception 
that  one  can  get  something  for  nothing.  This 
something-for-nothing  philosophy  will  go  down 
in  history  as  a parallel  to  Rome  burning  while 
Caesar  fiddled. 

Dr.  Heim  correctly  alluded  to  this  “power  of 
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third-party  participation  in  the  field  of  medi- 
cine.” What  is  this  power?  It  is  the  power  to  ul- 
timately destroy  individual  freedom,  initiative 
and  productivity.  It  is  naive  to  assume  that  such 
power  will  continue  to  be  wholly  altruistic.  Kai- 
ser Wilhelm,  Hitler,  Mussolini,  Lenin,  Stalin  and 
Reuther  are  a few  names  to  remember  when  we 
think  of  the  delegation  of  the  control  of  indi- 
vidual freedoms  to  third  parties. 

The  spoiled  fruits  of  socialized  medicine, 
which  is  a third  party  medium,  are  pictured  in 
the  recent  release  by  the  magazine  Der  Spiegel 
(reproduced  in  March  issue).  The  quality  of 
medical  care  in  West  Germany  is  indeed  dis- 
graceful. Also  in  this  issue  is  reproduced  a news 
letter,  of  the  Association  of  American  Physicians 
and  Surgeons,  relative  to  the  Larson  Report 
which  should  be  studied. 

There  must  be  a little  good  in  all  that  is 
bad  and  a little  bad  in  all  that  is  good.  So  it  is 
with  socialism  versus  a free  democracy  and  with 
third  party  medicine  versus  free  choice  of  phy- 
sician. The  question  is  which  will  provide  the 
most  good  not  only  for  the  present  but  in  the 
future?  Will  third  party  control  of  medicine  ad- 
vance the  cause  of  socialized  medicine?  Answer 
— Yes!  Will  third  party  medicine  lessen  the  qual- 
ity of  medical  care?  Answer  — Yes!  (see  “News 
Letter”  and  Socialized  Medicine  Floundering  in 
Germany).  The  quality  of  medical  care  will 
start  its  decline  as  the  number  of  panel  doctors, 
working  for  the  third  parties,  are  in  a majority 
and  thus  the  necessary  competition  from  the 
more  superior  free  enterprise  system  will  be  de- 
stroyed. 

The  Chicago  Tribune  recently  pointed  out  — 
“The  defects  of  socialized  medicine  have  al- 
ready been  abundantly  manifest  from  the  expe- 
rience elsewhere.  The  record  in  West  Germany 
deserves  attention  if  only  for  the  reason  that 
Walter  Reuther  and  the  social  democrats  of  the 
American  labor  movement  have  renewed  their 
agitation  for  socialized  medicine  as  part  of  the 
social  security  system.” 

We  are  not  to  be  ashamed  and  stick  our  heads 
in  the  sands  because  Dr.  Heim  says  — “The  su- 
perior attitude  of  some  medical  societies  in  fac- 
ing such  problems  (third-party  medicine)  can 
only  serve  to  antagonize  third  party  partici- 
pants.” We  should  be  proud  that  some  among 
us  have  the  guts  to  antagonize  those  who, 


through  misguided  altruism  or  who  through  rec- 
ognized or  unrecognized  lust  for  power,  insist 
on  fostering  that  which  is  the  major  link  in  the 
chain  of  socialistic  slavery.  The  freedom  of 
choice  of  one’s  personal  physician  is  as  essential 
as  the  freedom  to  choose  one’s  church  or  the 
freedom  to  vote  as  one  desires. 

J 

Dr.  Heim  has  adopted  a defeatist  attitude  in 
this  battle  long  before  it  has  ended  when  he 
made  the  statement  — “Third  party  participation 
in  the  economics  of  medicine  is  here  to  stay 
regardless  of  the  attitude  of  organized  medi- 
cine.” Here  again  he  has  ignored  the  quality  of 
medical  care  and  singularly  concerned  himself 
with  economics. 

The  paretic  Lenin  was  well  aware  of  the  sig- 
nificance of  the  control  of  medicine  by  a third 
party  when  he  wrote  that  — socialized  medicine 
is  the  keynote  of  the  arch  of  the  socialistic  state. 

L.B.S. 


ATTEND  THE  ANNUAL 
MEETING  OF  THE  ARIZONA 
MEDICAL  ASS/N.  INC. 
APRIL  28,  29,  30  — MAY  1,2,  1959 
SAN  MARCOS  HOTEL 
CHANDLER,  ARIZONA 


MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111E.  Dunlap 
WE  3-9152  - WI  3-9964 
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SOCIALIZED 

T HE  SO-CALLED  medical  care  bill  now  be- 
fore congress  is  one  of  the  most  dangerous  pieces 
of  legislation  submitted  to  congress  in  recent 
years.  It  would  push  the  door  wide  open  to  so- 
cialized medicine.  It  would  boost  the  already 
skyrocketing  social  security  taxes  far  beyond  any 
level  so  far  contemplated,  but  even  these  addi- 
tional taxes  would  not  pay  the  cost  of  the  pro- 
posed services.  It  would  give  the  Washington 
bureaucracy  a chance  to  extend  its  hold  into  ev- 
ery state  and  create  a tremendous  number  of 
jobs  for  paper-pushers  and  frustrated  social  wel- 
fare workers. 

In  its  present  form,  the  bill,  introduced  by 
Rep.  Aime  J.  Lorand  (D-RI),  would  provide 
medical  care  for  old  folks.  The  job  would  be 
done  by  the  social  security  administration,  which 
would  assume  entire  responsibility  for  the  hos- 
pitalization and  doctors’  care  for  everyone  over 
65.  The  costs  would  presumably  be  borne  by 
raising  social  security  taxes. 

A worker  earning  $4,800  or  more  a year  would 
pay  $12  a year  for  the  medical  care  program,  in 
addition  to  a jump  of  $24  already  scheduled  for 
Jan.  1.  Even  without  the  medical  care  assess- 
ment, social  security  taxes  will  take  $216  a year 
out  of  the  first  $4,800  of  workers’  incomes  by 
1969.  Employers  must  pay  even  more  for  each 
employe.  If  the  medical  care  bill  is  passed,  the 
social  security  tax  for  individuals  will  be  $285  a 
year  on  $6,000,  plus  the  employers’  contribution. 
Self-employed  will  pay  $427.50  on  their  first 
$6,000.  But  even  these  taxes  would  not  support 
the  program.  Congressman  Forand  claims  costs 
could  be  met  “for  some  time  at  least,’’  but  in- 
creases in  taxes  are  inevitable. 

The  next  thing,  undoubtedly,  will  be  for  the 
advocates  of  a welfare  state  to  ask  the  govern- 
ment to  provide  medical  services  for  young  and 
middle-aged  as  well  as  the  elderly.  Right  now 
85  per  cent  of  the  industrial  workers  of  the  coun- 
try are  covered  by  hospital  and  surgical  insur- 
ance, which  carries  the  biggest  part  of  the  load 
when  the  insured  person  or  a member  of  his  fam- 
ily has  to  go  to  a hospital  or  requires  surgical 
treatment. 

Government  medical  plans  are  notorious  for 
their  tendency  to  grow  and  grow.  Patients  with 
imaginary  ills  rush  for  the  doctors  and  the  hos- 
pitals because  “it’s  free.”  Of  course,  it  isn’t  free. 


MEDICINE* 

The  taxpayers  have  to  pay  dierctly  in  increased 
social  security  payments  and  indirectly  in  other 
taxes  which  go  to  meet  deficits  in  government 
spending.  The  doctors,  snowed  under  by  people 
seeking  “free  medical  treatment,”  can’t  give  the 
proper  attention  to  those  who  really  need  it.  So 
the  quality  of  medicine  goes  down  and  the  quan- 
tity of  taxes  goes  up. 

The  so-called  liberal  bloc  in  congress,  com- 
posed of  AFL-CIO  supporters  and  left-wing 
Democrats  and  Republicans,  will  make  a major 
effort  to  push  the  medical  care  bill  through  this 
session  of  congress.  They  will  make  every  possi- 
ble emotional  appeal  on  behalf  of  the  elderly. 
They  will  ignore  the  fact  that  most  Americans 
can  care  for  their  own  medical  needs,  with  the 
help  of  insurance,  and  that  those  who  can’t  do 
so  already  receive  excellent  treatment  in  the  na- 
tion’s dispensaries  and  charity  wards.  They  will 
pile  new  and  unconscionable  costs  on  the  work- 
ing and  middle  classes,  and  in  the  end  they  will 
force  socialized  medicine  on  a nation  that  does 
not  want  it,  does  not  need  it,  and  will  not  bene- 
fit by  it. 

Equipment  Is  At  Times 
No  Better  Than  The 
Foilow-up  Service  Needed. 

WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


“Reprinted  from  The  Arizona  Republic,  Feb.  20,  1959. 


284 


Arizona  Medicine 


April,  1959 


EDITOR'S  NOTES 


III.  The  Role  of  Chemotherapy  in  the  Man- 
agement of  Malignant  Disease  — 

Clifton  D.  Howe,  M.D. 

The  POTENTIAL  palliation  treatment  in  ma- 
lignancy is  enormous.  In  lung  cancer  with  31,000 
new  cases  each  year  we  are  curing  4,000.  There 
should  be  possible  palliation  for  approximately 
50  per  cent.  Breast  cancer,  52,000  new  cases  per 
year,  we  are  curing  38  per  cent.  Undoubtedly 
palliation  should  at  least  reach  the  level  of  50 
per  cent.  Prostate,  24,000  new  cancer  cases  each 
year,  we  are  curing  very  few,  possibly  only  7 per 
cent,  and  yet  the  palliation  should  be  around  80 
per  cent. 

In  acute  leukemia,  a 50  per  cent  survival  has 
been  noted  for  five  months  in  the  untreated  case. 
This  was  elevated  to  six  months  by  the  use  of 
nitrogen  mustard,  to  eight  months  by  the  anti- 
folic  acid  preparations  and  steriods,  to  12  months 
by  the  use  of  6 Mercaptopurine  and  Azasorine 
and  to  14  months  by  Dr.  Farber’s  course  of 
therapy. 

Actinomycin  D has  produced  remissions  in 
solid  tumors  in  children,  particularly  in  the 
Wilms’s  group.  This  antibiotic  shows  a synergis- 
tic effect  with  radiation. 

The  flurinated  pyrimidines  have  effected  re- 
gressions in  cancer  of  the  colon.  They  have 
shown  some  usefulness  in  lesions  of  the  breast 
and  hepatoma. 

In  choriocarcinoma  in  the  female,  Methotrex- 
ate treatment  of  30  patients  has  resulted  in  re- 
missions in  12  patients.  Five  are  alive  and  well 
with  no  evidence  of  disease.  However,  there 
were  one  or  two  deaths  as  the  result  of  the  treat- 
ment. 

The  course  of  treatment  followed  a pattern 
comparable  to  this  case:  The  female  patient,  21 
years  of  age,  received  four  courses  of  Methotrex- 
ate, the  first  from  May  11  to  May  15,  25  mg.  per 
day  for  a total  dose  of  125  mg.  From  June  7 to 
June  11,  125  mg.  From  July  1 to  July  5,  125  mg. 
From  Aug.  14  to  Aug.  18,  125  mg. 

With  this  drug,  as  with  most  of  the  other 
chemotherapeutic  agents,  a resistance  is  devel- 
oped in  time. 

Presented  at  the  Clinical  Conference  on  Cancer  Chemotherapy, 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  November,  1958. 


We  may  have  a unique  situation  here,  for  in 
the  mother  and  fetus  there  is  a great  increase  in 
demand  for  folic  acid. 

Of  the  compounds  now  available  for  use  in  the 
treatment  of  cancer,  the  therapeutic  dose  and 
the  toxic  dose  are  almost  as  1:1. 

IV.  The  Development  in  Evaluation  of  New 
Chemotherapeutic  Agents  — 

Michael  B.  Shimkin,  M.D. 

In  1955,  $3  million  was  available  for  research 
in  cancer  chemotherapy.  In  1958,  $35  million 
was  available.  In  these  studies,  the  tumors,  sar- 
coma 180,  CA  755,  and  leukemia  L1210  are  used 
in  mice  as  transplant  tumors  using  six  test  and 
six  controls  for  all  of  the  agents.  Last  year  40,000 
drugs  were  screened,  necessitating  approximate- 
ly 2 million  test  mice  per  year.  Of  the  drugs 
screened,  1 per  cent  of  the  synthetics  and  1 per 
cent  of  the  antibiotics  were  “hits,”  or  potentially 
useful. 

Of  the  alkylating  agents  Degranal  - BCM  and 
Mannitol  nitrogen  mustard  appear  promising. 
Hungary  has  produced  CB1414,  the  United 
States,  Ross’s  Azo-mustard,  in  England  and  Rus- 
sia, Sarcoloysin,  in  Germany  A-1039.  All  are 
proving  promising  preparations. 

In  the  antimetabolites,  6 MP  Mercaptopurine, 
5 FU  seems  to  be  of  interest  in  cancer  of  the 
breast  and  colon.  NSC-1026  is  a hit  at  the  na- 
tional service  center. 

V.  Problems  of  Clinical  Investigation  in  Can- 
cer Chemotherapy  — 

Sidney  Farber,  M.  D. 

Cancer  is  not  one  disease,  it  is  many  disorders 
that  we  are  trying  to  treat  in  many  different 
stages  in  patients  who  are  varying  greatly  in  age 
and  physical  state.  At  present  the  problem  is 
confused.  We  must  use  a proved  treatment  if 
such  is  feasible.  We  can  not  give  anything  but 
for  the  good  of  the  patient.  The  family  and  state 
of  mind  of  the  patient  may  have  much  to  do  in 
the  choice  of  treatment.  The  total  status  of  the 
patient  is  the  first  consideration. 

To  date  there  has  been  not  enough  noted  dif- 
ference between  the  normal  cell  and  cancer  cell 
to  permit  the  development  of  a specific  thera- 
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peutic  agent.  Certainly  we  can  not  transpose  the 
results  found  in  mice  to  man. 

Some  of  the  drugs  being  developed  may  make 
radiation  a more  effective  form  of  therapy.  Com- 
bined therapy  of  the  chemotherapeutic  agents, 
surgery  and  radiation  seems  to  be  an  opening 
development.  Actinomycin  D and  x-ray  cause  a 
regression  in  a certain  number  of  cases. 

Malignant  melanoma  has  been  noted  to  re- 
gress under  therapy  with  Tri-Ethyl  Fluoranide 
or  Tri-Ethyl  Phosphoramide.  This  regression  has 
been  evident  for  as  long  as  one  year.  They  have 
been  using  these  drugs  directly  inserted  into  the 
artery  simultaneously  clamping  the  vein  from 
that  organ  or  limb  and  in  some  of  these  cases 
following  this  with  irradiation  therapy.  He  an- 
ticipates the  intra-arterial  injection  of  many  of 
these  chemotherapeutic  agents  would  prove  to 
be  a very  important  mode  of  therapy. 

At  present,  we  must  consider  first,  surgical 
removal;  second,  radiation;  third,  chemotherapy; 
then  repeated  surgical  treatment,  if  necessary, 
but  at  all  times  keeping  in  mind  what  is  best  for 
the  patient. 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, vicercptosis,  cardiac, 
smphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grove's  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 
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Rib  Nipple 

reduces  air  swallowing 


At  last — a nipple 

that  new-born  babies 

will  toke 


Scientifically  designed  to  fit  baby’s 
mouth — new  hollow  side  ribs  provide 
continuous  flow  of  formula 


When  to  recommend  this  nipple: 

1 .  For  new  babies 

2.  For  supplemental  feedings  of  water  and  orange 
juice  to  breast-fed  babies 

3.  For  converting  breast-fed  babies  to  bottle 

4.  For  problem  feeders 

Hollow  side  ribs  make 
feeding  easier  because: 

• they  provide  continuous  flow  de- 
spite biting 

• they  fit  the  mouth,  reducing  air  in- 
take 

• they  permit  use  of  naturally  pliable 
rubber 

Send  for  Professional  Sample  of 
Nipple  and  Information  Brochure 

Bauer  & Black 

DIVISION  OF  THE  KENDALL  COMPANY 

309  W.  Jackson  Blvd.,  Chicago  6,  III. 
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NOW- YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OF  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  anti-inflammatory  effects  of  Aristocort®  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  have  been  relatively  infrequent  and  minor  in  nature. 
However*  more  serious  side  effects  have  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  observed  carefully. 
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for  relief  of  chronic—  but  less  severe  pain  of  rheumatic  origin 


Indications:  Mild  cases  of 
rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  fibrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aristogesic  Capsule  contains: 
aristocort®  Triamcinolone 

. 0.5  mg. 

Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  mg. 
Ascorbic  Acid 20  mg. 

Supply:  Bottles  ol  100. 

Collagen  tissue  (x250) 
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^ <J opics  of  d^urrcnt  interest 


THE  TWO-YEAR  MEDICAL  SCHOOL 

TRoy  M.  Johnson,  Ph.DU 

HE  RECENT  interest  in  the  potential  Amer-  One  of  the  most  comprehensive  recent  budget 


ican  physician  shortage  has  brought  the  two- 
year  medical  school  to  the  attention  of  many  ed- 
ucators. The  official  encouragement,  by  medical 
authorities,  toward  establishing  new  two-year 
schools  has  raised  serious  questions  in  the  minds 
of  groups  contemplating  new  medical  facilities. 
Is  such  a school  adequate  in  the  modern  concept 
of  medical  education?  Will  graduates  from  such 
a school  find  openings  available  in  the  junior 
year?  What  is  the  cost  of  a two-year  school? 

It  is  in  the  area  of  cost  that  the  two-year 
school  finds  its  greatest  strength.  There  is  prob- 
ably little  argument,  disregarding  cost,  that  a 
four-year  school  with  its  own  hospital  facilities 
is  most  desirable.  A modern  concept  of  integra- 
ting, not  only  the  four  years  of  medical  school 
but  pre-medical  work  as  well,  is,  indeed,  a strong 
argument  for  considering  only  a four-year  school. 
If  this  trend  is  adopted  nationally,  will  a two- 
year  school  be  “left  out  in  the  cold”? 

In  1939  there  were  10  two-year  medical 
schools  taking  from  20  to  50  students  per  year 
and  having  a full-time  faculty  of  from  16  to  36. 
( 1 ) Since  that  time,  seven  have  developed  four- 
year  programs  to  meet  the  increasing  demand 
for  physicians.  Herein  lies  one  argument  for  the 
two-year  school.  It  provides  the  beginning 
framework  from  which  a four-year  program  can 
be  developed  as  the  need  increases. 

The  two-year  medical  school  can  often  share 
physical  facilities  on  a university  campus  with 
the  science  departments  already  there.  A sepa- 
rate building  to  house  the  two-year  facilities 
would  cost  between  $1  and  $2  million.  Clinical 
facilities  are  commonly  provided  by  co-operating 
hospitals  in  the  area,  thus  eliminating  the  major 
cost  of  a four-year  plant  — the  teaching  hospital. 

The  operating  budget  of  present  two-year 
schools  runs  between  $250,000  to  $350,000.  Sev- 
eral reports  ( 2,3,4 ) have  shown  that  a large  por- 
tion of  the  operating  budgets  of  four-year  schools 
result  from  service  to  the  community.  Since  the 
majority  of  such  service  stems  from  the  clinical 
aspects  of  a facility,  its  budgetary  role  is  consid- 
erably reduced  in  a two-year  school. 

& Assistant  Professor  of  Microbiology,  Department  of  Zoology, 
and  Pre-medical  Advisor,  Arizona  State  University,  Tempe,  Ariz. 


reports  is  that  made  by  Emory  University  in 
conjunction  with  the  Department  of  Health, 
Welfare  and  Education.  (2)  Table  1 shows  the 
budget  figures  for  the  six  departments  normally 
comprising  a two-year  school  as  well  as  the  per 
cent  of  each  attributable  to  educating  a physi- 
cian. Since  Emory  University  has  a four-year 
school,  these  six  departments  are  more  extensive 
than  would  be  normal  to  a two-year  school. 

Part  of  the  need  for  more  two-year  facilities 
can  be  seen  in  Table  2 which  shows  the  attrition 
rate  at  four-year  schools.  These  “lost”  potential 
physicians  can  only  be  replaced  by  qualified 
two-year  graduates  and  the  100  or  so  presently 
furnished  by  the  three  existing  two-year  schools 
is  obviously  inadequate. 

In  an  attempt  to  evaluate  the  desirability  of  a 
two-year  school  in  Arizona,  a questionnaire  was 
sent  to  the  deans  of  all  present  medical  schools. 

The  questions  asked  were: 

1.  How  many  openings  have  you  had  for  the 
past  two  years  in  your  junior  year  for  two-year 
medical  school  graduates? 

2.  Do  you  see  this  number  of  openings  as 
increasing,  decreasing  or  remaining  essentially 
constant? 

3.  In  your  experience,  have  two-year  gradu- 
ates had  difficulty  in  meeting  your  junior  year 
standards? 

4.  Would  your  medical  school  accept  some 
graduates  from  an  accredited  two-year  Arizona 
medical  school? 

5.  What  approximate  percentage  of  your  first 
two-years’  work  would  be  classified  as  “clinical?” 

6.  Do  you  see  the  present  amount  of  clinical 
work  in  the  first  two  years  as  remaining  about 
the  same,  or  increasing  at  your  school? 

7.  Has  your  experience  with  two-year  school 
graduates  in  the  past  been:  favorable,  unfavor- 
able, no  significant  difference  from  others? 

Seventy  schools  answered  question  one  and 
indicated  a total  minimum  of  472  openings  for 
qualified  graduates  of  two-year  schools  in  the 
junior  year.  The  minimum  figure  was  used  since 
some  schools  reported  5-10,  in  which  case  the 
lower  average  (7)  was  used  for  tabulation.  Fig- 
ure 1 shows  the  distribution  of  these  openings 
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with  Dramamine-D 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 

“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 
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Figure  1 

Third  year  openings,  by  region,  in  medical  schools  reporting 
such  spaces  available. 


in  four  major  regions  of  the  country. 

Of  the  65  schools  answering,  50  schools  say 
their  number  of  openings  as  constant,  If  felt 
there  would  be  an  increase  and  four  saw  them 
decreasing. 

Fifty-six  of  the  65  schools  commenting  said 
the  two-year  graduate  had  no  difficulty  in  meet- 
ing their  junior  year  standards.  Three  schools 
said  they  did;  three  others  said  some  extra  work 
was  required  and  finally,  three  said  it  depended 
on  the  two-year  school. 

In  question  four,  any  state  or  region  could 
presumably  be  substituted  for  Arizona.  Fifty- 
nine  of  the  67  schools  answering  said  they  would 
accept  qualified  two-year  graduates.  (It  is  sig- 
nificant here  that  two  of  these  schools  com- 
mented they  could  not  accept  “out-of-state” 
freshmen  due  to  the  state  laws.)  Five  schools 
said  they  would  not  accept  such  graduates  and 
three  indicated  it  as  “possible.” 

Questions  five  and  six  were  used  to  determine 
the  extent  of  clinical  work  which  might  be  ex- 
pected of  a two-year  graduate.  Fifty-seven 
schools,  answering  this  question  such  that  it 
might  be  tabulated,  demonstrated  a range  from 
0 per  cent  to  35  per  cent  with  an  over-all  aver- 
age of  approximately  13  per  cent.  Table  3 
shows  the  distribution  of  these  schools  by  per- 
centage of  clinical  work  in  the  first  two  years. 

Forty  of  these  schools  saw  their  percentage 
of  clinical  work  remaining  constant  for  the 
future.  Nine  answered  “some  or  slight  increase”; 
five  as  “increasing”  and  three  as  “decreasing.” 
Table  3 shows  the  present  percentage  of  clinical 
work  for  those  schools  contemplating  an  increase 
or  decrease. 

Sixty-eight  medical  schools  answered  the  last 
question  indicating  their  experience  with  two- 
year  students.  Thirty-three  saw  no  significant 


difference  from  other  two-year  students;  23  re- 
ported their  experience  as  favorable;  nine  in- 
dicated no  experience  to  judge  and  three  re- 
ported “unfavorable.” 

Several  deans  saw  fit  to  add  comments  to  the 
questionnaire  both  for  and  against  the  two-year 
school.  All  received  are  given  below  and  identi- 
fied only  by  general  region  of  the  country. 

“.  . . material  offered  at  the  various  two-year 
schools  presently  in  existence  almost  certainly 
would  be  considered  as  falling  short  of  the 
clinical  introductory  material  which  we  will 
desire  after  our  program  goes  into  operation  in 
September  1959.”  (West) 

“No,  we  have  observed  no  difference  between 
graduates  of  two-year  schools  and  other  trans- 
fer students.  However,  all  transfer  students  do 
appear  to  have  some  difficulty  in  adjusting 
particularly  to  the  junior  year.  The  faculty  makes 
every  effort  to  make  this  adjustment  as  easy  as 
possible  for  the  student.”  (West) 

“I  feel  very  strongly  . . . that  there  is  a real 
place  for  two-year  medical  schools  in  the  medical 
education  picture  of  this  country.  Most  of  the 
four-year  schools  are  in  a position  similar  to 
ours  in  that  they  have  sufficient  clinical  material 
to  take  care  of  more  students  than  they  can 
carry  through  the  first  two  years  of  their  pro- 
gram. Here  we  are  limited  to  76  students  per 
class  by  virtue  of  the  pre-clinical  facilities.” 
(East) 

“From  my  experience  of  some  15  years  in  a 
two-year  school,  I could  not,  in  all  honesty, 
advise  the  establishment  of  a two-year  school 
in  the  1950s.”  (East) 

“I  have  been  interested  in  the  development  of 
such  schools  in  the  Southwestern  and  Western 
states  for  some  time,  since  I am  certain  that 
students  from  such  schools  would  have  no  dif- 
ficulty in  obtaining  a place  in  four-year  medical 
schools  that  are  already  established.”  (South) 

( In  answer  to  difficulty  of  two-year  students 
meeting  junior  standing) 

“In  general,  no.  They  have  been  at  a slight 
disadvantage  in  clinical  background,  but  have 
usually  been  able  to  overcome  this  with  extra 
work.”  (East) 

“It  is  our  policy  to  accept  for  transfer  only 
those  students  who  have  ranked  in  the  upper 
third  of  their  class  previously.  It  has  been  our 
experience  that  these  students  do  well  the  last 
two  years  in  medical  school.  . . The  geographical 
origin  of  transfer  students  is  not  important.” 
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TABLE  1° 

Emory  University 

Cost  by  Departments  of  Basic  Sciences ** 


Bio- 

Pharma- 

Item 

Atanomy  Bacteriology 

Chemistry 

cologty 

Physiology 

Pathology 

Total 

Personnel  

Other  Direct 

$ 88,915 

$ 45,459 

$ 57,530 

$ 41,922 

$ 55,683 

$ 63,744 

$353,253 

Expenditures 
( Equipment, 
office  supplies ) . 

22,621 

5,400 

4,890 

6,244 

6,218 

7,230 

52,603 

Indirect 
Expenditure 
Grants,  contracts 

25,762 

16,727 

25,424 

16,894 

27,154 

26,346 

138,307 

Special  Purpose 
Funds  

59,031 

43,138 

47,047 

109,668 

52,424 

36,167 

337,475 

TOTAL  

Per  cent  used 

196,329 

110,744 

134,891 

174,728 

141,479 

123,487 

881,658 

for  Undergrad. 
Medical  Instr.  . . . 

24.1 

17.6 

17.3 

18.4 

15.8 

10.1 

Amount  for 

Undergrad. 
Medical  Instr 

47,230 

19,472 

23,338 

32,107 

22,327 

12,400 

156,874 

“Emory  University  Pilot 
Conclusions,  1954-55,  pp. 

Study  Analysis 
26-35. 

of  Expenditures 

Medical  Education  Program,  Part  1,  Study 
““Fiscal  year  ending  Aug.  31,  1955. 

Description,  Summary  and 

TABLE  2° 

Attrition  in  the  Approved  Medical  Schools  in  the  United  States 


1956-57 

Withdrew  Withdrew  Per  Cent 

Poor  Good  Enrollment 

Year  Enrollment  Failed  Standing  Standing  Totals  Lost 

First 8,014  276  92  176  544 

Second  7,259  110  14  70  194  2.7 

Third 7,023  49  14  25  88  1.1 

Fourth 6,834  11  5 14  30  0.3 


“Medical  Education  in  the  U.  S.  and  Canada,  Journal  of  American  Medical  Ass’n.,  Vol.  165,  p.  1428. 

TABLE  3 

Clinical  Work  in  First  Two  Years  of  Four-year  Schools 

Per  Cent  of  Clinical  Work  in  First  Two  Years 
0 5 10  15  20  25  30  35  Total 


Number  of  Schools 

reporting 3 9 21  12  7 5 1 1 59 

Percent  of  schools 
indicating  future 

increase 2 7 2 1 1 1 14 

Per  cent  of  schools 
indicating  future 

decrease  2 1 3 
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( South ) 

“As  two-year  schools  are  formed,  we  will 
provide  more  openings.  Anticipate  openings  for 
from  f5  to  25.”  (Midwest) 

“It  is  our  belief  that  there  is  a need  in  the 
United  States  for  additional  two-year  medi- 
cal schools.  The  casualties  occurring  in  normal 
freshman  and  sophomore  operations  leave  avail- 
able space  in  most  medical  schools  for  addi- 
tional third-year  students.”  (East) 

As  might  be  expected  from  a group  of  this 
caliber,  there  is  a difference  of  opinion  on  the 
subject  of  two-year  medical  schools.  The  large 
majority  of  present  medical  facilities,  however, 
indicate  their  acceptance  of  this  concept  as 
regards  both  need  and  co-operation.  For  those 
groups  contemplating  a medical  facility  but 
limited,  to  a degree,  by  financial  support,  the 
two-year  medical  school  would  appear  to  be 
the  modern  solution  which  could  best  serve  both 
the  area  and  country  at  the  present  time. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 


COUNCIL  MEETING 

Meeting  of  Council  of  The  Arizona  Medical 
Association,  Inc.,  January  1959,  Phoenix,  Ari- 
zona, Lindsay  E.  Beaton,  M.D.,  Chairman,  pre- 
siding. 

Membership  Classification  Changes 
GREENLEE  COUNTY  MEDICAL  SOCIETY: 

I T WAS  moved,  seconded,  and  unanimously 
carried  that  council  approve  associate  member- 
ship, dues  exempt,  for  Charles  H.  Laugharn, 
M.D.,  retroactive  to  Dec.  22,  1958,  effective  Jan. 
1,  1959,  account  illness,  as  recommended  by 
the  Greenlee  County  Medical  Society. 

PIMA  COUNTY  MEDICAL  SOCIETY: 

It  was  moved,  seconded,  and  unanimously 
carried  that  council  approve  associate  member- 
ship, dues  exempt,  for  Elizabeth  H.  Laidlaw, 
M.D.,  retroactive  to  Dec.  9,  1958,  effective  Jan. 
1,  1959,  account  illness,  as  recommended  by  the 
Pima  County  Medical  Society. 

MARICOPA  COUNTY  MEDICAL  SOCIETY: 

It  was  moved,  seconded,  and  unanimously 
carried  that  Maricopa  County  Medical  Society 
be  informed  that  in  accordance  with  the  by-laws 
of  this  Association,  the  recommended  “associate” 
membership  classification  changes  for  Palmer 
Dysart,  M.D.  (withdrawal  from  private  practice 
to  full  time  employment  as  medical  consultant 
of  the  Division  of  Vocational  Rehabilitation  for 
the  State  of  Arizona),  and  James  R.  Moore, 
M.D.  (withdrawal  from  private  practice  to  em- 
ployment as  full  time  medical  advisor  to  the 
Arizona  State  Industrial  Commission  and  medi- 
cal consultant  to  the  Arizona  Blue  Cross-Blue 
Shield  Medical  Service  Plans),  would  fall  within 
its  “service”  category,  (full  time  permanent  em- 
ploye of  other  national,  state,  county  or  mu- 
nicipal government),  one-half  state  dues,  and 
if  the  society  will  resubmit  its  request  on  such 
basis,  council  will  approve  thereof  retroactive 
to  Dec.  31,  1958,  effective  Jan.  1,  1959. 

PROFESSIONAL  BOARD 
M smbership  Resignation 

Willard  V.  Ergenbright,  M.D.  (Phoenix),  by 
letter  dated  Dec.  4,  1958,  submitted  his  resig- 
nation as  a member  of  the  professional  board 
of  this  association  and  as  such,  chairman  of  its 
subcommittee  on  crippled  children,  due  to 
reasons  of  ill  health.  Council  accepted  his  resig- 
nation. 


Charles  S.  Powell,  M.D.  (Yuma),  by  letter 
dated  Dec.  29,  1958,  submitted  his  resignation 
as  a member  of  the  professional  board  of  this 
association,  due  to  pressure  of  other  obligations. 
Council  accepted  his  resignation. 

Interim  Membership  Appointment 

Doctor  Manning,  president,  announced  ap- 
pointment of  Ray  Fife,  M.D.  (Phoenix),  to  mem- 
bership on  the  professional  board  and  as  such, 
chairman  of  its  subcommittee  on  crippled  chil- 
dren, to  fill  the  unexpired  term  1958-61,  caused 
through  resignation  of  Doctor  Ergenbright. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  approve  the  appointment  of 
Doctor  Fife  to  membership  on  the  professional 
board  and  as  such,  to  chairmanship  of  its  sub- 
committee on  crippled  children,  for  the  term 
expiring  in  1961. 

PUBLIC  RELATIONS  BOARD 
Membership  Vacancy 

The  demise  of  Raymond  F.  Lamb,  M.D.  (Casa 
Grande),  was  reported,  creating  a vacancy  on 
the  public  relations  board.  It  was  determined 
that  the  remaining  membership  is  sufficient  for 
the  present  requirements  of  the  board.  No  ac- 
tion taken. 

SAFETY  COMMITTEE 
Membership  Resignation 

Willard  V.  Ergenbright,  M.D.  (Phoenix),  by 
letter  dated  Dec.  4,  1958,  submitted  his  resig- 
nation as  a member  of  the  safety  committee,  due 
to  ill  health.  Council  accepted  his  resignation. 
Interim  Membership  Appointment 

Doctor  Manning,  president,  appointed  Thomas 
H.  Taber  Jr.,  M.D.  (Phoenix),  to  membership 
on  the  safety  committee,  to  fill  the  unexpired 
term  1958-59,  caused  through  resignation  of 
Doctor  Ergenbright. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  approve  the  appointment  of 
Doctor  Taber  to  membership  on  the  safety  com- 
mittee for  the  term  expiring  in  1959. 

CONSTITUTION  AND  BY-LAWS 
COMMITTEE 

Articles  of  Incorporation  and  By-Laws  - 
Proposed  Revision 

Council  considered  the  proposed  revisions  of 
its  articles  of  incorporation  and  by-laws,  recom- 
mended by  its  committee  on  constitution  and 
by-laws.  Review  in  each  instance  was  completed 
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by  article,  chapter  and  section,  numerically  in 
order,  with  general  discussion  following  each 
proposed  change.  Supplemental  revisions  were 
directed  as  indicated. 

Doctor  Holmes  recommended  that  the  articles 
of  incorporation  be  not  opened  up  to  general 
discussion  at  the  second  meeting  of  the  house 
of  delegates  in  April,  suggesting  that  only  the 
proposed  changes  in  the  articles  be  sent  to  the 
members  of  the  house;  and  that  such  changes 
be  considered  individually  as  proposed  amend- 
ments. 

Mr.  Jacobson  reviewed  and  explained  the  pro- 
posed amendments  to  the  articles  of  incorpora- 
tion. 

Doctor  Holmes  reviewed  and  explained  the 
proposed  amendments  constituting  a complete 
revision  of  the  by-laws. 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  council  go  on  record  approving 
for  submission  to  the  house  of  delegates,  the 
suggested  amendments  to  the  articles  of  incor- 
poration and  the  revised  by-laws,  as  prepared 
by  its  constitution  and  by-laws  committee  and 
as  further  amended  by  council. 

Doctor  Beaton  stated:  “Rather  than  go  into 
the  details  of  this  presentation,  the  council  will 
depend  on  Doctor  Holmes  to  work  with  Doctor 
Jarrett,  speaker  of  the  house  as  to  the  details 
of  how  this  is  to  be  presented  to  the  house  of 
delegates  at  the  first  session.  This  will  involve 
whether  you  are  going  to  use  readers,  and  how 
you  want  to  do  it. 

“I  think  that  when  we  send  this  out  to  the 
delegates,  we  should  send  a very  careful  letter 
along  with  it  stating  that  this  has  been  re- 
viewed, that  your  council  feels  that  this  is  in 
satisfactory  form,  and  does  not  anticipate  any 
lengthy  discussion  on  the  floor  of  the  house, 
although  there  will,  of  course,  be  opportunity 
for  any  revisions  to  be  made.” 

Doctor  Beaton  expressed  council’s  thanks  to 
Doctor  Holmes  and  his  committee  on  constitu- 
tion and  by-laws  for  its  excellent  revision  of 
the  by-laws. 

CONFERENCE  ON  AGING  - ARIZONA 
AM  A Report  — Jesse  D.  Hamer,  M.D.  — Delegate 

DOCTOR  HAMER:  Some  actions  took  place 
in  Minneapolis  at  the  AMA  House  of  Delegates 
meeting  that  created  a great  deal  of  favorable 
comment  throughout  the  nation  and  in  the  press. 

The  appearance  of  the  governor  of  Minnesota 


before  the  house  with  a prepared  paper,  dealing 
largely  with  the  care  of  the  aged,  perhaps  stimu- 
lated more  definitive  action  on  the  part  of  the 
house  of  delegates,  knowing  the  thinking  of  the 
governor,  who  is  noted  pretty  well  for  his  liberal 
views  on  health  care;  and  following,  of  course, 
the  September  meeting  of  the  conference  in 
Chicago,  which  was  attended  by  practically  all 
of  the  state  medical  associations,  on  the  care 
of  the  aged  and  the  problems  presented  by  that 
group  of  our  senior  citizens;  and  other  things 
such  as  proposed  legislation  which  appeared  in 
the  national  congress  last  year,  namely:  the 
Forand  bill.  It  was  preferred  the  delegates  take 
certain  action  which,  of  course,  referred  it  back 
to  the  states  for  their  approval,  acceptance,  re- 
jection or  action. 

Of  course,  time  won’t  allow  us  to  go  into  a 
lot  of  details  of  that  action  and  what  it  implies, 
but  in  a summary  report  of  the  house  of  dele- 
gates in  regard  to  care  of  the  aged,  the  house 
did  approve  a program;  a policy  of  attempting 
to  get  the  members  of  the  medical  profession, 
nation-wide,  and  the  insurance  companies  and 
our  Blue  Shield  plans,  to  co-operate  in  a plan 
in  an  endeavor  to  provide  in  some  way  for  the 
medical  needs  of  our  senior  citizens.  Not  only 
in  the  matter  of  trying  to  figure  out  policies 
which  would  be  within  the  financial  scope  of 
the  elder  generation,  but  in  the  reduction  in  the 
care  of  these  people  on  a reduced  fee  basis  on 
the  part  of  the  physicians,  and  I presume  all 
of  you  have  received  the  issue  of  the  AMA  News 
which  outlines  the  actions  taken  by  the  house 
of  delegates  on  this,  and  other  matters. 

The  AMA  acted  upon  a recommendation  of 
the  council  on  medical  service  that  constituent 
and  component  medical  societies  of  all  phy- 
sicians, everywhere,  expedite  the  development 
of  effective,  voluntary  health  insurance  on  a 
prepayment  program,  for  the  group  over  65 
with  moderate  resources,  or  low  family  income. 
In  order  to  effect  immediate  implementation  of 
such  a program,  the  house  directed  that  such 
proposals  be  directed  to  medical  societies’  ap- 
proved plans,  including  Blue  Shield  and  private 
insurance  programs.  Before  the  house,  Doctor 
Gundersen,  the  president  of  the  association, 
made  the  statement  that  the  national  Blue  Shield 
commission  is  already  thinking  in  terms  of  the 
implications  in  this  action. 

I don’t  know  much  about  what  went  on  at 
the  meeting  of  the  AMA  in  Chicago.  Doctor 
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Wormley  from  our  professional  board  did  attend 
that  meeting,  and  I presume  has  prepared  a 
report,  and  the  entire  proceedings  have  been 
published.  I think  this  should  be  referred  to  the 
proper  committee  of  this  association. 

It  was  reported  that  Lowell  C.  Wormley,  M.D., 
Phoenix,  has  been  appointed  chairman  of  the 
subcommittee  on  aging  of  the  professional  board 
and  that  meetings  are  currently  scheduled,  with 
some  already  completed,  with  interested  groups 
in  Phoenix  and  Tucson. 

No  action  taken. 

AM  A Request  from  State  Medical  Societies  — 
Report  of  the  Commission  on  Medical  Care 
Plans  — Action 

DOCTOR  HAMER:  The  report  of  the  com- 
mission on  medical  care  plans  culminated  from 
three  years  of  study  of  all  types  of  medical  care 
plans  in  the  country,  a very  exhaustive  report, 
came  before  the  house  of  delegates.  There  were 
a lot  of  pros  and  cons  presented  before  the  refer- 
ence committee,  and  as  a result  of  disagreements 
and  failure  to  crystalize  policy  that  could  be 
accepted  by  the  house,  the  house  adopted  the 
report  of  the  reference  committee  that  the  final 
adoption  of  the  report  be  deferred  until  next 
June.  In  the  meantime,  it  did  also  adopt  the 
recommendation  of  the  reference  committee, 
specifically  suggesting  to  the  constituent  associa- 
tions that  they  study  this  report  and,  in  the 
interim  between  the  December  meeting  and  the 
next  June  meeting,  express  to  AMA  their  attitude 
regarding  it  in  the  hope  of  clarification,  if  they 
arrive  at  some  decision  in  regards  to  the  follow- 
ing basic  points:  (a)  “free  choice  of  physician,” 
and  (b)  “closed  panel  systems.” 

Now,  as  to  the  importance  of  the  “free  choice 
of  physician,”  is  the  concept  to  be  considered 
a fundamental  principle,  incontrovertible,  un- 
alterable, and  essential  to  good  medical  care 
without  qualification?  As  to  the  “closed  panel 
systems,”  which  is  touched  upon  at  length  in 
this  report,  what  is,  or  will  be,  your  attitude 
toward  physicians  who  participate  in  these  sys- 
tems of  medical  care,  which  are  restricted  as 
to  choice  of  physician?  These  two  questions 
acknowledge  that  the  policy  of  the  AMA  to 
encourage  and  support  the  highest  quality  of 
medical  care  for  all  patients  remains  unchanged. 
They  question,  however,  whether  attitudes 
toward  the  free  choice  of  physician  and  closed 
panel  systems  may  be  undergoing  evolutionary 
changes.  So  the  house  recommended  that  the 


board  of  trustees  invite  the  constituent  associa- 
tions to  forward  their  replies  to  these  two  ques- 
tions to  the  executive  vice  president,  60  days 
in  advance  of  the  June  1959  meeting.  I believe 
this  should  be  forwarded  to  our  fee  and  con- 
tractual medicine  committee  for  study. 

It  was  directed  that  a letter  be  forwarded  to 
Dr.  J.  Heim,  M.D.,  in  response  to  his  letter  of 
Jan.  8,  1959,  to  the  effect  that  his  letter,  along 
with  other  matters  pertaining  to  this  aspect  of 
medicine  are  being  studied  by  the  fee  and  con- 
tractual medicine  committee  and  that  the  AMA 
is  also  studying  the  problem. 

It  was  moved,  seconded,  and  unanimously 
carried  that  this  committee  (fee  and  contractual 
medicine  committee)  report  to  this  council  at 
its  April  meeting  so  that  council  can  give  con- 
sideration thereto,  or  take  it  to  the  house  of 
delegates  for  official  action,  and  then  forward 
it  to  Doctor  Blassingame. 

MEDICARE  COMMITTEE 
Medicare  Contract  Annual  Renewal 

Doctor  Jarrett  reported  that  the  Medicare 
committee  recommends  to  council  that  we  re- 
new the  Medicare  contract  ( #DA-49-007-MD- 
806)  for  the  period  March  1,  1959,  to  Feb.  29, 
1960,  as  it  was  only  renewed  (as  modified)  for 
a six  months  period  earlier.  The  fiscal  agent 
reports  that  since  the  new  Medicare  regulations 
have  gone  into  effect,  there  have  been  no  items 
of  friction  or  difficulty  with  the  participating 
physicians;  that  the  physicians  are  somewhat 
unhappy  at  the  way  the  military  is  handling 
dependents’  care,  in  that  many  of  them  are  being 
flown  to  San  Francisco  and  to  Texas  for  medical 
services  whereas  it  is  available  locally.  The  point 
in  renewing  the  contract  is,  those  dependents 
whose  husbands  or  whose  principals  are  over- 
seas, can  obtain  medical  care  from  local  phy- 
sicians without  the  necessity  of  being  certified 
by  the  military.  For  that  reason,  they  thought 
it  would  be  in  the  public  interest  to  go  ahead 
and  renegotiate  this  contract. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  accept  the  report  of  the  Medi- 
care committee. 

COMMUNICATIONS 
National  Foundation  — Health  Scholarships  - 
Arizona  Representative 

The  National  Foundation,  800  Second  Ave., 
New  York  17,  N.  Y.,  by  letter  dated  Nov.  20, 
1958,  signed  by  Thomas  M.  Rivers,  M.D.,  vice 
president  for  medical  affairs,  invited  the  Ari- 


298 

zona  Medical  Association  to  nominate  a maxi- 
mum of  three  physicians  from  whom  one  will 
be  invited  to  serve  as  a member  of  the  state 
committee,  associated  with  its  expanded  pro- 
gram of  medical  scientific  research,  patient  aid 
and  professional  education  through  health 
scholarship  awards  covering  four  years  to  quali- 
fied people  in  the  fields  of  medicine,  nursing, 
physical  therapy,  occupational  therapy,  and 
medical  social  work. 

Doctor  Manning  selected  members  of  the 
benevolent  and  loan  fund  committee:  Doctors 
Ernest  A.  Born  (Prescott),  Leslie  B.  Smith 
(Phoenix),  and  Preston  T.  Brown  (Phoenix),  as 
this  association’s  nominees.  Action  approved. 
American  Cancer  Society  and  Arizona 
Tuberculosis  and  Health  Association 

Letters  from  (a)  Arizona  Tuberculosis  and 
Health  Association,  Inc.,  O.  J.  Larness,  M.D., 
president,  dated  Dec.  8,  1958,  and  (b)  Arizona 
Division  of  the  American  Cancer  Society,  Arthur 
J.  Present,  M.D.,  president,  dated  Jan.  13,  1959, 
were  presented  and  read,  each  expressing  in- 
terest in  promoting  legislation  establishing  suit- 
able qualifications  and  salary  for  a state  health 
commissioner,  and  seeking  the  support  of  this 
association. 

It  was  moved,  seconded,  and  unanimously 
carried  that  this  be  referred  to  the  legislation 
committee  for  review  and  recommendation  to 
council. 

Medical  School  Committee  — Board  of 
Regents  — Survey  Contribution 

Council  in  meeting  held  Nov.  23,  1958,  au- 
thorized a contribution  of  $1,000  to  the  Arizona 
State  Board  of  Begents  in  support  of  and  to 
help  defray  the  costs  of  a proposed  survey  to 
determine  the  needs  and  potential  of  medical 
education  in  Arizona. 

Evelyn  J.  Kirmse,  president,  Arizona  Board  of 
Regents,  by  letter  dated  Dec.  31,  1958,  expressed 
in  behalf  of  the  board  its  thanks  and  sincere 
appreciation  for  this  financial  co-operation  and 
generous  offer.  It  was  advised  Doctor  B.  S.  Poor 
is  now  in  the  state  for  the  purpose  of  setting  up 
plans  for  a study  ( not  to  embark  upon  the  study 
itself);  further,  inasmuch  as  it  is  the  opinion  of 
the  board  that  it  is  the  intention  of  this  associa- 
tion to  contribute  to  the  cost  of  he  survey,  it 
will  not  move  to  accept  the  offer  at  this  time. 
The  matter  has  been  referred  to  its  medical 
school  study  committee  of  which  Air.  John  Bab- 
bitt of  Flagstaff  is  chairman,  and  we  will  hear 
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from  him  at  a later  date.  Beceived  and  filed. 
AM  A Regional  Medicolegal  Meeting 

It  was  reported  that  the  AA1A  Regional  Medi- 
colegal Meeting  is  scheduled  to  be  held  April 
17  and  18,  1959,  in  Salt  Lake  City,  Utah.  Mem- 
bers of  the  association  are  cordially  invited  and 
urged  to  attend.  Received  and  filed. 

Pima  County  Medical  Society  — Industrial 
Commission  of  Arizona  vs. 

Sanley  S.  Tanz,  M.D. 

J.  D.  Heim,  M.D.,  secretary-treasurer,  Pima 
County  Medical  Society,  by  letter  dated  Jan. 
15,  1959,  addressed  to  Leslie  B.  Smith,  M.D., 
secretary  of  this  association,  advised: 

“This  letter  refers  to  a letter  addressed  to 
you  under  date  of  Sept.  3,  1958,  by  Stanley  S. 
Tanz,  M.D.,  concerning  an  experience  with  the 
Industrial  Commission  of  Arizona,  who  trans- 
ferred a patient  from  his  care  to  that  of  another 
physician.  This  matter  was  referred  by  you  to 
the  industrial  relations  committee  of  the  Arizona 
Aledical  Association,  and  then,  by  letter  dated 
Sept.  11,  1958,  referred  back  to  the  Pima  County 
Medical  Society. 

“Report  on  this  case  was  received  from  Pima 
County  Medical  Society’s  industrial  relations 
committee  by  our  board  of  directors  on  Jan. 
8,  1959.  This  report  was  accepted  and  approved 
by  the  board  of  directors,  and  I am  directed 
to  forward  a copy  of  it  to  council  of  the  Arizona 
Medical  Association. 

“The  board  of  directors  of  the  Pima  County 
Aledical  Society  feels  very  strongly  that  this  type 
of  handling  is  a flagrant  example  of  interference 
with  the  doctor-patient  relationship,  and  a gross 
invasion  of  the  right  to  the  individual  to  choose 
his  own  physician.  It  feels  that  a strong  protest, 
at  the  highest  level,  should  be  made  to  the  in- 
dustrial commission  of  Arizona.  It  also  feels 
that  consideration  should  be  given  to  the  pos- 
sibilities of  revising  the  existing  legislation,  so 
that,  in  the  future,  neither  the  employer  nor 
the  industrial  commission  of  Arizona  might  be 
able  to  order  a man  to  change  his  physician 
when  there  is  no  question  of  medical  or  pro- 
fessional failure  of  proper  care  for  the  patient.” 

Doctor  Beaton  stated:  “This  sort  of  thing  is 
perfectly  legal  under  the  terms  of  the  Industrial 
Commission  Act.  When  I was  chairman  of  the 
industrial  relations  committee,  we  made  repre- 
sentatives to  the  commission  about  this  kind  of 
high-handed  procedure.  They  kind  of  promised 
they  wouldn’t  do  it,  though  they  reserved  unto 
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themselves  the  right  to  do  it  if  they  wanted  to. 
We  also  asked  the  legislation  committee  to 
look  into  legislation  which  might  change  this 
portion  of  the  act  and  nothing  ever  came  of  it. 
The  Pima  County  Society  is  exercised  about  this 
and  wants  council  to  take  some  action  about  it. 
The  only  thing  we  can  do  would  be  to  write 
a letter  saying  this  has  come  to  our  attention 
and  we  strongly  deplore  it  and  trust  that  it 
won’t  happen  again.  I think  we  might  also 
strongly  present  to  our  industrial  relations  com- 
mittee that  they  discuss  this  matter  with  the 
industrial  commission  to  see  that  things  of  this 
sort  do  not  happen  in  the  future. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  write  the  industrial  commission 
deploring  this  arbitrary  interference  in  the  phy- 
sician-patient relationship  without  adequate 
medical  reason;  and  secondly,  that  we  instruct 
our  industrial  relations  committee  to  discuss  this 
matter  with  the  claims  department  ( industrial 
commission)  with  an  eye  to  preventing  its  oc- 
currence in  the  future;  and  thirdly,  that  we  ask 
i our  legislation  committee  to  look  into  this  mat- 
ter with  an  eye  to  possible  revision  of  the  Work- 
mens’ Compensation  Act. 

Poisoning  Control  Committee  — Appointment  — 
Director,  Arizona  Poison  Control  Program 
Virginia  M.  Cobb,  M.D.,  chairman,  poisoning 
control  committee,  by  letter  dated  Jan.  13,  1959, 
expressed  the  desire  of  her  committee  to  desig- 
nate Doctor  Albert  Picchioni,  as  director  of  the 
Arizona  poison  control  program  and  sought  con- 
sideration thereof  by  council. 

It  was  directed  that  the  committee  be  advised 
that  we  ( council ) feel  it  is  proper  for  the  com- 
mittee to  designate  Doctor  Picchioni,  if  it  so 
wishes,  but  that  we  assume  he  will  remain 
under  the  surveillance  and  control  of  the  com- 
mittee. 

AM  A — Proposed  Establishment  of  State 
Committees  on  Rehabilitation 
A supplementary  report  of  the  board  of  trustees 
before  the  house  of  delegates  of  AMA  on  “Pro- 
posed Establishment  of  State  Committees  on 
Rehabilitation,”  presented  by  Doctor  Hamer, 
was  read  to  council  and  directed  referred  to  the 
professional  board. 

OTHER  BUSINESS 
Cancer  Reporting  Legislation  — 

Jesse  D.  Hamer,  M.D. 

Doctor  Hamer  reported  on  the  status  of  pro- 
posed legislation  referable  to  reporting  con- 


tagious and  neoplastic  diseases  to  the  State  De- 
partment of  Health  stating:  “The  attempt  to 
change  the  wording  of  the  amendment  to  the 
Public  Health  Code  has  not  been  effected  as 
yet,  but  it  probably  will  be  within  the  next  week. 

“It  appears,  the  greatest  difficulty  lies  in  keep- 
ing files  in  relationship  to  the  ‘case  number’ 
when  the  death  certificate  comes  in;  the  number 
will  not  be  on  the  death  certificate,  and  that 
will  entail  a great  deal  of  work  to  determine 
what  number  matches  the  name  on  the  death 
certificate  to  terminate  the  case.  Mr.  Wise,  di- 
rector of  vital  statistics,  Arizona  State  Health 
Department,  is  not  totally  satisfied  with  the  pro- 
posed revision,  in  that  he  wants  several  changes 
made,  and  so,  the  thing  is  nebulous  at  the 
present  time.” 

Doctor  Hamer  recommended  and  council 
agreed  that  a poll  of  council  be  taken,  by  mail, 
to  approve  or  disapprove  this  proposed  legisla- 
tion, when  completed  by  Air.  Trask,  in  accord- 
ance with  the  wishes  of  the  state  health  director. 
Legislation  — Doctors  of  Osteopathy 

The  executive  secretary  alerted  council  to  the 
anticipated  introduction  of  legislation  by  the 
osteopathic  group,  amending  their  act  to  pro- 
vide, among  other  things,  for  the  privilege  to 
license  doctors  of  osteopathy  to  practice  medi- 
cine and  unlimited  surgery  in  Arizona.  Presently, 
such  doctors  are  restricted  to  undertake  “major” 
surgery  until  they  acquire  an  additional  permit 
after  two  years  of  surveillance.  In  this  regard, 
the  legislation  committee  hoped  to  get  an  ex- 
pression of  council  opinion  relative  thereto  prior 
to  calling  a meeting  of  the  committee. 

It  was  directed  that  we  (council)  instruct  the 
legislation  committee  to  meet,  consider  these 
matters,  and  if  there  are  any  that  require  an 
immediate  expression  of  council  opinion,  to 
take  a mail  poll;  otherwise,  to  inform  the  legis- 
lation committee  that  council  will  have  its  regu- 
lar meeting  to  consider  legislation  in  approxi- 
mately one  month,  at  which  time,  routine  matters 
may  come  before  it. 

A Priceless  Gift  to  Posterity  — 

Blue  Cross-Blue  Shield 

An  article  entitled:  “A  Priceless  Gift  to  Pos- 
terity” was  presented  to  council,  prepared  by 
the  Blue  Cross-Blue  Shield  organizations  at  the 
request  of  the  ministry  dealing  with  the  im- 
portance of  an  autopsy.  Its  views  and  comment 
were  invited  and  sought. 

It  was  moved,  seconded,  and  unanimously 
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carried  that  we  approve  of  and  compliment  them 
on  the  article. 

National  Casualty  Insurance  Company  — 
Eligibility  Supplemental  Endorsement 

The  National  Casualty  Insurance  Company  of 
Detroit  proposed  that  all  first  time  applicants 
for  membership  in  the  component  county  medical 
societies  of  this  association  (the  insured),  who 
are  actively  engaged  in  their  profession  or  oc- 
cupation when  the  insurance  is  to  become  effec- 
tive and  who  have  not  reached  their  65th  birth- 
day anniversary,  shall  be  eligible  for  insurance 
under  the  policy;  provided,  that  such  insurance 
as  may  be  placed  in  effect  for  the  applicant  shall 
automatically  terminate  on  the  date  the  applica- 
tion for  membership  is  rejected  or  withdrawn 
or  at  the  end  of  one  year  of  such  insurance,  if 
the  membership  application  is  pending  at  that 
time,  and  the  unearned  portion  of  the  premium 
from  the  date  of  such  termination  shall  be  re- 
funded. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  accept  this  proposed  endorse- 
ment to  the  policy  ( as  an  additional  benefit ) . 
Fee  and  Contractual  Medicine  Committee  — 
Industrial  Fee  Schedule 

The  fee  and  contractual  medicine  committee 
in  meeting  held  Dec.  14,  1958,  in  anticipation 
of  a meeting  to  be  held  in  February  with  the 
Industrial  Commission  of  Arizona  for  the  pur- 
pose of  renegotiation  to  acquire  an  equitable 
schedule  of  fees  for  industrial  care  cases,  de- 
termined upon  the  following  plan  of  action,  sub- 
ject to  council  approval: 

“The  committee  proposes  to  offer  and  stand 
firm  on  the  current  Medicare  schedule  of  fees 
and  if  this  is  not  acceptable  to  the  industrial 
commissions,  that  all  doctors  be  advised  to  bill 
industrial  commission  cases  at  their  usual,  nor- 
mal fee  for  services  rendered;  and 

“Should  the  industrial  commission  request  ad- 
ditional time  for  study  of  the  program,  the  com- 
mittee will  be  agreeable  only  on  a 500  factor 
for  the  duration  of  the  study;  and 

“That  legal  counsel  of  The  Arizona  Medical 
Association,  Inc.  be  in  attendance  at  our  meet- 
ing in  February;  and 

“That  renegotiations  with  the  industrial  com- 
mission be  scheduled  annually,  the  fee  schedule 
to  be  attached  to  a cost-of-living  index  and  re- 
vised on  a change  of  5 per  cent  or  more.” 

It  was  also  reported  that  two  official  letters 


from  the  association  were  forwarded  to  the  in- 
dustrial commission  on  Dec.  16,  1958  and  Jan. 
7,  1959,  requesting  the  commissioner’s  prefer- 
ence as  to  a dinner-meeting  date  in  February 
1959.  No  response  has  been  received  to  date. 

Leo  L.  Tuveson,  M.D.,  chairman,  industrial 
relations  committee,  in  collaboration  with  Hayes 
W.  Caldwell,  M.D.,  chairman,  fee  and  con- 
tractual medicine  committee,  forwarded  today  to 
council  the  following  additional  recommenda- 
tion: 

“That  we  state  to  the  industrial  commission 
that  they  be  considered  as  a private  insurance 
carrier,  since  it  has  a monopoly  and  by  law 
practice  insurance  carriers  must  charge  pre- 
miums in  excess  by  10  per  cent  of  those  charged 
by  the  industrial  commission;  and 

“Recommend  that  Council  recommend  to  the 
fee  and  contractual  medicine  committee  that 
doctors  be  allowed  to  charge  their  regular  fees.” 
It  was  moved,  seconded,  and  unanimously 
carried  that  we  give  the  fee  and  contractual 
medicine  committee  the  authority  to  act  as  set 
forth  in  their  letter  of  Jan.  14,  1959,  with  the 
addition  of  the  subsequent  information  from 
Doctor  Tuveson  and  Doctor  Caldwell;  and  that 
the  committee  be  requested  to  confer  with  Mr. 
Jacobson  (legal  counsel)  prior  to  the  meeting 
with  the  industrial  commissioners;  and  when  the 
commissioners  agree  to  a meeting  date,  council 
authorizes  the  expenditure  of  association  funds 
to  cover  a dinner-meeting. 

Constitution  and  By-Laws  — County 
Medical  Society  Chatters 

Doctor  Manning  requested  the  constitution 
and  by-laws  committee  to  get  started  again  on 
the  age-old  problem  of  charters  for  each  com- 
ponent county  medical  society. 

It  was  determined  that  this  action  await  in- 
stallation of  the  new  articles  and  by-laws. 
Central  Office  Advisory  Committee  — 

Clarence  E.  Yount  Jr.,  M.D. 

Doctor  Yount  requested  clarification  of  coun- 
cil action  taken  at  its  meeting  of  Nov.  23,  1958, 
as  regards  the  association  sponsorship  of  Blue 
Cross-Blue  Shield  coverage  and  premium  pay- 
ments for  central  office  staff  employes. 

It  was  moved,  seconded,  and  unanimously 
carried  that  association  sponsorship  of  Blue 
Cross-Blue  Shield  coverage  include  the  employe 
and  dependents,  when  the  employe  is  the  head 
of  the  house  and  sole  support  of  the  dependents; 
otherwise,  to  be  provided  for  the  employe  only, 
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based  on  employe  income  derived  from  the  Meeting  adjourned  at  5:52  p.m. 

central  office  operations.  LESLIE  B.  SMITH,  M.D. 

Secretary 

PROFESSIONAL  LIAISON  COMMITTEE 


Agendo 

OCTOR  Steen  reported  that  the  meeting  had 
been  called  at  the  request  of  Doctor  Gamble, 
chairman  of  the  inter-professional  committee  of 
the  Arizona  Chiropodists  Association,  to  discuss 
the  following  agenda: 

“The  purpose  of  requesting  an  audience  with 
the  Arizona  Medical  Association’s  inter-profes- 
sional liaison  committee  is  to  seek  advice  and 
counsel  regarding  four  issues  of  concern.  We 
would  like  to  present  these  issues  as  topics  for 
discussion  so  that  your  committee  may  extend 
recommendations  to  the  Arizona  Medical  As- 
sociation for  consideration. 

“1.  We  recommend  that  legislation  be  framed 
to  prohibit  the  use  of  shoe  fitting  fluoroscopes 
by  lay,  unlicensed  personnel. 

”2.  At  a joint  conference  of  the  American 
Medical  Association  and  National  Association  of 
Chiropodist  officials  two  years  ago,  arranged  by 
President  Allman  of  the  AMA,  the  field  repre- 
sentative of  the  AMA,  Air.  Tom  Hendricks, 
stressed  the  importance  of  acquainting  medicine 
with  modern  chiropody-podiatry  through  liaison 
on  the  state  association  level.  An  exhibit  shown 
at  this  meeting  was  approved  for  display  at 
state  medical  association  conventions.  We  would 
like  the  privilege  of  presenting  this  exhibit  at 
the  coming  Arizona  Medical  Association  state 
convention. 

“3.  There  is  a shortage  of  chiropodists  to 
service  the  ever  mounting  foot  problems  of  the 
population  throughout  the  entire  United  States. 
We  solicit  the  interest  and  help  of  Arizona  medi- 
cal doctors  in  recommending  chiropody  as  a 
career  to  those  young  people  who  seek  your 
advice  concerning  the  healing  arts  and  who  are 
non-specific  in  their  primary  interest.  Two  years 
of  pre-medical  college  work  of  proper  grade 
level  will  satisfy  the  academic  chiropody  en- 
trance requirements.  Chiropody  training  requires 
four  years  of  chiropody  college  and  a program 
of  internship. 

“4.  As  a result  of  a fine  degree  of  co-operation, 


inclusion  of  chiropody  service  has  been  con- 
sumated  in  many  of  the  Blue  Cross-Blue  Shield 
plans  throughout  the  nation.  No  provision  is 
made  for  such  participation  in  the  State  of 
Arizona.  B is  the  request  of  this  committee  that 
the  inter-professional  liaison  committee  of  the 
Arizona  Medical  Association  advise  us  concern- 
ing the  development  of  chiropody  service  in- 
clusion within  the  framework  of  Blue  Cross-Blue 
Shield  contracts  in  the  State  of  Arizona. 

“We  would  like  to  point  out  highly  successful 
operations  of  chiropody  inclusion  in  the  states 
of  Delaware,  Michigan,  Oklahoma,  and  in  the 
District  of  Columbia.  In  these  instances,  the 
medical  society  has  set  up  a special  participating 
clause  for  chiropody.  The  chiropody  associations 
have  provided  adjudication  committees  to  help 
service  any  problems  that  might  arise  so  that 
our  profession  shares  in  the  supervision  and 
work  of  the  operation.  Inclusion  does  not  in- 
crease the  scope  of  coverage  of  contracts,  but 
would  authorize  chiropodists  to  be  eligible  to 
service  conditions  now  qualified  for  indemnity. 

“ Summation : The  propositions  offered  for  con- 
sideration are  indicative  of  the  desire  of  the 
chiropody  profession  in  Arizona  to  assume  re- 
sponsibility in  the  public  health  interest  com- 
mensurate with  acceptable  chiropody-podiatry 
training  and  standards. 

FLUOROSCOPIC  SHOE  FITTING 
LEGISLATION 

Doctor  Snyder  elaborated  on  the  problem  of 
shoe  fitting  with  the  use  of  X-ray  or  fluoroscopes 
by  lay  persons,  stating  that,  "the  National  As- 
sociation of  Chiropodists  recently  recommended 
that  state  societies  (chiropodist)  take  action 
against  the  use  of  X-ray  and  fluoroscopic  de- 
vices in  shoe  stores  due  to  the  hazards  of  ex- 
cessive radiation  to  foot  growth,  among  other 
things.  ' 

Seventeen  states  in  the  United  States  currenth 
have  such  restrictions  either  through  legislation, 
or  regulation  by  public  health  departments. 

It  was  further  pointed  out  that  this  is  not  too 
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frequently  a problem  in  Arizona  at  this  time 
and  such  action  would  be  more  of  a “prophy- 
lactic” measure. 

The  Arizona  Chiropodists  Association  would 
like  to  proceed  with  it,  but  would  like  the  sanc- 
tion of  the  Arizona  Medical  Association;  or,  the 
Arizona  Medical  Association  should  proceed 
with  it;  or  more  specifically,  the  legislation  com- 
mittee of  the  Arizona  Medical  Association  should 
proceed  with  it  in  co-operation  with  the  Arizona 
Chiropodists  Association. 

It  was  moved,  seconded,  and  unanimously 
carried  that  council  be  informed  that  the  profes- 
sional liaison  committee  believes  that  point  to 
be  well  taken  and  recommends  that  this  prob- 
lem be  referred  to  its  legislation  committee  with 
the  recommendation  that  they  work  with  a like 
committee  of  the  Arizona  Chiropodists  Associa- 
tion to  sponsor  such  legislation. 

CHIROPODISTS  EXHIBITS 
AT  STATE  MEDICAL  MEETINGS 

As  a means  of  acquainting  the  doctor  of  medi- 
cine with  the  standards  and  practices  of  the 
doctor  of  chiropody,  a request  was  made  for 


exhibit  space  at  the  next  annual  meeting  of  the 
Arizona  Medical  Association.  It  was  determined 
that  such  exhibit  would  require  an  8’  x 8’  space 
allotment. 

SHORTAGE  OF  CHIROPODISTS 
The  problem  of  a shortge  of  chiropodists  was 
discussed  with  the  chiropodists  soliciting  the 
co-operation  of  doctors  of  medicine  in  suggest- 
ing this  field  to  those  young  people  who  may 
be  inquiring  about  careers  in  the  medical  arts. 

CHIROPODISTS  - BLUE  CROSS- 
BLUE SHIELD  PARTICIPATION 
Doctor  Kohl  pointed  out  that  the  doctor  of 
medicine  is  not  included  in  Blue  Cross-Blue 
Shield  plans  for  office  procedures  and  until  such 
is  the  case,  there  would  be  no  reason  or  prece- 
dent to  push  such  coverage  for  chiropodists. 

Doctor  Gamble  stated  that  they  were  more 
interested  in  hospital  coverages  in  that  there 
are  chiropodists  working  in  regular  hospitals. 

It  was  recommended  that  this  desire  be  re- 
ferred by  the  chiropodists  to  Blue  Cross-Blue 
Shield  for  consideration. 


' 

If  they  need  nutritional  support . . . 


they  deserve 

GEVRAL 

Vitamin- Mineral  Supplement  Lecterle 

CAPSULES— 14  VITAMINS— 11  MINERALS  ~ 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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NEW 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 

•Trademark 


EVEN  REFRACTORY  CASES  RESPOND 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 
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COMMITTEE  ON  POISONING  CONTROL 


T HE  REGULAR  quarterly  meeting  of  the  com- 
mittee on  poisoning  control  was  held  at  the 
College  of  Pharmacy,  Jan.  9,  f959. 

A film,  ‘‘One  Day’s  Poison,”  was  shown  and 
was  recommended  by  the  committee  for  showing 
to  lay  groups.  It  can  be  obtained  from  the  State 
Health  Department  by  writing  to  Mr.  John  Nel- 
son; Health,  Education  Division,  State  Health 
Department,  Phoenix,  Ariz. 

The  committee  felt  that  a member  of  the 
faculty  at  the  College  of  Pharmacy  should  be 
designated  as  “director”  of  the  poison  control 
program  in  the  state.  A letter  requesting  that 
Doctor  Albert  Picchioni  be  so  appointed  has 
been  sent  to  Doctor  Smith  of  the  State  Medical 
Association. 

There  was  considerable  discussion  about  re- 
porting of  poison  cases.  There  are  certain  hos- 
pitals in  the  state  that  have  never  sent  in  any 
reports  at  all.  Others  return  very  inadequate 
reports  and  some  make  very  good  ones.  The 
best  reports  are  the  ones  filled  in  by  the  attend- 
ing physician  and  the  committee  felt  that  the 
filling  out  of  the  forms  should  not  be  left  to 
the  record  room  clerk.  The  physicians  in  Pima 
County  are  being  urged  to  fill  out  the  forms 
themselves  and  return  them  promptly  to  the 
Poison  Control  Information  Center  at  the  College 
of  Pharmacy. 

During  1958,  the  Poison  Control  Information 
Center  has  supplied  a card  index  file  to  18  hos- 
pitals in  the  state  and  to  the  Maricopa  County 


Medical  Society.  These  files  are  kept  up  to 
date  by  the  Poison  Control  Information  Center. 

The  College  of  Pharmacy  publishes  a monthly 
letter  in  Arizona  Medicine  giving  statistical  in- 
formation on  poisoning  cases  and  information 
on  new  developments  in  the  field  of  posions. 

The  College  of  Pharmacy  has  developed  com- 
plete liaison  with  the  National  Clearing  House 
for  Poison  Control. 

Preliminary  discussion  was  started  on  a poison 
control  exhibit  for  the  annual  meeting  of  the 
Arizona  Medical  Association  and  a letter  has 
been  sent  to  Doctor  Smith  requesting  space  for 
an  exhibit. 

The  18  hospital  poisoning  control  treatment 
centers  which  have  received  the  card  files  are 
listed  below  according  to  the  cities  in  which 
they  are  located: 

Ajo,  Phelps  Dodge  Hospital;  Douglas,  Douglas 
Hospital;  Flagstaff,  Flagstaff  Hospital;  Ganado, 
Sage  Memorial  Hospital;  Grand  Canyon,  Grand 
Canyon  Hospital;  Holbrook,  Holbrook  Mu- 
nicipal Hospital;  Kingman,  Mohave  County  Hos- 
pital; McNary,  McNary  Hospital;  Phoenix,  Good 
Samaritan  Hospital,  Maricopa  County  General 
Hospital,  Memorial  Hospital,  and  St.  Joseph’s 
Hospital;  Prescott,  Prescott  Community  Hos- 
pital; Safford,  Safford  Inn  Hospital;  Tucson, 
Pima  County  General  Hospital,  St.  Mary’s  Hos- 
pital, and  Tucson  Medical  Center;  Yuma,  Yuma 
County  General  Hospital. 

Doctor  Frederick  Beckert  has  replaced  Doctor 
Paul  Jarrett  on  the  poisoning  control  committee. 


BARROW  NEUROLOGICAL  INSTITUTE  FOR  ARIZONA 

In  Memory  of 
WILLIAM  E.  BARROW 


X HE  LARGEST  gift  of  its  kind  to  a private 
hospital  in  the  history  of  Arizona  was  announced 
Saturday,  Jan.  24,  1959,  at  a special  meeting 
at  St.  Joseph’s  Hospital  of  the  medical  council, 
department  of  nurology  and  neurosurgery,  de- 
partment of  psychiatry,  Dr.  Clarence  Salisbury, 
director  of  public  health,  Dr.  James  W.  Kerno- 
han,  professor  of  pathology,  Mayo  Foundation, 
Rochester,  Minn.,  Dr.  Edwin  Boldrey,  professor 
of  neurosurgery,  University  of  California  Medi- 
cal Center,  San  Francisco,  and  president  of  the 
American  Academy  of  Neurological  Surgery, 
Charles  A.  Barrow  and  son,  Tim.  The  gift  of 


the  Barrow  family,  when  matched  with  federal 
and  other  grants,  will  exceed  $1  million  which 
will  be  used  to  construct  and  develop  a neuro- 
logical institute  for  St.  Joseph’s  Hospital.  There 
are  only  four  other  such  institutes  of  this  kind 
in  the  United  States  and  Canada.  This  addition 
to  the  hospital  is  a memorial  to  William  E. 
Barrow,  father  of  Charles  A.  Barrow,  who  had 
been  coming  to  Arizona  for  the  past  40  years. 

Sister  Alary  Placida  stated  that  this  new  wing 
will  be  known  as  the  Barrow  Neurological  In- 
stitute. Approximately  one  year  will  be  devoted 
to  working  out  the  physical  facilities  of  the 
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institute,  to  increase  the  neurological  research 
fund,  and  to  assemble  top-flight  researchers. 
She  also  announced  that  the  board  of  directors 
of  St.  Joseph’s  Hospital  had  appointed  Dr.  John 
R.  Green,  presently  chairman  of  the  department 
of  neurology  and  neurological  surgery  at  St. 
Joseph’s  Hospital,  as  director  of  the  Barrow 
Neurological  Institute.  A national  advisory 
board  of  consultants  and  a regional  lay  board 
for  the  subsidy  of  neurologic  research  is  planned. 

The  Barrow  Neurological  Institute  will  be  an 
L-shaped  structure,  connecting  to  the  central 
portion  of  the  hospital.  It  will  have  a basement, 
four  floors,  and  plans  for  future  expansion.  The 
new  wing  will  have  its  own  entrance  on  Third 
Ave.,  near  Catalina  Drive. 

Sister  Mary  Placida  thanked  Mr.  Barrow  on 
behalf  of  the  Sisters  of  Mercy,  the  medical  staff 
of  St.  Joseph’s  Hospital  and  the  community 
which  the  institute  will  serve  for  making  possible 
this  important  addition  of  medical  facilities  to 
this  area.  She  added  that  this  was  a big  step  in 
making  Phoenix  an  outstanding  medical  center 
in  the  Southwest.  Mr.  Charles  A.  Barrow  has 
been  interested  in  neurology  and  neurological 
surgery  for  a number  of  years  and  has  been 
closely  identified  with  St.  Joseph’s  Hospital  for 
six  years.  During  this  period  of  time,  he  has 
made  possible  the  seizure  clinic,  the  laboratory 
of  electroencephalography,  the  radio-active  iso- 
tope laboratory,  the  neuro-pathology  laboratory, 
the  medical  photography  department,  as  well 
as  neuro-surgical  instruments  and  special  equip- 
ment. Most  recently  he  has  provided  instrumen- 
tation which  makes  it  possible  for  the  neuro- 
surgeons to  do  blood  vessel  surgery  of  the  brain 
under  hypothermia.  The  institute  is  a natural 
outgrowth  of  these  interests  and  it  will  be  pat- 
terned after  the  few  similar  organizations  now 
in  existence.  Existing  neurological  institutes  in 
the  United  States  and  Canada  are  now  located 
in  Chicago,  New  York,  Washington,  and  Mon- 
treal. 

Dr.  Green  commented  as  follows:  “I  cannot 
begin  to  express  our  appreciation  to  Mr.  Barrow 
and  to  St.  Joseph’s  Hospital  for  their  vision  and 
desire  to  create  such  an  institute.  Statistical 
analysis  of  the  work  done  by  the  neurologists 
and  neurological  surgeons  of  Phoenix  in  our 
department  during  1958  indicates  this  is  already 
a clinical  neurological  center  of  much  importance 
to  the  Southwest.  At  present,  there  are  117  hos- 
pitals in  the  United  States  with  training  facili- 


ties for  neurological  surgeons,  and  our  service 
at  St.  Joseph’s  Hospital  has  a larger  volume  than 
90  of  them.” 

“The  purposes  of  the  Barrow  Neurological  In- 
stitute,’’ Dr.  Green  added,  “are  three-fold:  (1) 
A center  specializing  in  the  diagnosis  and  treat- 
ment of  hospitalized  patients  who  have  various 
organic  disorders  of  the  nervous  system,  (2)  a 
center  for  basic  research  into  the  causes  of  nerv- 
ous and  mental  diseases  and  to  develop  improved 
methods  of  treatment,  and  (3)  a center  for  the 
training  of  neurologists,  neurological  surgeons, 
and  research  workers  in  this  field.” 

The  neurological  institute  will  initially  have 
50  beds  for  hospital  patients,  clinical  labora- 
tories for  neuro-pathology,  neuro-roentgenology, 
and  electro-encephalography,  its  own  specially 
constructed  surgeries  connecting  to  the  present 
recovery  room,  as  well  as  research  laboratories 
for  neuro-physiology,  neuro-chemistry,  and  elec- 
tron-miscroscopy  of  normal  and  abnormal  tissues. 
Dr.  Green  added  that  “The  clinical  side  will  be 
an  extension  of  the  existing  services,  and  the 
research  activities  will  be  carried  on  by  full- 
time investigators  who  in  turn  will  be  subsidized 
by  the  neurologic  research  fund  which  we  must 
further  develop.  We  have  been  assured  that 
our  research  workers,  who  will  be  full-time  at 
the  Barrow  Neurological  Institute  will  receive 
complete  co-operation  and  collaboration  from 
the  basic  science  departments  of  Arizona  State 
University,  and  this  will  be  mutually  beneficial.” 

Two  nationally  famous  specialists  who  were 
in  Phoenix  to  take  part  in  the  cancer  seminar  of 
the  Arizona  Cancer  Society  at  Paradise  Inn  were 
interested  guests  at  the  meeting  Saturday  after- 
noon and  had  previously  indicated  their  willing- 
ness to  serve  on  the  national  advisory  board  of 
consultants  for  the  Barrow  Neurological  Insti- 
tute. Dr.  James  W.  Kernohan,  professor  of  path- 
ology, Mayo  Foundation,  Rochester,  Minn., 
world-renowned  neuro-pathologist,  remarked : 
“This  is  an  occasion  that  will  long  be  remem- 
bered in  this  area  of  the  United  States.  I am 
naturally  most  happy  to  be  present  and  to  see 
the  further  growth  of  neurology,  neurosurgen 
and  their  basic  branches.  The  resurgence  of 
these  branches  of  medicine  and  surgery  is  due 
in  general  largely  to  the  actions  and  support  of 
the  Institute  of  Neurology  and  Blindness  of  the 
National  Institute  of  Health. 

“The  generosity  of  the  Barrow  family  has  made 
this  project  possible  and  St.  Joseph's  Hospital 
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is  to  be  congratulated  on  this  new  development.” 
Dr.  Edwin  Boldrey,  professor  of  neurological 
surgery,  University  of  California  Medical  Center, 
San  Francisco,  and  president  of  the  American 
Academy  of  Neurological  Surgery,  commented: 
“It  is  indeed  a great  pleasure  to  learn  with  you 
of  the  presentation  to  your  community  of  the 
Barrow  Neurological  Institute.  Phoenix,  the  State 


of  Arizona,  and  the  entire  Southwest  are  most 
fortunate  to  have  this  opportunity  to  participate 
in  and  support,  as  well  as  profit  by,  a venture 
to  add  to  the  general  fund  of  knowledge  con- 
cerning the  nervous  system  and  its  infirmities, 
and  to  improve  the  already  high  standard  of 
medical  care  provided  in  your  city.” 


THE  THIRD  PARTY  PROBLEM 

By  D.  J.  Heim,  M.D. 

The  Tucson  Clinic 
Tucson,  Arizona 


W 

IIITH  THE  advent,  growing  significance, 
and  power  of  third-party  participation  in  the 
field  of  medicine  the  time  is  long  overdue  for  a 
calm  appraisal  of  the  evolutionary  changes  which 
are  encroaching  upon  the  traditional  concepts 
of  medical  practice.  Bitter  recriminations  and 
possible  chisms  have  been  engendered  within 
the  medical  profession  as  a result  of  failure  to 
recognize  the  gradual  transformation  third-party 
participation  has  produced  in  our  relations  with 
many  of  our  patients.  The  time-honored  con- 
cepts of  “free  choice  of  physician”  and  the  “fee- 
for-service”  philosophy  have  had  to  be  modified 
to  fit  the  newer  situations  which  have  arisen 
subsequent  to  the  promulgation  of  these  re- 
spected, fundamentally  sound  principles.  Modi- 
fication does  not  mean  abandonment.  In  those 
instances  where  the  direct  physician-patient  re- 
lationship exists  as  it  did  when  these  principles 
were  formulated  certainly  there  is  no  question 
of  free  choice  of  physician  or  fee-for-service. 
Fortunately  or  unfortunately,  all  the  ramifica- 
tions of  the  direct  physician-patient  relationship 
are  no  longer  present  when  a third-party  has  a 
“valid  interest”  in  the  payment  of  medical  ex- 
pense. 

What  is  meant  by  the  “third-party”  as  re- 
ferred to  in  this  discussion?  Simply  expressed 
it  is  any  person  or  organization,  other  than  the 
physician  or  patient,  who  is  responsible  for  the 
cost  of  medical  care  of  certain  designated  indi- 
viduals. In  this  country  typical  third  parties  are 
governments  (national,  state,  county,  or  city  as 
represented  by  veterans  administration  and  mili- 
tary hospitals,  state,  county  and  city  hospitals 
and  various  government  sponsored  health  plans ) 
insurance  companies,  railroads,  unions,  and  in- 
dustries. 

The  fields  of  misunderstanding  among  phy- 


sicians regarding  third-party  participation  arise 
from  several  considerations.  Among  these  are: 

( 1 ) A failure  of  leadership  and  direction  by 
the  American  Medical  Association  coupled  with 
over-enthusiastic  misguided  disciplinary  action 
by  several  state  and  county  medical  societies. 

(2)  A belief  that  policies  and  practices  of 
some  of  these  third-parties  are  contributing  to 
unethical  practices  in  medicine. 

(3)  An  impression  that  the  “free  choice  of 
physician”  principle  has  been  abrogated  by  these 
third-parties  and  the  participating  physicians  and 
therefore  such  conduct  threatens  the  very  foun- 
dations of  medical  practice  as  traditionally 
known  in  the  United  States. 

(4)  A fear  that  adoption  of  standardizations 
of  medical  and  surgical  fees,  as  is  frequently 
requested  or  demanded  by  these  third  parties, 
will  lead  to  indirect  control  of  the  physician’s 
fee-for-service  principle  to  which  organized 
medicine  has  long  been  committed. 

The  evolutionary  changes  in  medical  practice 
are  but  one  facet  of  the  complex  philosophical 
alterations  our  society  is  undergoing.  The  na- 
tional quest  for  security  at  any  cost  has  already 
forged  the  chains  of  socialistic  slavery.  Our 
inexorable  drift  in  this  direction  must  be  used 
as  a backdrop  in  interpreting  the  changes  in 
traditional  thinking  which  organized  medicine 
is  making.  The  socialistic  trend  has  developed 
so  rapidly  that  its  effects  upon  the  medical  pro- 
fession’s relations  to  society  require  astute  in- 
terpretation by  organized  medicine.  This  in- 
terpretation has  frequently  had  the  appearance 
of  hind-sight  rather  than  fore-sight.  The  Ameri- 
can Medical  Association  in  its  efforts  to  chart 
a correct  course  for  the  medical  profession  has 
often  procrastinated  unduly  leaving  its  com- 
ponent societies  to  formulate  their  own  policies. 
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Such  seems  to  have  been  the  case  where  third 
party  participation  is  involved.  Without  the 
forceful  guidance  of  the  American  Medical  As- 
sociation, the  component  state  and  county  ele- 
ments have  attempted  to  establish  their  own 
principles  to  fit  this  ever  growing  segment  of 
medical  practice.  Lacking  leadership  some  of 
these  elements  have  turned  to  tradition,  the 
eternal  pull  of  the  past.  The  concepts  of  “free 
choice  of  physician,”  unethical  aspects  of  “closed 
panel  systems,”  and  “fee-for-service”  have  been 
exploited  in  the  light  of  ancient  resolutions  or 
statements  of  the  American  Medical  Association, 
or  they  have  been  interpreted  to  fit  particular 
situations  from  vague  references  attributed  to 
the  same  source.  Some  of  the  source  material 
was  formulated  prior  to  the  time  the  third 
party  element  had  developed  any  importance. 
Application  of  this  material  to  today’s  problems 
hardly  seems  consistent.  A principle  (a  settled 
law  or  rule  of  conduct)  is  formulated  on  known 
facts.  The  introduction  of  new  facts  must  alter 
the  application  of  the  principle  even  though  the 
principle  is  unchanged.  As  the  Judical  Council 
of  the  American  Medical  Association  has  stated: 
“basic  ethical  concepts  do  not  change  (but)  in- 
terpretations of  ethical  concepts  may  change 
with  increased  knowledge  and  fuller  understand- 
ing.’^].) Some  of  the  component  societies  of 
organized  medicine  in  efforts  to  maintain  the 
high  standards  of  medical  care  in  the  United 
States  have  attepted  to  control  participation  in 
these  -third-party  plans  by  their  individual  mem- 
bers. With  but  nebulous  guidance  from  the 
American  Medical  Association  some  of  these 
efforts  have  come  dangerously  close  to  coercion 
and  intimidation.  These  efforts  have  been  di- 
rected along  two  lines:  ethical  and/or  legal. 
Specific  instances  include: 

( 1 ) Efforts  to  have  the  Commonwealth  of 
Kentucky  outlaw  closed  panel  systems(2)  with 
punitive  measures  against  such  systems  and  par- 
ticipating doctors.  Fortunately  cooler  heads  in 
the  Kentucky  legislature  prevented  passage  of 
such  a law. 

(2)  A ruling  by  the  Colorado  State  Medical 
Society  in  May,  1957  clouding  the  ethical  repu- 
tation of  “any  Colorado  physician  who  knowing- 
ly and  willingly  participates  in,  or  aids  and  abets 
the  operations  of,  a medical  plan  which  denies 
its  beneficiaries  the  right  of  free  choice  of  phy- 
sician . . .(3).  An  injunction  has  been  filed  in 
the  Denver  District  Court  against  this  ruling 


and,  at  this  writing,  it  appears  that  it  will  be 
declared  illegal. 

( 3 ) The  Belmont  County  Medical  Society  de- 
nied membership  to  three  Ohio  physicians  who 
were  employed  by  the  United  Mine  Workers’ 
medical  program.  No  reason  was  given  for  the 
denial. 

(4)  On  January  26,  1958  the  Council  of  the 
Arizona  Medical  Association  adopted  the  recom- 
mendation of  the  Fee  and  Contractual  Medicine 
Committee  “that  the  physicians  throughout  Ari- 
zona be  apprised  that  in  accordance  with  this 
principle  of  medical  ethics  ( i.e.  the  1927  Report 
of  the  Judicial  Council  with  regard  to  “free 
choice  of  physician(4)  they  not  join  any  medical 
program  that  excludes  the  other  members  of 
the  local  county  medical  societies  from  caring 
for  patients  employed  by  any  given  employer 
or  agent  under  accepted  conditions  for  insurance 
payment  of  the  fee.”(5) 

(5)  At  the  1957  Clinical  Session  of  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion the  Colorado  delegation  introduced  a resolu- 
tion stating  that  any  contract  with  a third  party 
would  be  unethical  if  “a  reasonable  degree  of 
free  choice  of  physician  is  denied  those  cared 
for  in  a community  where  other  competent  phy- 
sicians are  readily  available.”(6) 

There  is  ample,  practically  unanimous,  judici- 
ary evidence  (7)  that  contracts  between  third 
parties  and  designated  physicians  are  not  illegal 
if  the  third  parties  are  subject  to  legal  scrutiny 
at  the  state  or  federal  court  level.  Since  the 
American  Medical  Association  was  once  success- 
fully prosecuted  under  the  Sherman  Anti-trust 
Act  it  is  doubtful  whether  this  organization  will 
ever  be  placed  in  that  position  again.  Conse- 
quently it  has  not  formally  supported  any  of 
the  state  or  county  medical  organizations  which 
have  intimated  or  designated  such  arrange- 
ments are  illegal  or  unethical.  Expulsion,  the 
threat  of  expulsion,  or  the  denial  of  admission 
to  a medical  society  based  upon  such  a premise 
affords  the  offended  physician  the  opportunity 
of  redress  under  the  federal  or  state  anti-trust 
laws.  Since  so-called  closed  panel  systems  are 
legal  according  to  the  law  of  the  land,  medical 
organizations  attempting  to  coerce  or  expel  mem- 
bers or  refuse  admission  to  physicians  having 
such  contracts  are  on  very  shaky  ground. 

Implied  or  direct  accusations  that  third  party 
medical  care  arrangements  with  designated  phy- 
sicians are  unethical  could  be  disposed  of  by 
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stating  that  nowhere  in  the  revised  Principles 
of  Medical  Ethics  (June  1957)  can  such  an  inter- 
pretation be  given.  Neither  is  there  any  refer- 
ence to  “free  choice  of  physician."  Intelligent  ap- 
praisal demands  further  consideration  since  the 
revised  Principles  contain  only  a Preamble  and 
ten  short  paragraphs.  Under  Chapter  VII,  Sec- 
tion 4 of  the  1955  edition  of  the  Principles  of 
Medical  ethics  is  the  following  statement:  “free 
choice  of  physician  is  defined  as  that  degree  of 
freedom  in  choosing  a physician  which  can  be 
exercised  under  usual  conditons  of  employment 
between  patients  and  physicians.  The  interjec- 
tion of  a third  party  who  has  a valid  interest,  or 
who  intervenes  between  the  physician  and  the 
patient  does  not  per  se  cause  a contract  to  be 
unethical.  A third  party  has  a valid  interest 
when,  by  law  or  volition,  the  third  party  assumes 
legal  responsibility  and  provides  for  the  cost  of 
medical  care  and  indemnity  for  occupational 
disability.”  In  plain  simple  language  a third  par- 
ty has  the  right  and  privilege  to  say  where  its 
medical  dollars  are  going  when  it  voluntarily 
assumes  the  cost  of  its  participants’  medical  care. 
This  is  legal.  It  is  also  ethical  unless: 

“(1)  The  compensation  received  (by  the  partici- 
pating physicians)  is  inadequate  based  on  the 
usual  fees  paid  for  the  same  kind  of  service  and 
class  of  people  in  the  same  community. 

(2)  The  compensation  is  so  low  as  to  make  it 
impossible  for  competent  service  to  be  rendered. 

(3)  There  is  underbidding  by  physicians  in  or- 
der to  secure  the  contract. 

(4)  A reasonable  degree  of  free  choice  of  phy- 
sicians is  denied  those  cared  for  in  a community 
where  other  competent  physicians  are  readily 
available. 

(5)  There  is  solicitation  of  patients  directly  or 
indirectly.  ( 8 ) ” 

Since  these  five  points  were  a re-affirmation 
in  December  1957  of  a 1927  Report  of  the  Judi- 
cial Council  of  the  American  Medical  Associa- 
tion they  may  be  subject  to  reinterpretation  in 
the  light  of  more  recent  developments.  This  ap- 
plies especially  to  Point  4. 

On  June  7,  1958  the  American  Medical  Associ- 
ation published  a special  edition  “The  Principles 
of  Medical  Ethics,  Opinions  and  Reports  of  the 
Judicial  Council.”  On  page  8 is  the  statement: 
“the  phrase  ‘free  choice’  of  physician  is  more 
and  more4  frequently  used  and  there  is  a general 
understanding  of  what  the  phrase  means.  Actu- 
ally no  person  can  have  an  absolute  free  choice 


for  many  reasons,  and  if  his  freedom  of  choice 
is  not  absolute  then  it  is  not  free  but  limited.” 
Contrary  to  the  Judicial  Council’s  bland  state- 
ment there  is  not  “general  understanding  of  what 
the  phrase  means.”  Winess  the  following  com- 
ments from  the  “Report  of  Officers  to  the  Mem- 
bers of  the  House  of  Delegates  of  the  American 
Medical  Association  ”: 

( 1 ) “The  American  Medical  Association  lacked 
a clear-cut  definition  and  policy  with  regard  to 
’free  choice  of  physician  ”,  and  a uniform  ap- 
proach to  all  third  parties.  . . . was  necessary. (9) 

(2)  “In  view  of  the  fact  that  the  term  ‘free 
choice  of  physician’  as  used  in  various  state- 
ments and  as  used  alone,  out  of  context,  has  re- 
sulted in  misunderstanding  and  misinterpreta- 
tion, it  might  be  desirable  to  avoid  use  of  this 
term  in  the  abstract  and  to  speak  instead  of  the 
conditions  under  which  physicians  should  dis- 
pose of  their  services  and  their  responsibilities 
and  conduct  in  the  rendition  of  medical 
care.”(  10) 

It  is  a derilection  of  duty  for  physicians  in  po- 
sitions of  authority  in  organized  medicine  to 
carelessly  toss  about  such  cliches  as  suppression 
of  “free  choice  of  physicians”  and  the  evils  of 
“closed  panel  practice”  unless  and  until  all  the 
facts  regarding  the  particular  subject  under  scru- 
tiny are  known.  Yet  these  terms  have  been  dis- 
torted by  some  doctors  until  they  are  left  with 
the  connotation  of  something  unethical  to  many 
poorly  informed  members  of  the  medical  pro- 
fession. Such  a meaning  is  far  from  the  truth 
and  formal  resolutions  implying  or  stating  that 
such  practices  are  unethical  cannot  tolerate  le- 
gal scrutiny  or  be  substantiated  by  the  Code  of 
Ethics  of  the  American  Medical  Association. 

It  is  understood,  of  course,  that  abuses  and 
unethical  behavior  are  just  as  possible  within 
the  framework  of  third-party  arrangements  as 
within  any  other  facet  of  medical  practice.  The 
potentiality  of  such  abuses,  per  se,  should  not 
taint  this  growing  segment  of  medical  practice 
with  unethical  stigmata  however.  County,  state, 
and  national  medical  organizations  must  effec- 
tively police  this  segment  of  their  ranks,  but  il- 
legal or  unethical  accusations  are  the  wrong  ap- 
proach. Some  of  the  restrictive  measures  applied 
by  certain  third-party  factions  such  as  closed 
panels,  fixed  fees,  ostracization  of  certain  phy- 
sicians, regulations  without  prior  consultation  or 
participation  of  medical  societies  or  doctors,  and 
the  building  of  closed-staff  hospitals  might  have 
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been  avoided  or  modified  if  our  organized 
groups  had  promptly  prevented  exorbitant 
charges,  poorly  conducted  or  prolonged  treat- 
ments, slipshod  or  unreported  records,  and  un- 
necessary surgery.  There  is  the  growing  feeling 
among  many  lay  groups  and  among  some  third- 
party  organizations  that  some  physicians  are  less 
interested  in  their  patients’  medical  welfare  than 
the  economic  benefits  to  be  derived  from  their 
ills. 

Rightly  or  wrongly  lay  groups  frequently  in- 
terpret the  fee-for-service  principle  of  organized 
medicine  as  unjust.  Such  a principle  is  firmly 
entrenched  in  the  traditions  of  the  medical  pro- 
fession. Where  direct  physician-patient  relation- 
ships exist,  the  principle  must  be  upheld.  With 
the  intervention  of  third  party  participation,  al- 
terations in  the  application  of  the  principle  have 
met  professional  resistance  and  bitter  denuncia- 
tion at  times.  The  inconsistency  of  the  resistance 
is  illustrated  by  the  rather  general  acceptance 
of  fee  schedules  from  such  third  party  organiza- 
tions as  government  hospitals,  state  industrial 
insurance  companies,  Blue  Cross  and  Blue 
Shield  plans  and  Medicare.  Yet  attempts  by 
other  third  party  participants  to  have  organized 
medical  societies  establish  reasonable  fee  sched- 
ules have  oftentimes  met  failure.  The  reasons 
offered  for  such  resistance  vary  but  all  stem  from 
an  innate  fear  that  such  concessions  will  result 
in  medicine’s  loss  of  control  of  the  fee-for-serv- 
ice  principle  with  possible  domination  and  even- 
tual dictation  by  lay  groups.  The  members  of 
the  medical  profession  are  highly  individualistic 
and  abhor  the  idea  of  lay  control  over  their  eco- 
nomic activities.  The  establishment  of  fee  sched- 
ules by  third  parties  only  makes  such  control  a 
little  less  inevitable  in  many  a professional  man’s 
mind. 

As  many  third  party  organizations  can  testify, 
attempts  to  adapt  third  party  plans  to  the  tradi- 
tional fee-for-service  practices  of  doctors  on  a 
free  choice  of  physician  basis  often  have  led  to 
abuses  necessitating  abandonment  of  these  tra- 
ditional principles.  In  efforts  to  place  such  pro- 
grams on  an  actuarial  basis  so  that  adequate  re- 
serve funds  can  be  accumulated  these  third  par- 
ty organizations  have  requested  acceptable  fee 
schedules.  In  those  instances  where  such  co-op- 
eration from  organized  medicine  on  the  state 
or  county  level  has  been  withheld  or  refused, 
these  plans,  in  self-defense,  have  turned  to 
closed-panels,  self-built  and  self-administered 


hospitals  and  clinics,  and/or  self-imposed  fee 
schedules. 

It  must  be  remembered  that  the  growth  of 
such  third-party  plans  as  private  health  insur- 
ance carriers,  Blue  Cross  and  Blue  Shield  plans, 
industrial  health  programs,  and  union  and  indus- 
try sponsored  health  plans  has  been  encouraged 
by  organized  medicine  as  a bulwark  against  so- 
cialized or  state  medicine.  They  need  our  co-op- 
eration and  support  as  much  as  we  need  theirs. 
While  the  objectives  of  some  such  plans  can  be 
honestly  criticized  at  times,  by  and  large  their 
intentions  are  honorable  and  they  anxiously  seek 
aid  from  the  medical  profession  in  solving  their 
problems.  The  superior  attitude  of  some  medical 
societies  in  facing  such  problems  can  only  serve 
to  antagonize  third  party  participants.  No  longer 
can  the  issues  be  avoided  by  hiding  behind  pious 
platitudes  of  “fee-for-service”  medicine,  “free 
choice  of  physicians”  and  non-interference  by 
lay  organizations.  These  organizations  do  not 
want  to  interfere  or  intrude  upon  the  profession- 
al and  technical  aspects  of  the  practice  of  medi- 
cine. They  do  want  to  have  a voice  in  adminis- 
tering their  plans  and  since  they  are  responsible 
for  the  cost  of  medical  care  of  their  recipients 
they  have  the  privilege  of  demanding  reasonable 
fee  schedules.  In  these  days  of  uniform  fees  for 
services  and  goods  in  spite  of  a person’s  econom- 
ic status  it  seems  somewhat  incongruous  for  the 
medical  profession  to  have  a sliding  scale  of  fees 
when  other  than  the  patient  is  paying  for  the 
medical  care.  Of  course,  such  fee  schedules  must 
be  determined  on  an  equitable  basis  and  must 
be  subject  to  change  with  changing  conditions 
such  as  rise  in  the  cost  of  living  and  inflationary 
trends.  Arbitrary  dictatorial  changes  in  these 
schedules  by  third  parties  can  certainly  be  ef- 
fectively controlled  by  refusal  of  organized  med- 
icine to  participate  in  their  plans  particularly  if 
they  are  subject  to  periodic  scrutiny  and  re-af- 
firmation. However  if  the  climate  of  co-operation 
and  understanding  between  third  parties  and  or- 
ganized medicine  were  more  favorable  it  is 
doubtful  if  these  third  parties  would  adopt  an- 
tagonistic policies.  Third  party  participation  in 
the  economics  of  medicine  is  here  to  stay  re- 
gardless of  the  attitude  of  organized  medicine. 

SUMMARY 

A third  party  in  the  medical  field  is  defined 
as  any  person  or  organization  other  than  the  phy- 
sician or  patient  who  is  responsible  for  the  cost 
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of  medical  care  and  indemnification  of  designa- 
ted individuals. 

The  growing  importance  of  these  third  parties 
has  caused  evolutionary  alterations  in  the  tradi- 
tional ethical  principles  of  the  medical  profes- 
sion. In  this  evolutionary  process  some  compo- 
nent elements  of  organized  medicine  have  shown 
reactionary  tendencies  in  wrongly  interpreting 
the  ethical  behavior  of  their  members  who  have 
participated  in  certain  of  these  plans.  The  great 
weight  of  legal  evidence  will  not  allow  such  in- 
terpretations to  be  binding  upon  these  members. 
Impending  and  threatening  legal  action  com- 
bined with  a beginning  crystallization  of  opinion 
of  the  American  Medical  Association  as  ex- 
pressed in  the  “Report  of  the  Commission  on 
Medical  Care  Plans”!  11)  necessitates  altera- 

LARSON  REPORT 

APS  EXTENDS  congratulations  to  the  Ameri- 
can Medical  Association  on  the  decision  reached 
at  its  December,  1958  Minneapolis  meeting  to 
defer  action  on  the  so-called  Larson  Report  be- 
cause of  the  scant  two  weeks  time  the  delegates 
had  had  to  study  the  117  page  report.  ...  It  is 
the  opinion  of  this  observer  and  other  more  ex- 
perienced observers,  after  hearing  the  hostile 
reception  accorded  the  Report  in  comments  be- 
fore the  Reference  Committee,  that  any  recom- 
mendation other  than  deferring  would  have  re- 
sulted in  overwhelming  rejection  of  the  Larson 
Report  by  the  House  of  Delegates.  . . . The  “Lar- 
son Report  presents  the  results  of  a 3V2  year 
study  by  a Commission  of  13  physicians  and  two 
laymen,  authorized  by  the  American  Medical 
Association  Roard  of  Trustees  on  November  9, 
1954.  . . . The  Commission  was  headed  by  Dr. 
Leonard  W.  Larson  of  Bismarck,  North  Dakota. 
. . . Its  recommendations,  although  couched  in 
carefully  chosen  words,  are  an  open  invitation 
to  third  party  interventionists  to  take  over  con- 
trol of  medical  care.  . . . The  recommendations 
— sometimes  merely  implied  — hint  for  a re-ap- 
praisal of  the  value  of  “free  choice”  and  almost 
place  the  art  and  science  of  medical  practice  in 
the  category  of  a “public  utility”  with  medical 
care  to  be  regimented  by  those  untrained  in  the 
art  and  science  of  medicine  — the  “third  parties.” 
The  purpose  of  the  Commission  was:  “To  de- 
termine whether  current  medical  care  plans  are 
effectively  promoting  ( 1 ) the  highest  quality  of 
health  service,  ( 2 ) the  welfare  of  the  public  and 


tions  in  the  concepts  of  “free  choice  of  physi- 
cian,” “fee-for-service,”  and  “closed  panel  prac- 
tice” when  applied  to  third  party  participation  in 
medicine. 
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— THIRD  PARTY 

the  medical  profession,  and  (3)  the  ethical 
standards  of  the  medical  profession.” 

The  Commissions  findings  downgrade  “free 
choice ” in  this  fashion:  “In  the  closed-panel,  di- 
rect service  type  of  plans  visited,  the  Committee 
has  uniformly  observed  care  of  good  quality  be- 
ing made  available  to  patients  who  do  not  have 
Tree  choice  of  physician’  in  the  literal  sense  of 
the  term.  . . . Based  on  its  observance,  the  Com- 
mittee finds  that  the  absence  of  Tree  choice  of 
physician’  does  not  necessarily  result  in  inferior 
care;  but  the  Committee  in  no  way  intends  to 
state  that  good  quality  medical  care  was  ren- 
dered in  these  plans  because  of  the  absence  of 
Tree  choice’  ”...  This  is  double  talk.  . . . One 
would  be  blind  to  believe  that  all  closed-panel 
practice  fails  to  provide  some  good  medical  care. 
. . . Likewise,  there  are  some  exceptions  to  the 
provision  of  good  medical  care  by  way  of  pri- 
vate practice.  ...  Yet  the  records  show  indispu- 
tedly  that  America  reached  its  “medical  great- 
ness” through  private  practice.  . . . The  logical 
question  is  “How  much  better  would  have  been 
the  care  of  that  patient  if  he  had  been  treated 
under  a system  of  private  practice,  rather  than 
in  a closed-panel?” 

This  section  of  the  Report  is  summarized  as 
follows:  . . . The  medical  profession  is  deter- 
mined to  maintain  the  highest  possible  standards 
of  medical  care.  . . . Freedom  of  choice  is  an 
important  factor  in  the  achievement  of  this  goal” 
. . . After  establishing  an  incomparable  medical 
care  record  under  the  American  system  of  pri- 
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vate  practice  — of  which  “free  choice”  is  one  of 
the  vitally  essential  parts  — “freedom  of  choice” 
is  now  only  “an  important  factor  in  the  achieve- 
ment of  this  goal.” 

We  believe  we  are  justified  in  discussing  the 
“ findings ” of  the  Larson  Report.  ...  If  approved 
by  the  profession’s  parent  scientific  organiza- 
tion, they  will  have  a far-reaching  effect  upon 
every  patient  or  potential  patient  in  the  United 
States  — as  to  the  type  of  medical  care  he  will 
be  “permitted”  to  receive.  . . . They  could  be- 
come the  deciding  factor  in  determining  the  type 
of  medical  care  physicians  will  be  “permitted” 
to  deliver  to  their  patients.  . . . Should  a majority 
of  American  physicians,  through  their  parent 
body,  approve  the  Larson  Report,  it  would  be- 
come known  as  one  of  the  black  days  in  the  his- 
tory of  American  medicine  ( ranking  with  the  el- 
evation of  FSA  to  HEW). 

One  of  the  most  serious  problems  facing  the 
medical  profession  today  is  the  entrance  of  the 
“ third  party”  into  the  practice  of  medicine.  . . . 
There  is  an  overwhelming  amount  of  historical 
evidence  in  other  countries  and  in  the  United 
States  to  prove  unequivocally  that  medical  care 
deteriorates  when  the  “third  party”  enters  be- 
cause it  is  most  difficult  to  limit  the  third  par- 
ty’s interference  only  to  the  payment  of  fees.  . . . 
Yet,  the  Commission’s  conclusions  are  almost 
apologetic  for  the  shortcomings  of  third  party 
plans.  . . . The  statements  are  made,  “Physicians 
are  entitled  to  practice  medicine  without  lay  in- 
terference”; and  a tap  on  the  wrist  warning  is 
given  “they  (third  party  plans)  should  provide 
the  beneficiary  with  the  widest  possible  choice 
of  physician  as  stated  in  the  paragraph  Plan 
Members’ : “they  should  refrain  from  interfer- 
ence with  patient-physician  relationships  and 
should  prevent  lay  interference  with  the  practice 
of  medicine  ”.  . . . This  milk-toast  statement  de- 
nies the  ageless  fact  that  he  who  pays  the  bill 
will  designate  the  tune  and  how  to  play  it. 

Exposure  of  the  Report  to  the  public  comes  at 
a most  opportune  time  for  third,  party  interven- 
tionists (Medical  Economics  printed  a story 
about  it  in  its  January  5,  1959  issue,  pages  185- 
207 ) . . . . Many  medical  societies  and  individual 
physicians  are  embroiled  in  controversies  with 
the  United  Mine  Workers  Fund.  . . . Many  of 
the  statements  made  in  the  Report  place  termites 
in  the  foundation  of  the  historically  recorded  and 
subtsantiated  base  that  the  best  medical  care  is 
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provided  through  private  practice  and  that  the 
highest  quality  medical  care  cannot  survive  un- 
der “third  party”  interference. 

The  Commission  was  handicapped  because  its 
assigned  subject  was  a negative  approach  for 
physicians.  . . . The  greatness  of  the  quality  and 
quantity  of  medical  care  delivered  to  the  Amer- 
ican people  was  achieved  long  before  most  of 
the  “plans”  and  “third  parties”  came  into  being. 
This  “greatness"  was  accomplished  under  the 
system  of  private  practice  with  each  patient  hav- 
ing free  choice  to  choose  his  physician,  placing 
his  faith  in  his  physician,  and  with  the  physi- 
cian being  personally  and  morally  responsible  to 
his  individual  patient  and  without  interference 
from  any  untrained  outside  source.  . . . The 
American  people  receive  more  and  better  medi- 
cal care  than  the  citizens  of  any  other  large  na- 
tion in  the  world.  . . . Hindsight  suggests  that 
the  Commission  could  have  devoted  its  efforts 
more  intelligently  and  effectively  — and  should 
have  — to  revealing  the  many  reasons  why  pri- 
vate practice  has  achieved  this  “medical  great- 
ness” in  America  and  how  we  shall  meet  the 
challenge  of  “the  control  of  medicine  from  inside 
lest  it  become  a toy  of  administrators  who  can- 
not produce,  budget  or  assign  personal  integrity, 
skill,  and  devotion  to  a sick  person”  (William  R. 
bean,  M.D.,  Prof,  of  Internal  Medicine,  Univer- 
sity of  Iowa  — GP,  January,  1959,  Page  138). 

We  believe  the  Commission  was  created  out 
of  honest  motivations.  . . . We  are  confident  that 
the  members  of  the  Commission  and  the  large 
staff  of  lay  employees,  worked  diligently,  hon- 
estly, and  conscientiously  . . . We  fear  that  some- 
how, and  at  some  place,  a fast  talking  medical 
regimentist  or  oily  tongued  administrator  hood- 
winked the  Commission  into  becoming  “medi- 
cal apologists”  — a seemingly  popular  current 
trend  pursued  by  some  medical  leaders. 

One  of  the  conclusions  reached  by  the  Com- 
mission is:  “The  majority  of  the  plans  do  not 
have  medical  representation  on  their  policy-mak- 
ing bodies”  (this  is  not  earth-shattering  news  to 
any  informed  ethical  physician)  . . . “However, 
their  governing  boards  seek  the  advice  of  physi- 
cians in  various  ways  before  making  decisions 
which  involve  medical  policy"  . . . This  is  mean- 
ingless. ...  It  is  the  equivalent  of  the  “come-on" 
written  into  so  much  federal  legislation  to  the 
effect:  An  Advisory  Council  will  be  appointed 
to  ‘advise’  the  ‘Secretary’  (bureaucratic  czar  of 
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the  program)”  . . . But  the  legislation  never  re- 
quires the  bureaucratic  czar  to  accept  the  recom- 
mendations of  the  “Advisory  Council”  . . . Nei- 
ther are  the  “plans”  nor  the  “third  party”  obli- 
gated to  accept  medical  advice  from  physicians. 
. . . In  fact,  the  opposite  is  almost  invariably 
true.  . . . Ask  any  physician  who  has  served  un- 
der the  directive  whip  of  third  parties  — the 
Armed  Services  Medical  Corps,  Veterans  Ad- 
ministration, Medicare,  and  any  type  of  closed- 
panel  practice  — and  he  will  tell  you  that  he  had 
to  practice  medicine,  not  always  as  he  believed 
it  should  be  practiced,  but  in  accordance  with 
the  rules  and  regulations  laid  down  by  a “third 
party.” 

Physicians  believing  in  the  importance  of 
county  medical  societies  will  be  discouraged 
when  they  read  Section  II  of  the  Commission’s 
Report.  . . . This  deals  with  “Laws  Relating  to 
Miscellaneous  Type  Plans”  . . . We  don’t  dispute 
the  legal  findings  nor  the  legal  decisions  re- 
viewed in  this  Section.  . . . However,  they  seem 
to  make  it  apparent  that  county  medical  socie- 
ties are  practically  impotent  in  the  matter  of  dis- 
ciplining members  for  participating  in  schemes 
for  the  distribution  of  medical  care  that,  in  the 
opinion  of  the  society,  are  considered  unethical. 
. . . The  reasons  given  are  that  the  courts  might 
rule  that  society  disciplinary  action  was  in  “re- 
straint of  trade  or  interference  with  business’  . . . 
How  about  the  restraint  engendered  by  closed 
panels? 

The  old  indictment  of  the  AMA  is  reviewed 
briefly,  undoubtedly,  as  a warning  to  medical 
societies.  . . . The  indictment  was  caused  by  the 
AMA’s  opposition  to  Group  Health  in  the  Dis- 
trict of  Columbia.  . . . According  to  the  best  le- 
gal advice  we  have  received  over  the  years,  we 
do  not  believe  this  is  applicable  to  physicians 
who,  motivated  by  their  moral  responsibility  to 
their  patients,  refuse  to  have  anything  to  do 
with  closed-panel  plans.  ...  A man  has  a right 
to  decide  whether  or  not  to  do  business  or  associ- 
ate with  another  man.  ...  A group  has  the  same 
right.  . . . Labor  unions  work  on  the  same  prin- 
ciple and  the  Supreme  Court  has  upheld  them 
many  times.  . . . The  AMA  was  indicted,  appar- 
ently, because  it  was  determined  not  only  to 
boycott  Group  Health  and  its  adherents  which 
would  have  been  lawful,  but  to  punish  others 
who  dealt  with  Group  Health  as  well,  which  is 
unlawful. 


The  discouraging  and  downright  depressing 
views  expressed  in  this  “legal”  Section  are  cer- 
tain to  put  fear  in  the  “bravest  of  medical  soci- 
eties” . . . Someone  has  said  that  a good  attor- 
ney is  one  who  takes  the  positive  approach  and 
tells  you  how  far  you  can  go  honestly  and  legally 
. . . Since  the  Report  was  compiled  by  physi- 
cians, we  believe  that  emphasis  should  have  been 
placed  on  this  area.  ...  If  we  have  the  best 
medical  care  in  all  of  the  world,  primarily  due 
to  “free  choice”  and  the  system  of  private  prac- 
tice, a physicians’  Commission  would  be  reason- 
ably expected  to  tell  doctors  how  they  can  le- 
gally protect  and  preserve  that  finest  system  of 
medical  care,  rather  than  pull  the  rug  of  legal 
confidence  out  from  under  them.  . . . No  other 
group  is  going  to  look  after  the  interests  of  phy- 
sicians and  their  patients.  . . . Physicians  should 
devote  more  of  their  activities  to  determining 
and  promulgating  the  “whys”  of  America’s  su- 
perior medical  care.  . . . The  task  of  finding  the 
legal  pitfalls  should  be  left  to  the  labor  bosses, 
hospital  and  “plan”  administrators,  and  others 
who  seek  to  control  the  practice  of  medicine.  . . . 
Let  them  do  their  own  “hoeing”  — and  not  have 
it  done  by  a medical  Commission. 

There  is  a glarmg  omission  in  the  so-called 
“legal”  Section  of  the  Report.  . . . No  mention  is 
made  of  non-participation  by  the  individual  eth- 
ical physician  in  plans  that  are  contrary  to  his 
concepts  of  how  good  medical  service  should  be 
delivered.  ...  If  we  have  achieved  quality  med- 
ical care  in  this  country  under  a system  of  “free 
choice”  and  private  practice  that  defies  world- 
wide comparison  ( the  record  shows  that  we 
have),  the  honorable  method  for  ethical  physi- 
cians to  save  the  system  is  a simple  one.  ...  It 
is  the  ethical  and  morally  responsible  plan  of 
non-participation.  ...  It  is  a plan  that  is  devoid 
of  legalistic  entanglements.  ...  It  means  that 
ethical  physicians  voluntarily  agree  with  each 
other  (no  medical  society  action  is  required) 
not  to  participate  in  schemes  of  bad  medical 
care  which  are  contrary  to  the  public  interest. . . 
It  signifies  that  ethical  physicians  propose  to  ex- 
ercise the  same  privilege  and  right  as  they  do 
when  they  refuse  to  work  or  associate  with  med- 
ical quacks.  ...  It  means  further  that  ethical 
physicians  will  never  withdraw  their  services 
from  their  rightful  employers,  their  patients,  but 
refuse  to  become  the  medical  slaves  of  a would- 
be  usurping  employer  — a government  agency, 


Vol.  16,  No.  4 


Arizona  Medicine 


311 


a plan  administrator  or  a labor  boss  — because 
they  know  that  in  doing  so,  they  would  be  recre- 
ant to  the  welfare  of  their  patients. 

Although  action  on  the  Larson  Report  was  de- 
ferred, this  ill-advised  document  is  not  dead.  . . . 
It  will  be  placed  before  the  AMA  Delegates  at 
their  meeting  in  Atlantic  City  next  June  for  ap- 
proval or  disapproval.  ...  As  the  nation’s  physi- 
cians become  acquainted  with  the  Larson  Re- 
port, we  are  confident  that  at  least  70%  of  them 
will  concur  that  vastly  too  much  of  it  was  devo- 
ted to  espousing  the  cause  of  plans  and  third 
parties  — in  reality,  potentially  a most  dangerous 
enemy  to  the  retention  of  quality  medical  care. 
. . . But  don’t  under-estimate  the  strength  the 
“enemies”  have  already  rallied.  . . . According 
to  the  article  in  the  January  5,  1959  Medical  Ec- 
onomics, an  unnamed  “AMA  insider’’  declared 
“Don’t  ever  forget  it  that  the  U.  S.  Supreme 
Court  once  upheld  a criminal  conviction  of  the 
AMA  for  violation  of  the  anti-trust  laws.  . . . The 
AMA  Trustees  are  never  going  to  let  that  happen 
again.  ...  If  you  look  back  over  the  last  few 
years,  you’ll  observe  that  they  haven’t  been  back- 
ing any  of  these  wild  men  in  the  State  Associa- 
tions. . . . Those  fellows  are  fighting  a losing 
battle  against  closed-panel  plans.  . . . Medicine’s 
got  to  make  peace  with  labor  and  with  all  kinds 
of  adequate  prepayment  plans.  . . . The  alterna- 
tive is  government  compulsion.” 

We  disagree  completely  with  the  unnamed 
“ AMA  insider”  . . . The  decision  referred  to  in 
the  AMA  case,  as  we  have  pointed  out,  has  noth- 
ing to  do  with  physicians  of  integrity,  honor  and 
ethics,  voluntarily  agreeing  with  each  other  not 
to  participate  in  what  they  consider  to  be  bad 
plans  of  medical  care.  . . . Medicine  does  not 
have  “to  make  peace”  with  labor  or  any  other 
group  because  only  physicians  can  deliver  medi- 
cal services.  . . . The  alternative  is  not  “govern- 
ment compulsion”  . . . The  Constitution  and  Bill 
of  Rights  protect  physicians  against  “government 
compulsion”  ...  In  fact,  every  federal  socialized 
medicine  bill  introduced  into  the  Congress  has 
provided  that  “physicians  are  free  to  participate 
full  time,  part  time,  or  not  at  all”  ...  So  long  as 
the  Constitution  is  honored,  physicians  are  free 
as  to  how  they  shall  dispose  of  their  services. 


Not  intended  as  such,  the  Larson  Report  is 
given  rousing  support  by  Dr.  Norton  S.  Brown, 
President  of  the  New  York  County  Medical  So- 
ciety, in  another  article  printed  in  the  aforemen- 
tioned issue  of  Medical  Economics.  . . . Dr. 
Brown  is  quoted:  “Medicine  used  to  be  a private 
concession  operated  by  doctors  for  doctors.  . . . 
It’s  becoming  a ‘public  utility’  operated  by  doc- 
tors in  co-operation  with  other  segments  of  soci- 
ety” . . . He  states  that  doctors  “need  to  change 
their  ideas  . . . especially  their  ideas  on  ‘third 
parties,’  ‘free  choice,’  and  ‘socialized  medicine’  ” 
. . . “Complete  rugged  individualism  is  no  longer 
workable,”  he  says.  . . . His  definition  of  a pub- 
lic utility  is  “a  private  enterprise  so  vital  to  the 
public  interest  that  it  has  to  have  some  super- 
vision” . . . Dr.  Brown  is  no  doubt  sincere  in  his 
convictions.  ...  Yet,  it  is  this  type  of  expressed 
“conviction”  that  is  making  medical  practice  a 
pawn  of  “third  parties”;  denying  God-given 
rights  of  patients;  enslaving  physicians  and  de- 
stroying their  initiative  to  use  their  medical 
knowledge  and  skills  to  the  best  of  their  abili- 
ties; and  inviting  “supervision”  by  those  who 
know  utterly  nothing  about  what  is  best  for  the 
patient. 

The  Larson  Report  and  Dr.  Browns  state- 
ments focus  attention  on  a decision  that  must  be 
made  quickly  by  the  nations  doctors.  . . . Do 
they  enroll  under  a tried  and  proven  system  of 
free  choice  and  private  practice,  a system  respon- 
sible for  delivering  the  finest  medical  care  in  all 
the  world?  . . . Or,  do  they  enlist  on  the  side  of 
those  who  have  been  coerced  or  frightened  into 
experimenting  with  a system  of  medical  care  that 
has  been  a dismal  failure  in  other  nations?  . . . 
Those  in  the  first  group  will  be  upholding  the 
freedom  of  the  physician  and  the  patient  and 
their  moral  responsibility  to  each  other.  . . . 
Those  in  the  second  group  will  be  delegating  the 
physician-patient  mutual  responsibility  to  a 
“third  party”  . . . We  believe  the  time  has  come 
for  physicians  to  choose  “their  group”  . . . There 
is  no  middle  ground.  . . . Principles  are  not  di- 
visible. 

Mai  Rumph,  M.D. 

President 
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AMERICAN  MEDICAL  ASSOCIATION  NEWSLETTER 


KEOGH  BILL  OUT  OF  COMMITTEE, 

NOW  AWAITS  HOUSE  ACTION 

The  Keogh-Simpson  bill  was  favorably  ap- 
proved by  the  house  ways  and  means  commit- 
tee and  the  way  cleared  for  early  floor  action.  As 
it  emerged  from  committee,  there  were  no 
amendments,  thus  the  bill  is  identical  with  the 
version  that  passed  the  house  last  year  and  died 
in  the  senate. 

The  bill  would  allow  the  self-employed,  in- 
cluding doctors,  to  set  aside  10  per  cent  of  gross 
adjusted  income  up  to  $2,500  when  paid  into  re- 
tirement plans.  Maximum  set  aside  in  any  life- 
time would  be  $50,000.  Leader  in  the  campaign 
for  enactment  is  the  American  Thrift  Assembly, 
of  which  the  American  Medical  Association  is  a 
member. 

One  plan  under  discussion  is  for  the  bill  to 
come  up  for  floor  action  on  suspension-of-the- 
rules  day  (first  and  third  Mondays).  The  bill 
would  not  be  subject  to  amendment  from  the 
floor.  Twenty  minutes  of  debate  is  allowed  each 
side,  and  a two-thirds  vote  of  those  present  is 
necessary  for  passage.  Some  house  members, 
particularly  the  new  congressmen,  may  want  to 
be  heard  on  the  bill  before  it  heads  once  again 
for  the  senate. 

In  the  senate,  meanwhile,  the  bill  is  gaining 
new  supporters,  giving  hope  that  it  may  be  acted 
on  in  that  body  this  session. 

ROBERTS  OF  ALABAMA  HEADS  HOUSE 
HEALTH -SAFETY  SUBCOMMITTEE 

Rep.  Kenneth  A.  Roberts  (D.,  Ala.)  has  been 
named  chairman  of  the  interstate  committee’s 
health  and  safety  subcommittee,  which  handles 
a large  portion  of  health  legislation  in  the  house. 
This  includes  public  health  and  quarantine,  food 
and  drugs,  hospital  construction,  safety,  includ- 
ing highway  traffic  safety,  air  safety  and  air  pol- 
lution. Mr.  Roberts,  beginning  his  11th  year  in 
congress,  conducted  extensive  hearings  and  stud- 
ies of  traffic  safety  in  the  past  several  years  and 
may  resume  that  interest.  Other  majority  mem- 
bers: George  Rhodes  (Pa.),  Leo  O’Brien,  (N.Y. ), 
Paul  G.  Rogers  ( Fla. ) and  Lawrence  Brock 
(Neb).  Republicans:  Paul  F.  Schenk  (Ohio), 
Samuel  L.  Devine  (Ohio),  Ancher  Nelson 
( Minn ) . 


Other  congressional  notes  — The  defense  de- 
partment has  sent  to  congress  legislation  propos- 
ing the  extension  of  the  $100  per  month  special 
pay  for  physicians  in  the  uniformed  services, 
which  otherwise  would  expire  on  June  30.  . . . 
The  administration  has  asked  congress  for  $2.44 
billion  more  in  supplemental  appropriations  to 
be  used  between  now  and  June  30.  About  10  per 
cent  would  go  to  HEW,  for,  among  other  things, 
$168  million  for  public  assistance  grants,  $75.3 
million  for  educational  grants,  $1.8  million  for 
building  Indian  health  facilities  and  $800,000  for 
PHS  general  assistance  to  states. 

MEDICAL  SCHOOLS  WOULD 
SHARE  IN  NEW  AID 

The  administration  unfolded  a plan  for  stim- 
ulating colleges  and  universities,  including  med- 
ical schools,  to  build  under  a 20-year,  $500  mil- 
lion program.  It  would  work  this  way:  Public 
colleges  and  universities,  which  can  market  tax- 
exempt  bonds,  would  be  offered  grants  equal  to 
one-fourth  the  cost  of  construction,  spread  over 
the  20  years  the  loan  was  being  repaid;  private 
institutions  would  have  their  loans  guaranteed 
by  the  government,  resulting  in  a lower  interest 
rate,  in  addition  to  receiving  the  same  grant  ben- 
efits. A current  program  for  medical  schools  and 
other  institutions  is  the  Laboratory  Research  Fa- 
cilities Act  which  distributes  $30  million  a year 
for  building  research  facilities  looking  into  crip- 
pling and  killing  diseases.  None  of  this  money 
can  be  used  for  teaching  facilities.  Still  under 
study  in  the  administration  is  a grant  program 
for  construction  of  medical  school  teaching  fa- 
cilities. 

SENATE  HEARINGS  ON  INTERNA- 
TIONAL RESEARCH  INSTITUTE 

Chairman  Lister  Hill  of  the  full  labor  and  pub- 
lic welfare  committee  has  proposed  setting  up 
an  eighth  institute  at  the  National  Institutes  of 
Health,  to  be  known  as  the  National  Institute  for 
International  Medical  Research  and  to  authorize 
$50  million  a year  for  research  under  NIH.  The 
measure  ( SJ  Res.  41 ) seeks,  among  other  things, 
to  encourage  and  support  planning  of  essential 
research  on  a world- wide  basis.  The  resolution 
has  57  co-sponsors.  Democrats  and  Republicans. 
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FORAND  INTRODUCES  HOSPITALIZA- 
TION-SURGICAL SERVICES  RILL 
FOR  AGED 

The  1959  version  of  the  proposal  to  use  the 
social  security  system  to  provide  hospitalization 
and  surgical  services  for  those  eligible  for  OASI 
benefits  was  introduced  in  the  House  by  Rep. 
Aime  Forand  (D.,  R.I. ) on  Feb.  18.  The  bill 
(HR  4700)  differs  with  his  1957  bill  in  several 
points.  They  include  permitting  surgical  services 
to  be  performed  by  other  than  board-certified 
members.  To  finance  the  program,  he  would  in- 
crease social  security  taxes,  above  increases  al- 
ready planned,  by  one-fourth  of  1 per  cent  for 
both  employe  and  employer  and  three-eighths  of 
1 per  cent  for  the  self-employed  starting  in  1960. 

Mr.  Forand  conceded  that  among  the  strong- 
est backers  of  his  original  bill,  “there  are  some 
who  question  the  feasibility  of  including  surgi- 
cal benefits  at  this  time.  This  is  one  of  the  mat- 
ters which  the  committee  will  want  to  weigh  as 
it  hears  testimony.”  He  said  he  intends  to  explore 
the  possibility  of  ( 1 ) paying  for  diagnostic  serv- 
ices, such  as  X-rays  and  laboratory  tests,  on  an 
out-patient  basis,  and  (2)  including  benefits  for 
home  nursing  care  through  such  responsible 
agencies  as  the  visiting  nurses’  association,  hos- 
pitals or  local  health  departments. 

He  commented  further:  “The  AHA  has  recog- 
nized the  need  for  some  type  of  federal  action 
and  has  been  exploring  alternatives  . . . the 
American  Medical  Association  has  also  acknowl- 
edged the  need  for  vigorous  action  along  new 
lines  and  urged  its  member  societies  to  explore 
and  support  private  programs  that  will  help  to 
avoid  federal  legislation.” 

GOODWILL  HOSPITAL  SHIP 
TO  VISIT  SOUTHEAST  ASIA 

An  exchange  of  correspondence  between  Pres- 
ident Eisenhower  and  Dr.  William  Walsh,  a 
practicing  physician  and  president  of  the  People- 
to-People  Health  Foundation,  has  formally 
launched  a voluntary  effort  by  doctors  to  spread 
' goodwill  in  critical  Southeast  Asia  through  dis- 
patch of  a World  War  II  hospital  ship.  Under 
the  project,  a staff  of  specialists  recruited  from 
among  U.S.  physicians  and  other  medical  per- 
sonnel would  be  prepared  to  treat  patients,  to 
move  into  epidemic  areas,  and  to  conduct  sem- 
inars with  Far  East  doctors  on  modern  methods 
of  medical  school  training.  Dr.  Hugh  Hussey, 


dean  of  Georgetown  University  School  of  Medi- 
cine, and  an  AMA  trustee,  heads  a curriculum 
committee. 

The  ship,  the  Consolation,  is  coming  out  of 
mothballs  and  will  be  loaned  to  the  foundation; 
it  will  be  away  for  a year.  Rotating  teams  will 
fly  out  every  three  months.  The  AMA  trustees 
have  indorsed  the  plan  and  also  made  a cash 
contribution  for  initial  organizing  expenses.  It  is 
estimated  that  it  will  cost  $3.5  million  to  outfit 
and  run  the  ship  for  a year;  funds  will  be  sought 
from  private  sources.  The  President,  who  first 
proposed  more  people-to-people  contacts  with 
other  countries,  said  the  project  was  a “wonder- 
ful thing”  and  he  knew  of  no  better  way  to  serve 
the  needs  of  humanity. 
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SEVENTH  INTERNATIONAL  CANCER  CONGRESS* 


London,  July  6-12 

HE  Seventh  International  Cancer  Congress 
was  held  at  the  Festival  Hall,  London,  from  July 
6 to  12,  under  the  auspices  of  the  International 
Union  against  Cancer.  It  was  opened  by  the 
Duke  of  Gloucester  and  attended  by  2,500  dele- 
gates from  64  countries.  The  president  of  the 
congress  was  Sir  Stanford  Cade,  senior  surgeon 
of  the  Westminster  Hospital.  The  chairman  of 
the  British  Organizing  Committee  was  Dr.  Ral- 
ston Paterson,  and  the  secretary-general  of  the 
congress,  Prof.  R.  W.  Scarff. 

The  main  part  of  our  report  consists  of  dis- 
patches from  five  special  correspondents  each  of 
whom  reviews  a principal  subject  of  discussion. 
The  program  included  plenary  sessions  on  cancer 
control,  hormones  and  cancer,  carcinogenesis, 
and  the  chemotherapy  of  cancer;  lectures  by 
Prof.  L.  Bugnard  (Paris),  Dr.  Charles  Huggins 
(Chicago),  Prof.  V.  R.  Khanolkar  (Bombay), 
and  Prof.  L.  Kreyberg  ( Oslo ) ; experimental  and 
clinical  group  and  sectional  meetings;  sessions 
arranged  by  the  International  Union;  and  many 
proffered  papers. 

Presidential  Address 

At  the  opening  ceremony  on  July  7,  Prof.  J.  H. 
Maisin  (Louvain),  president  of  the  International 
Union,  installed  Sir  Stanford  Cade  as  president. 

The  purpose  of  the  congress,  said  Sir  Stanford 
in  his  presidential  address,  was  to  take  stock  of 
present  knowledge  on  cancer,  analyze  the  accu- 
mulated facts,  and  critically  review  the  different 
opinions  on  debatable  points.  The  organizing 
committee  had  chosen  for  consideration  what  he 
would  term  “the  front-line  advance  in  cancer  re- 
search" and  the  most  urgent,  important,  and 
promising  clinical  subjects.  Picking  out  certain 
of  these  for  comment,  Sir  Stanford  noted  the 
ever-increasing  role  of  biochemistry  in  cancer 
research;  the  reasoned  thought  which  was  result- 
ing in  sounder  surgical  judgment  — “the  concept 
of  cancer  as  a biological  disturbance  and  not 
merely  as  a tumor  has  resulted  in  surgery  being 
more  selective,  more  discriminating,  and  serving 
perhaps  a fewer  number  of  patients  but  to  a bet- 
ter purpose”;  radiotherapy,  which  had  achieved 
broader,  safer,  and  more  effective  reaches  of  use- 
fulness; and  the  development  of  chemotherapy, 
which  alone,  or  in  combination  with  surgery,  or 
even  as  an  umbrella  against  implantation  of  can- 

“Reprinted  from  the  British  Medical  Journal  July  19,  1958,  vol. 
ii.  pp.  156-161. 


cer  cells  during  operation  had  widened  the  group 
of  medicinal  remedies  against  cancer.  Hormonal 
regulation  of  cancer  of  the  breast  and  prostate 
had  made  no  longer  tenable  the  belief  that  can- 
cer is  autonomous,  uncontrollable,  and  inde- 
pendent of  the  normal  physiological  processes. 
There  was  a crescendo  of  progress  from  the  cru- 
der methods  of  surgical  ablation,  once  the  only 
weapon,  to  the  more  selective  action  of  radia- 
tion, applicable  to  an  increasing  number  of  pa- 
tients, the  specific  effect  of  chemical  substances 
useful  in  a limited  group,  and  the  physiological 
methods  of  hormonal  control  in  two  sites. 

Progress  in  early  diagnosis  was  slow;  it  de- 
pended upon  the  doctor’s  awareness  of  cancer 
and  the  patients’  belief  that  early  advice  was  al- 
ways to  their  benefit.  Even  prevention  of  cancer 
was  not  beyond  the  hope  of  achievement.  Today 
cancer  was  indeed  “captain  of  the  men  of  death.” 
It  was  the  universal  enemy  of  mankind.  It  called 
for  a united  international  effort. 

At  the  close  of  the  congress,  it  was  announced 
that  the  Eighth  International  Cancer  Congress 
will  be  held  in  Russia  in  1962.  Prof.  Alexander 
Haddow  has  been  nominated  president-elect. 

I. -CARCINOGENESIS 

In  the  field  of  non-viral  carcinogenesis  it  is 
fair  to  say  that  no  startling  new  advances  were 
reported.  After  listening  to  a number  of  individ- 
ual reports,  and  several  general  lectures  and  dis- 
cussions, one  was  left  with  the  impression  that 
the  various  groups  of  workers  in  this  field  are 
less  rigidly  divided  in  their  outlook  than  former- 
ly. The  point  was  made  on  several  occasions  that 
cancer  may  arise  in  many  ways  and  that  the 
common  factor,  if  there  is  one,  is  to  be  looked 
for  not  in  the  properties  of  the  agents,  exogenous 
or  endogenous,  which  produce  it,  but  in  the  type 
of  disturbance  which  they  produce.  This  disturb- 
ance was  variously  described:  a continually  stim- 
ulated proliferation  without  the  inhibition  which 
normally  follows  seems  its  most  general  proper- 
ty. This  may  result  simply  from  separation  of 
tissue  from  its  normal  contacts,  as  in  the  con- 
nective-tissue tumors  which  develop  close  to 
plastic  or  metal  sheets  implanted  subcutaneous- 
ly in  rats  by  Dr.  and  Mrs.  E.  T.  Oppenheimer 
and  their  colleagues  (New  York),  and  others, 
or  in  pituitary  glands  implanted  subcutaneously 
in  normal  mice  by  Prof.  O.  Muhlbock  (Amster- 
dam), or  merely  by  long-continued  culture  of 
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Convenient  information  for 
physicians  starting  diabetic 
patients  on 

DIABINESE 

simple  once-a-day  dosage  in  practice 

During  the  initial  control  period,  the  patient  should  check 
his  urine  at  frequent  intervals,  and  report  at  least  once  weekly 
for  review  of  symptoms,  physical  examination,  urine  and/or 
blood  examination  for  glucose. 

Tll0  NCW  Patient/ no  previous  antidiabetic  therapy ) 

1.  Initial  daily  dose  500  mg.  (2  tablets  of  250 
mg.  each)  with  breakfast. 

2.  In  elderly  patients,  initial  dose  250  mg.  (1 
tablet)  daily. 

3.  CONTROL  PERIOD 

(a)  If  blood  sugar  reaches  normal  levels 
after  three  to  seven  days,  or  if  glycosuria  dis- 
appears, lower  daily  dose  of  500  mg.  to  a level 
between  250  mg.  (1  tablet)  and  375  mg.  (1/4 
tablets  of  250  mg.)  with  breakfast  daily.  In 
elderly  patients,  dosage  may  be  reduced  to  as 
low  as  100  mg. 

(b)  If  hyperglycemia  or  glycosuria  persists 
or  develops,  increase  the  daily  dose  from  500 
mg.  to  625  mg.  (2V2  tablets  of  250  mg.)  with 
breakfast  daily.  In  elderly  patients,  dosage 
should  be  increased  from  250  mg.  according  to 
patient  response. 

(c)  Continue  weekly  adjustments  during 
first  month  of  therapy  until  maintenance  dose 
has  been  established.  Adjustments  below  250 
mg.  daily  are  best  made  in  steps  of  100  mg.  (one 
100  mg.  tablet).  The  maintenance  dose  may 
occasionally  be  as  low  as  100  mg.  (one  100  mg. 
tablet  daily)  or,  rarely,  as  high  as  1.0  Gm.  (four 
250  mg.  tablets)  daily.  Do  not  exceed  daily  dose 
of  1.0  Gm. 


Transfer  of  Patient  from  Insulin 

1.  If  patient  is  taking  40  or  less  units  of  insulin 
daily  and  gives  no  history  of  severe  or  “brittle” 
diabetic  response,  discontinue  insulin  and  re- 
place with  DIABINESE  as  in  The  New  Patient. 

2.  Complete  control  period  as  for  The  New 
Patient.  Priming  (“loading”)  doses  should  not 
be  used. 

3.  If  patient  is  taking  more  than  40  units  of 
insulin  daily,  or  shows  evidence  of  severe  or 
brittle  diabetes,  reduce  insulin  dose  by  50  per 
cent  and  initiate  DIABINESE  therapy  as  for  The 
New  Patient.  Further  reduction  of  insulin  dos- 
age depends  on  patient  response. 

Transfer  of  Patient  from 
Other  Oral  Medication 

Where  less  than  satisfactory  control  has  been 
achieved  with  other  oral  medication,  or  where 
a change  to  once-a-day  dosage  is  desired, 
DIABINESE  may  be  successfully  substituted. 
Such  a transfer  may  be  made  by  discontinuing 
previous  oral  medication,  substituting 
DIABINESE,  and  continuing  control  period  as 
for  The  New  Patient.  Avoid  priming  doses. 

The  clinical  safety  of  DIABINESE  has  been  estab- 
lished by  more  than  two  years’  trial.  By  adher- 
ence to  the  above  dosage  schedule,  side  effects 
of  DIABINESE  will  generally  be  infrequent, 
mild,  and  transient. 

(Pfizer) 

DIABINESE 

, , brand  of  chlorpropamide 

once-a-day  dosage 

THE  MOST  EFFECTIVE  ORAL  ANTIDIABETIC  AVAILABLE 

SUPPLIED;  Tablets,  250  mg.,  bottles  of  60  and  250,  white,  scored. 
100  mg.,  bottles  of  100,  white,  scored. 


Science  for  the  world's  well-being  ( Pfizer)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  N.  Y. 
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tissues  in  vitro.  Interference  with  one  of  the  nor- 
mal feed-back  systems  has  a similar  effect,  as  in 
the  various  cases  of  tumor  development  in  endo- 
crine glands  produced  by  diversion  of  their  se- 
cretions or  removal  of  their  target  organs,  as  de- 
scribed by  Dr.  J.  Furth  (Boston)  and  Prof.  F. 
Bielsehowsky  ( Dunedin ) . 

Mode  of  Action 

That  carcinogens  often  act  not  directly  upon 
the  cells  which  become  neoplastic,  but  on  some 
other  tissue  or  tissues  was  the  conclusion  to  be 
drawn  from  a number  of  different  observations. 
Dr.  H.  S.  Kaplan  (San  Francisco)  developed 
this  general  theme.  Of  the  examples  of  such  ac- 
tion perhaps  the  most  striking  is  one  which  he 
himself  has  described  — namely,  the  develop- 
ment of  lymphomas  in  normal  thymus  glands 
transplanted  to  thymectomized,  totally  irradiated 
mice.  These  tumors  are  sometimes  of  host,  some- 
times of  donor,  origin;  in  the  latter  case,  carcino- 
genesis is  certainly  indirect,  since  the  graft  has 
not  been  irradiated.  Some  observations  of  Prof. 
J.  W.  Orr  (Birmingham)  brought  further  sup- 
port for  the  hypothesis  of  indirect  action. 

In  order  to  bring  chemical  carcinogenesis  into 
line  with  this  general  scheme,  various  theories 
were  put  forward.  That  of  the  Madison,  Wis., 
school  was  represented  by  Dr.  C.  Heidelberger 
and  Dr.  V.  R.  Potter.  It  assumes  that  carcinogens 
combine  specifically  with  certain  essential  cell 
proteins,  which  are  then  eliminated  from  the 
cell.  The  loss  is  permanent,  and  results  in  uncon- 
trolled growth.  Exactly  how,  is  not  stated.  Dr. 
Potter  suggested  a possible  mechanism  — name- 
ly, that  a biosynthetic  pathway  might  be  stimu- 
lated by  the  deletion  of  a competing  katabolic 
pathway.  He  and  Dr.  S.  Weinhouse  (Philadel- 
phia) agreed  that  Warburgs  theory  that  the  car- 
cinogenic change  consists  of  an  irreversible  dam- 
age to  the  respiratory  mechanism  of  the  cell  is 
no  longer  tenable.  This  is  a highly  speculative 
field;  moreover,  the  main  evidence  on  which  the 
theory  of  specific  protein  deletion  is  based  has 
been  severely  criticized,  notably  at  this  congress 
by  Dr.  D.  L.  Woodhouse  (Birmingham),  who 
showed  that  the  case  for  specific  union  between 
carcinogens  and  cell  proteins  is  not  as  firmly  es- 
tablished as  was  claimed.  Another  criticism  of  a 
theoretical  kind  is  that  since  the  cellular  change 
produced  is  heritable,  it  must  involve  nucleic 
acid,  and,  whereas  it  is  known  that  transmissible 
“information”  can  pass  from  nucleic  acid  to  pro- 


tein, there  is  no  evidence  that  the  reverse  proce- 
dure ever  occurs.  Those  who  use  this  argument 
conclude  that  the  essential  attack  of  a carcino- 
genic agent  is  on  the  nucleic  acids,  and  that  al- 
teration or  loss  of  proteins  must  be  secondary 
or  incidental,  although  quantitatively  greater. 

Another  view,  which  is  constantly  reappearing 
in  new  forms,  is  that  carcinogens  increase  the 
frequency  of  mutations,  assumed  to  be  occurring 
at  a low  rate  in  normal  somatic  tissues,  which 
confer  on  the  mutant  cells  a selective  advantage 
in  resisting  normal  growth  controls.  Sir  Macfar- 
lane  Burnet  ( Melbourne ) developed  this  theory, 
and  expressed  the  opinion  that  the  study  of  can- 
cer as  a problem  in  population  genetics  is  likely 
to  be  fruitful. 

The  two-stage  theory  of  carcinogenesis  re- 
ceived rather  less  attention  than  in  recent  years. 
Prof.  K.  Setala  (Helsinki),  who  has  previously 
reported  a tumor-promoting  action  on  mouse- 
skin  of  very  large  doses  of  certain  commercial 
surface-active  substances,  described  similar  ef- 
fects by  specially  synthesized  substances  of  this 
class  where  the  presence  of  impurities  could  be 
virtually  excluded.  These  observations  have 
caused  concern  for  some  years  because  of  the 
increasing  use  of  surface-active  substances  as  de- 
tergents and  as  food  additives.  This  concern  is 
likely  to  be  increased  by  Dr.  P.  Shubik’s  ( Chica- 
go) demonstration  that  one  of  these  substances 
(“Tween  60”)  is  weakly  carcinogenic  as  well  as 
tumor-promoting  on  mouse-skin. 

Cancer  of  the  Bladder 

The  debt  which  experimental  research  in  this 
field  owes  to  clinical  observation,  especially  in 
industrial  medicine,  was  freely  acknowledged. 
The  remarkable  series  of  researches  on  bladder 
carcinogenesis  by  Dr.  G.  Bonser  and  her  col- 
leagues in  Leeds  and  Dr.  W.  C.  Hueper  in  Be- 
thesda,  U.S.A.,  all  derive  from  observations  of 
the  high  rate  of  bladder  cancer  in  dye  workers. 
Dr.  Bonser  and  Prof.  E.  Boyland  (London)  em- 
phasized that  we  now  know  enough  about  blad- 
der carcinogens  to  make  it  reasonable  to  hope 
that  we  may  be  able  to  eliminate  most  of  the  po- 
tentially dangerous  substances  of  this  class  from 
our  environment,  or  to  antagonize  their  action. 

Etiology  of  Lung  Cancer 

Prof.  L.  M.  Shabad  (Moscow)  described  the 
great  reduction  in  benzpyrene  content  of  the  at- 
mosphere of  a new  industrial  town  in  Russia 
(Angarsk)  by  improved  methods  of  fuel  com- 
bustion and  smoke  control. 
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Contributions  to  the  tobacco-lung-cancer  prob- 
lem were  numerous.  Those  who  spoke  on  this 
subject  appeared  more  willing  than  formerly  to 
accept  the  possibility  of  multiple  factors  in  the 
causation  of  lung  cancers.  Prof.  L.  Kreyberg 
( Oslo ) stressed  the  importance,  and  also  the  dif- 
ficulty, of  accurate  histological  typing  of  lung 
tumors.  His  careful  surveys  provide  a firm  basis 
for  detailed  correlation  between  the  frequencies 
of  different  kinds  of  lung  cancer  and  exposure  to 
tobacco,  dusts,  and  other  environmental  condi- 
tions. The  conclusion,  previously  suspected  but 
now  firmly  established,  is  that  only  squamous 
and  undifferentiated  (oat-cell)  tumors  can  be 
associated  with  smoking  habits.  Many  puzzles 
remain:  for  instance,  Dr.  E.  V.  Cowdry  (St. 
Louis)  pointed  out  that  histological  changes 
often  regarded  as  precancerous,  such  as  squa- 
mous metaplasia,  were  at  least  as  common  in  the 
trachea  as  in  the  bronchi,  yet  cancer  is  uncom- 
mon in  the  former,  common  in  the  latter.  Some 
light  relief  from  these  serious,  sometimes  som- 
ber, deliberations  was  provided  by  Prof.  P.  R. 
Peacock’s  (Glasgow)  film  showing  the  gradual 
conditioning  of  fowls  and  other  creatures  to  the 
practice,  and  apparent  enjoyment,  of  cigaret 
smoking:  no  lung  tumors  have  so  far  resulted. 
The  application  of  tobacco  tars  to  various  animal 
tissues  still  gives  widely  differing  results  in  dif- 
ferent hands.  While  tumors  have  been  produced 
with  whole  tar,  and  certain  crude  fractions,  in 
several  laboratories,  no  single  constituent  has  so 
far  been  incriminated.  The  view  that  a combina- 
tion of  several  constituents  of  tar  are  involved, 
possibly  in  conjunction  with  atmospheric  pollu- 
tants, is  gaining  ground. 

Dr.  R.  Doll  ( London ) dealt  with  the  criticisms 
which  have  been  made  of  the  statistical  evi- 
dence, and  concluded  that  a casual  connection 
with  smoking  was  still  the  most  probable  expla- 
nation of  the  observed  facts.  Prof.  W.  C.  Hueper 
(Rethesda)  stressed  the  possible  role  of  metal 
dusts,  not  only  in  industrial  workers,  but  also  in 
the  general  population.  Dr.  E.  L.  Wynder  (New 
York ) has  been  trying  to  modify  methods  of  cig- 
aret manufacture  so  as  to  reduce  the  hydrocar- 
bon yield  on  burning.  This  is  an  approach  of  con- 
siderable practical  interest. 

Radiation  Hazards 

The  role  of  radiation  in  the  etiology  of  human 
cancer  also  received  attention.  Dr.  R.  Doll  point- 
ed out  that,  although  acute  leukemia,  monocytic 


leukemia,  and  chronic  myeloid  leukemia  are  pos- 
itively associated  with  previous  exposure  to  ir- 
radiation, a similar  association  in  the  case  of 
chronic  lymphatic  leukemia  is  uncertain.  Both 
this  speaker  and  Dr.  R.  H.  Mole  (Harwell)  were 
of  the  opinion  that  there  is  no  threshold  dose 
below  which  irradiation  is  safe.  Others  were  in- 
clined to  believe  that  a threshold  exists  in  some 
cases,  but  all  were  agreed  that  it  is  hard  to  con- 
ceive an  experiment  or  survey  likely  to  establish 
this  point  with  certainty.  An  interesting  contri- 
bution in  this  field  was  that  of  Prof.  N.  Petrov 
and  his  colleagues  from  Leningrad,  who  reported 
the  production  of  a significant  number  of  bone 
tumors  in  monkeys  by  intramedullary  implanta- 
tion of  radioactive  substances,  though  these  ani- 
mals are  highly  refractive  to  the  action  of  chem- 
ical carcinogens  applied  by  this  as  well  as  other 
routes. 

11.— VIRUS-INDUCED  TUMORS 

In  the  few  years  since  the  Sixth  Cancer  Cong- 
ress in  Sao  Paulo,  both  the  scope  and  the  amount 
of  research  into  virus-induced  tumors  have  in- 
creased tremendously.  Dr.  L.  Gross  (Bronx, 
(N.Y. ) has  very  recently  discussed  the  viral  etiol- 
ogy of  mouse-cancer  in  this  Journal  (July  5,  p. 
1 ) , and  it  was  unfortunate  that  illness  prevented 
his  participation  at  the  last  moment  in  this  cong- 
ress. For  the  center  of  greatest  interest  in  the 
viral  field  was  undoubtedly  mouse  leukemia  and 
the  other  tumors  produced  by  this  virus  or  virus- 
complex. 

Mouse  Leukemia 

Dr.  Gross  has  now  found  that  50  per  cent  of 
young,  adult  C3H  mice  — of  his  “low  leukemia” 
strain  — develop  leukemia  after  irradiation  with 
150-200  r per  week  for  four  or  five  weeks.  Fil- 
tered extracts  from  such  tumors  were  inoculated 
into  newborn  C3H  mice;  11  per  cent  developed 
leukemia  (at  13  months  average  age)  and  5 per 
cent  parotid  tumors  ( at  10  months ) . Cell-free 
extracts  of  normal  organs  of  healthy  adult  C3H 
mice  inoculated  under  the  same  conditions  gave 
rise  to  only  0.5  per  cent  leukemia  ( at  17  months ) 
but  also,  paradoxically,  7.5  per  cent  parotid 
gland  tumors  (at  4V2  months )— which  therefore 
arose  faster  than  in  the  treated  group.  Serial  pas- 
sage of  the  leukemia  agents  in  newborn  hosts 
was  found  to  increase  the  potency  to  such  an  ex- 
tent that  older,  suckling  mice  could  be  infected. 

Since  Gross’s  first  reports  in  this  field,  a num- 
ber of  similar  observations  have  been  made.  Prof. 
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A.  Graffi  ( Berlin-Buch ) and  his  colleagues  are 
working  with  a mouse  myeloid  (chloro-)  leuke- 
mia. The  same  agent  was  derived  from  a num- 
ber of  different,  spontaneous  mouse  carcinomas 
and  sarcomas  — but  carcinogen-induced  sarco- 
mas gave  negative  results.  The  tumor  yield  from 
the  filtrates  was  dependent  upon  the  age  of  the 
hosts  at  the  time  of  inoculation;  it  fell  from  some 
40-50  per  cent  between  one  day  and  11  days  to 
22  per  cent  at  three  to  four  months.  Splenectomy 
before  injection  of  the  filtrate  reduced  the  num- 
ber from  72  per  cent  in  the  controls  to  8 per  cent, 
but  if  the  splenectomy  was  delayed  for  one  to 
two  months  after  inoculation,  the  tumor  yield 
rose  to  54  per  cent.  The  filtrate  appeared  to  con- 
tain a particulate  agent  with  the  properties  of  a 
nucleoprotein.  It  was  not  highly  antigenic  for 
mice,  as  hyperimmune  mouse  serum  and  rabbit 
anti-mouse  bone-marrow  antiserum  gave  no  in- 
activation. Attempts  to  culture  the  agent  on  cho- 
rio-allantoic  membrane  appeared  to  be  unsuc- 
cessful during  the  first  10  passages,  but  at  the 
11th  passage,  tumors  were  produced  in  78  per 
cent  of  the  inoculated  mice. 

A leukemia,  serially  transmissible  by  cell-free 
filtrates  to  adult  mice,  was  described  by  Dr.  C. 
Friend  (New  York).  This  disease,  unlike  those 
of  Dr.  Gross  and  Professor  Graffi,  is  character- 
ized by  a very  short  incubation  period  of  about 
two  weeks.  The  agent  is  immunologically  distin- 
guishable from  normal  mouse  spleen  and  serum 
proteins.  Immune  sera  from  rabbits  and  mice 
neutralize  the  agent’s  infectivity,  but  sera  from 
mice  with  other  types  of  transplantable  or  “cell- 
free  filtrate’-induced  leukemias,  and  sera  from 
man,  both  normal  and  leukemic,  do  not  contain 
neutralizing  antibody.  It  is  possible  to  immunize 
mice  with  a formalin-treated  virus  vaccine;  80 
per  cent  of  the  animals  given  three  intraperito- 
neal  vaccinations  resisted  challenge  with  either 
virus  or  leukemic  cells  and  remained  completely 
free  of  the  disease.  A similar  cell-free  agent  de- 
rived from  the  brain  of  a C3Heb  mouse  bearing 
a spontaneous  leukemia,  and  inoculated  intra- 
cerebrallv  or  intraperitoneally  into  adult  mice  of 
the  same  strain,  was  reported  by  Drs.  H.  M. 
Schoolman,  S.  O.  Schwartz,  W.  Spurrier,  and 
P.  B.  Szanto  (Chicago)  to  give  a 70  per  cent 
yield  of  leukemia. 

Tissue  Culture  of  Mouse  Leukemia  Agent 
These  agents  are  intriguing  enough,  but  Drs. 
S.  E.  Stewart,  B.  E.  Eddy,  and  M.  F.  Stanton 
( Bethesda ) were  able  to  culture  a mouse  leu- 


kemia agent  on  trypsinized  mouse-embryo  mice. 
The  supernatant  fluids  from  such  cultures  con- 
tained an  agent  which  produced  multiple  types 
of  tumors  in  60-100  per  cent  of  newborn  mice 
of  two  different  strains.  All  tumor-bearing  mice 
had  pleomorphic  tumors  of  the  salivary  glands, 
and  many  had  up  to  eight  other  types  of  un- 
usual primary  tumors  and  lesions.  The  latent 
period  between  inoculation  and  tumor  produc- 
tion varied  from  a few  days  to  several  months. 
Further,  and  yet  more  remarkable,  this  mouse- 
derived  agent  was  not  species  specific.  Tumors 
have  also  been  produced  in  rats,  rabbits,  and 
hamsters.  In  the  hamster  — and  for  this  animal 
it  was  not  even  necessary  to  use  newborn  ani- 
mals — sarcomas  of  the  heart,  kidneys,  and  sub- 
cutaneous tissues  were  the  commonest  tumors, 
but  many  had  also  hemangio-endotheliomas  of 
the  liver  and  lungs.  The  agent  was  highly  anti- 
genic, and  tumor  induction  in  mice  was  com- 
pletely inhibited  by  passive  immunization  with 
rabbit  antisera. 

Two  other,  distinctive,  approaches  to  the 
subject  were  described  by  Dr.  R.  Latarjet 
(Paris)  and  by  Dr.  J.  Rygard  (Copenhagen). 
The  former  has  tested  extracts  of  leukemic  Ak 
mouse  tissues  in  newborn  isologous  mice.  The 
appearance  of  spontaneous  leukemias  in  this 
strain  was  accelerated,  and  in  a few  cases  vari- 
ous multiple  malignant  tumors  appeared.  The 
agent  was  resistant  to  enzyme  digestion  with 
proteases  and  nucleases,  and  preliminary  results 
with  inoculated  purified  nucleic  acids  from  leu- 
kemic tissue  suggest  that  these  acids  may  have 
some  influence  on  the  tumor  incidence.  Dr. 
Rygard  has  found  that  some  treatments  which 
induce  leukemia  in  mice  also  lower  their  re- 
sistance to  infections,  and  has  correlated  this 
with  a depression  of  phagocytosis  as  judged  by 
the  rate  of  clearance  of  colloidal  radiogold  from 
the  blood.  Furthermore,  he  found  that  two-  to 
four-day-old  mice  also  show  a low  blood-clear- 
ance. 

In  electron  micrographs  Drs.  L.  Dmochowski 
and  C.  E.  Grey  (Houston)  and  L.  Gross  (Bronx, 
N.  Y. ) claim  to  be  able  to  identify  the  agent  in 
the  induced  parotid  tumors.  While  Prof.  A.  D. 
Timofejevsky  (Moscow)  reported  that  he  and 
his  colleagues  have  observed  particles  40-80 
millimicrons  in  diameter  in  a large  proportion 
of  human  tumors.  Fewer  particles  were  present 
in  normal  tissues.  There  was  some  evidence  that 
these  globular  virus  like  bodies  could  be  culti- 
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vated,  together  with  living  tissue,  on  chorio- 
allantoic membrane,  and  they  had  a distinctive 
antigenic  composition. 

Mouse  Mammary-tumor  Agent 

The  mouse  mammary-tumor  agent  was  the 
subject  of  four  communications.  Dr.  D.  H.  Moore 
(New  York)  correlated  its  physical  and  bio- 
logical properties,  and  in  an  attempt  to  fit  in 
all  the  evidence  from  filtration,  irradiation,  dif- 
fusion, and  biochemistry  was  forced  to  postu- 
late the  presence  in  the  milk  of  a particulate 
inhibitor  intermediate  in  size  between  two  dif- 
ferent active  forms  of  the  virus.  Dr.  H.  B. 
Andervont  (Bethesda)  has  observed,  within  the 
past  few  years,  the  disappearance  of  the  tumor 
agent  from  two  female  mice  of  the  R III  strain  — 
i.e.,  mammary  cancer  was  absent  from  their 
descendants.  Current  experiments  are  being  di- 
rected to  finding  out  whether  the  disappearance 
is  a result  of  a change  in  the  agent,  in  the  mice, 
or  both. 

Dr.  M.  K.  Deringer  (Bethesda)  produced  a 
substrain  ( C3He ) of  strain  C3H  mice  by  transfer 
of  fertilized  ova  from  a C3H  female  to  the  uterus 
of  a mated  C57BL  female.  The  young  were 
nursed  by  their  “foster-mother”  until  weaned. 
The  new  agent-free  strain  showed  a very  high 
incidence  of  hepatomas  — 59  per  cent  in  virgin 
females,  27  per  cent  in  breeding  females,  38 
per  cent  in  force-bred  females,  54  per  cent  in 
stilbestrol-treated  males,  and  91  per  cent  in 
breeding  males.  Recent  studies  on  the  mouse 
mammary-tumor  agent  were  also  reviewed  by 
Dr.  J.  J.  Bittner  (Minneapolis). 

Viral  Tumor  of  Monkeys 

A new  virus  producing  benign  fibromatous 
lesions  in  rhesus  monkeys  was  described  by  Dr. 
C.  H.  Andrewes  (London)  and  his  colleagues.  A 
year  ago  at  the  West  African  Institute  for  Medi- 
cal Research  in  Nigeria  a rhesus  monkey  in  an 
outdoor  cage  developed  a rapidly  growing 
nodule  on  the  eyebrow.  Within  the  next  few 
months  similar  growths  appeared  on  the  face 
or  limbs  of  20  other  rhesus  monkeys  and  a 
baboon.  Serial  transmission  studies  showed  that 
the  pox-like  virus  produces  large  growths  which 
spontaneously  regress  after  about  a month.  The 
virus  passed  a 0.65  mugradoeal  membrane,  and 
smears  from  the  growths  showed  abundant 
DNA-containing  elementary  bodies  resembling 
those  of  vaccinia.  Tissue  cultures  of  monkey 
kidney  could  be  infected  and  the  virus  multi- 
plied, giving  cytoplasmic  inclusions  and  ele- 


mentary bodies  similar  to  those  in  the  growth 
themselves. 

Benign  fibromas  in  Virginian  white-tailed  deer 
also  have  been  investigated  by  Drs.  K.  R.  Dum- 
bell  (Liverpool),  R.  Mangold  and  L.  G.  Mac- 
Namara  (New  Jersey),  and  R.  E.  Shope  (New 
York).  This  filterable  agent  was  transmitted 
experimentally  to  other  deer.  The  incubation 
period  was  prolonged  and  the  regression  rate 
high.  The  few  experimental  growths  that  did 
persist  eventually  approached,  in  size  and  ap- 
pearance, the  naturally  occurring  ones. 

Drs.  P.  Rous,  S.  Rogers,  and  J.  G.  Kidd  ( New 
York)  transplanted  metastatic  tissue  from  the 
Shope  rabbit  carcinoma  into  newborn  rabbits. 
Many  tumors  could  be  propagated  serially,  and 
extracts  of  some  50  per  cent  of  them,  inoculated 
into  the  hyperplastic  skin  of  adult  rabbits,  gave 
a few  typical  papillomas,  but  no  carcinomas. 
Papilloma  virus  antigen  appeared,  however,  to 
be  present  in  the  transplanted  tumors.  A similar 
phenomenon  was  discussed  by  Mrs.  M.  L. 
Duran-Reynals  (New  Haven)  and  her  col- 
leagues. Cortisone  treatment  of  rabbits  with  re- 
gressing methylcholanthrene-induced  skin  tumors 
brought  about  a reactivation,  which  reversed 
when  the  daily  cortisone  was  discontinued.  Dur- 
ing the  stage  of  active  cortisone-induced  growth, 
a filterable  agent  could  be  recovered  which  in- 
duced, both  grossly  and  histologically,  a papil- 
loma-like lesion. 

A number  of  interesting  studies  on  filterable 
chicken  sarcomas  and  leukoses  — where  a viral 
etiology  is  unquestioned  — were  also  reported, 
but  there  is  no  space  to  summarize  them  here. 

Future  Research 

In  brief,  ones  immediate  impression  is  that 
two  main  factors  account  for  the  great  advances 
reported  on  the  viral  etiology  of  mouse  cancers. 
The  first  is  the  use  of  new-born  test  animals.  The 
second  is  the  successful  propagation  of  the  virus 
in  tissue  culture.  The  latter  procedure  may  re- 
sult in  a considerable  augmentation  of  both 
virulence  and  titer.  The  former  has  an  obvious 
corollary:  that  together  with  a search  for  new 
agents  — and  it  may  not  be  long  before  cell-free 
filtrates  from  human  tumors  will  be  shown  to 
produce  tumors  in  mice  and  hamsters  — a close 
study  should  be  made  of  the  reactions  of  new- 
born animals  to  antigenic  “insults”  of  this  kind, 
and,  in  particular,  to  the  possibility  of  the  ani- 
mal having  acquired  an  immunological  tolerance 
to  a “latent"  agent. 
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111.  - IMMUNOLOGY  AND 
IMMUNOGEN  ET1CS 

Present  attempts  to  discover  immunological 
differences  between  malignant  and  normal  cells 
may  be  expected  to  shed  light  on  the  etiology 
of  cancer  and  perhaps  also,  in  the  future,  on 
its  treatment.  Much  experimental  work  in  this 
field  involves  of  necessity  the  study  of  tumors 
that  can  be  serially  transplanted,  which  in  turn 
demands  the  use  of  pure  lines  of  animals.  Mem- 
bers of  such  inbred  strains,  like  identical  twins, 
have  the  same  genic  and  antigenic  constitution. 
Until  very  recent  times,  it  was  only  from  the 
mouse  that  such  stocks  had  been  raised,  and 
this  is  why  such  extensive  use  has  been  made  of 
this  species. 

Antigenic  Changes  in  Cancer  Cells 

Recent  hypotheses  relate  malignancy  to  the 
loss  of  cellular  components  which,  it  is  postu- 
lated, are  essential  to  the  normal  control  of  cell 
multiplication.  On  the  other  hand,  the  finding 
of  additional  antigenic  components  in  virus-in- 
duced tumors  is  hardly  unexpected.  Their  ap- 
pearance in  other  tumors,  whether  indicative 
of  virus  action  or  not,  raises  distant  therapeutic 
possibilities.  For  it  is  clear  that  tumors,  unlike 
normal  tissues,  may  survive  and  grow  despite 
certain  degrees  of  antigenic  disparity  between 
them  and  their  hosts.  In  such  experimental  situa- 
tions, passive  and  active  immunization  have  been 
effected.  In  fact  Dr.  G.  D.  Snell  (Bar  Harbor) 
described  such  a procedure  in  his  further  analysis 
of  the  genetic  factors  influencing  the  transplant- 
ability  of  tissues  in  the  mouse.  He  used  paired 
inbred  strains  whose  selected  genetic  ( and  hence 
antigenic)  differences  were  too  slight  to  cause 
the  multiple  rejection  of  grafted  tumors.  But 
prior  immunization  of  one  strain  with  the  normal 
tissues  of  the  other  protected  the  host  from 
otherwise  fatal  tumor  grafts  from  the  partner 
strain.  He  has  used  this  method  to  investigate 
minor  antigenic  differences  which  would  cause 
rejection  of  a skin  graft  for  example,  but  which 
do  not  suffice  to  destroy  genetically  comparable 
tumor  tissue. 

Several  investigators  have  attempted  the  pro- 
duction of  antibody  fractions  directed  specific- 
ally against  tumor  antigens.  Dr.  I.  L.  Spar  and 
his  colleagues  (Rochester,  U.S.A. ),  using  a radio- 
active label,  showed  that  such  preparations  when 
injected  into  tumor-bearing  animals  may  be  se- 
lecteivly  taken  up  by  tumor  tissue.  However,  it 
was  by  no  means  certain  that  this  occurs  as  a 


result  of  the  simple  immunological  reaction  origi- 
nally proposed.  Be  that  as  it  may,  the  suggestion 
that  such  preparations  may  serve  as  carriers  of 
radioactive  or  chemotherapeutic  agents  and 
bring  about  their  concentration  in  the  target 
cells  is  a hopeful  one. 

The  acquisition  of  new  antigens  is  not,  of 
course,  incompatible  with  loss  of  others.  Dr. 
E.  Weiler  (Pasadena)  demonstrated  the  disap- 
pearance of  organic-specific  antigen  ( antigen 
common  to  the  species,  but  peculiar  to  a par- 
ticular tissue)  from  the  liver  of  rats  during  the 
evolution  of  chemically  induced  hepatomas  and, 
similarly,  from  the  kidney  during  the  develop- 
ment of  stilbestrol-induced  renal  carcinoma  in 
the  hamster.  He  has  recently  shown  that  this 
latter  antigen  is  apparently  lost  within  a very 
short  time  in  tissue  culture,  probably  after  only 
a few  cycles  of  cell  division.  He  finds  that  these 
antigens  are  confined  to  normal  liver  parenchy- 
mal cells  and  normal  renal  tubular  epithelial 
cells  respectively  — that  is,  to  the  cells  from 
which  these  tumors  arise.  There  is  as  yet  no 
evidence  that  this  loss  is  in  any  sense  a casual 
rather  than  a secondary  event,  nor  that  it  has 
any  bearing  on  the  changes,  possibly  allied  to 
malignancy,  which  accompany  the  derivation  of 
continuously  propagated  lines  of  cells  from  nor- 
mal tissue  in  culture. 

Serological  Test  for  Tumor  Antigens 

Prof.  L.  A.  Zilber  and  his  associates  (Moscow) 
have  used  an  ingenious  and  sensitive  technique 
for  the  detection  of  additional  antigens  in  human 
and  animal  tumors  (including  a chemically  in- 
duced hepatoma  of  an  inbred  strain  of  mice). 
Guinea  pigs  are  sensitized  to  fractions  of  tumor 
tissue  and  later  desensitized  with  comparable 
fractions  of  normal  tissue.  They  are  then  chal- 
lenged with  the  tumor  fractions.  Anaphylactic 
reactions  denote  residual  sensitivity  to  antigen  ( s ) 
absent  from  the  desensitizing  preparations.  Their 
results  with  this  and  other  methods  lead  them 
to  recognize  that  the  appearance  of  these  new 
antigens  may  be  accompanied  by  some  loss  of 
normal  tissue  antigen,  but  they  at  present  differ 
from  Dr.  Weiler  in  their  views  on  the  extent  to 
which  organ-specific  antigens  are  affected. 

Reports  by  Prof.  G.  Klein  and  Drs.  E.  Klein 
and  K.  Bayreuther  (Stockholm)  indicate  that 
other  kinds  of  antigens  may  be  suppressed.  Their 
methods  enabled  them  to  detect  variants  from 
among  the  cell  populations  of  sarcomas  arising 
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in  hybrid  mice,  by  transplantation  and  other 
tests,  they  showed  that,  in  some  tumor-cell  lines 
so  derived,  iso-antigens  (cellular  antigens  pre- 
sent in  some  but  not  all  strains  of  the  species ) 
are  either  lost  or  suppressed.  This  is  in  keeping 
with  extensive  previous  work  on  the  apparent 
loss  of  iso-antigens  by  tumors  in  the  course  of 
serial  transplantation.  It  also  draws  attention 
to  the  heterogenous  nature  of  tumor  cell  popula- 
tions and  the  influence  of  intercellular  variation 
and  selection  in  the  successive  stages  of  their 
evolution  toward  increased  autonomy.  These 
workers  made  the  striking  observation  that  each 
new  sarcoma  displayed  individual  characteristics 
in  the  production  of  variants,  although  all  were 
histologically  similar  and  had  been  induced  by 
the  same  dose  of  carcinoma  in  the  same  tissue 
of  genetically  identical  mice.  By  contrast  Drs. 
L.  Sachs  and  M.  Feldman  (Rehovoth,  Israel) 
support  the  view  that  in  some  instances  tumors 
can  acquire  increased  “antigenicity”  in  response 
to  immune  reactions,  enabling  them  to  neurtalize 
the  host’s  output  of  cytotoxic  antibodies. 

Interpretation  Must  Be  Cautious 

Some  account  of  current  misgivings  is  perhaps 
as  important  as  accounts  of  current  research. 
Dr.  P.  Grabar  (France)  pointed  out  the  need, 
particularly  important  to  etiological  concepts, 
to  distinguish  between  absolute  and  merely 
quantitive  changes  in  tumor  tissue.  Dr.  T.  S. 
Hauschka  (U.S.A.)  and  Dr.  P.  A.  Gorer  (Lon- 
don) both  emphasized  the  difficulties  in  inter- 
pretation inherent  in  the  use  of  long-established 
tumors  of  non-inbred  animals:  these  are  situa- 
tions where  antigenic  incongruity  may  be  present 
from  causes  unrelated  to  malignancy.  The  find- 
i ings  of  Dr.  I.  G.  Kidd  (New  York)  are  a warning 
against  hasty  immunological  judgments.  He  ob- 
served the  protective  effect  of  antibody,  pre- 
pared in  rabbits  against  a mouse  tumor,  which 
he  had  coupled  by  azo-linkage  with  arsenic.  In 
control  experiments,  mice  were  given  arsenic 
linked  with  (presumably)  immunologically  inert 
protein  such  as  horse  globulin.  Surprisingly,  these 
combinations  were  also  protective  although  the 
two  constituents,  unlinked,  were  not. 

A purely  pragmatic  conclusion  may  be  drawn 
from  the  introductory  remarks  of  Dr.  Hauschka. 
The  possibility  that  in  some  instances  at  least 
the  cancer  patient  possesses  the  means  of  im- 
munological resistance  — which,  however  (and 
perhaps  in  the  nature  of  the  disease),  is  effec- 
tive — is  supported  by  scant  but  convincing  evi- 


dence. If  this  should  be  confirmed  it  may  be 
profitable  to  seek  means  of  enhancing  this  re- 
sistance. 

IV.  - CHEMOTHERAPY 
During  the  congress,  some  new  types  of  po- 
tential anti-tumor  drugs  were  described,  but 
these  still  await  clinical  evaluation.  In  the  main, 
modifications  of  established  types  of  alkylating 
and  antimetabolite  drugs  were  reported.  The 
clinical  value  of  antibiotics  and  corticosteroids 
also  received  attention,  but  perhaps  the  most  im- 
portant discussions  were  those  on  how  best  to 
administer  anti-tumor  chemotherapy. 

Modes  of  Administration 
One  topic  that  provoked  a lively  discussion 
was  the  use  of  chemotherapy  as  an  adjuvant  to 
surgery,  the  object  being  to  limit  cytemia  and 
subsequent  metastases.  Professor  P.  Rubanyi 
( Budapest ) advocated  both  pre-  and  post-opera- 
tive treatment  with  mannomustine  ( “degranol” ) 
and  had  observed  no  interference  with  normal 
wound  healing.  Dr.  R.  Gross  (Marburg)  had 
used  “B  518”  as  a post-operative  measure,  ob- 
serving no  depression  of  granulocytes  below 
2,000  or  other  undesirable  side-effects.  Dr.  J.  F. 
Binkley  ( Oklahoma ) reported  perhaps  more 
equivocally  in  19  years’  experience  of  nitrogen 
mustard  as  an  adjuvant  to  cancer  surgery,  whilst 
Dr.  H.  Sato  from  Japan  showed,  in  an  experi- 
mental paper,  the  complete  suppression  of  me- 
tastases in  mice  by  “nitromin”  administration 
following  the  surgical  removal  of  tumors  induced 
by  subcutaneous  transplantation  of  ascitic  hepa- 
tomas. However,  in  the  discussion,  interference 
with  normal  granulation  and  the  appearance  of 
abscesses  during  healing  were  reported  in  cases 
where  excision  of  a bronchial  carcinoma  was 
followed  by  nitrogen  mustard  treatment. 

The  influence  of  combined  radiation  and 
chemotherapy  on  survival  time  after  diagnosis 
in  patients  with  Hodgkin’s  disease  and  chronic 
myeloid  and  lymphatic  leukemia  was  analyzed 
by  Prof.  L.  Heilmeyer  (Freiburg).  Cases  treated 
with  radiation  alone  survived  longer  (54.5 
months)  than  those  receiving  combined  radia- 
tion and  chemotherapy  (46.3  months).  Those 
treated  only  by  chemotherapy  had  the  worst  ex- 
pectation (42.2  months).  He  made  the  point, 
however,  that  the  cases  receiving  only  radiation 
were,  in  the  main,  those  with  the  least  general- 
ized condition.  Dr.  E.  T.  Krementz  (New  Or- 
leans) described  a method  of  giving  a chemo- 
therapeutic agent  locally  by  regional  perfusion 
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through  an  extracorporeal  circuit.  He  isolates  a 
limb  by  perfusing  into  the  artery  and  out  of  the 
vein.  As  an  example  he  described  a patient  with 
lymphangitic  recurrence  of  malignant  melanoma 
in  the  leg  who  responded  well  for  seven  months 
to  phenylalanine  mustard  administered  by  this 
method. 

Prof.  L.  Larionov  (Moscow),  said  that  with 
proper  administration  and  early  treatment  very 
long  remissions  indeed  could  now  be  achieved 
with  chemotherapy.  He  advocates  working  as 
close  to  the  maximum  tolerated  doses  as  pos- 
sible, starting  chemotherapy  early  and  before 
radiation,  maintaining  treatment  at  a level  often 
determined  from  the  patient’s  blood  picture,  and 
ceasing  to  be  worried  by  a moderate  leucopenia 
(2,000-3,000).  He  told  of  four  leukemic  patients, 
all  active  and  well  after  nine  to  10  years  of  main- 
tenance chemotherapy. 

Antimetabolites  and  Alkylating  Agents 

Among  the  new  types  was  “kethoxal,”  de- 
scribed by  Dr.  A.  Furst  (Stanford).  This  ketoal- 
dehyde,  a potential  antimetabolite  in  the  Krebs’s 
cycle,  was  active  against  Ehrlich  ascites  tumor 
in  mice.  Dr.  F.  A.  French  (San  Francisco)  said 
that  the  bis-guanylhydrazones  and  bis-thio- 
semicarbazones  derived  from  kethoxal-type  com- 
pounds had  similar  activity.  Dr.  V.  Riley  (New 
York)  had  studied  the  reactions  in  vitro  between 
diamines  and  a melanoma  metabolite,  dihy- 
droxyphenylalanine.  After  demonstrating  a spe- 
cific oxygen-absorbing  reaction,  he  went  on  to 
establish  that  the  phenylenediamines  are  capable 
of  inhibiting  the  Cloudman  melanoma  in  mice. 

Another  new  approach  was  that  of  Dr.  M.  B. 
Sahasrabudhe  (Bombay).  From  an  analysis  of 
the  role  of  pyridine  nucleotides  (PN)  in  the 
production  of  energy,  and  from  the  fact  that  a 
tumor  continues  to  grow  despite  low  PN  levels, 
he  concluded  that  a tumor  derives  its  energy 
via  an  alternative  pathway  — the  hexose-mono- 
phosphate  oxidation.  Interference  with  this  meta- 
bolic pathway  should  be  possible  by  thiophene- 
2:6-dicarboxylic  acid,  and  this  compound  has, 
in  fact,  now  been  shown  to  inhibit  growth. 

Among  new  modifications  of  earlier  types, 
the  use  of  mannomustine  was  described  by 
several  Hungarian  delegates.  This  chloroethyla- 
mine  derivative  of  mannitol  had  proved  much 
less  toxic  that  other  chloroethylamines.  Prof. 
Rubanyi,  as  noted  above,  described  its  use  in 
surgery,  while  Dr.  A.  Eckhardt,  also  of  Buda- 
pest, reviewed  its  use  in  the  treatment  of  ma- 


lignant lymphoma  and  leukemia.  An  analogous 
compound,  a bis-methane  sulphonoxy  ester  of 
mannitol  (C.B.  2511),  was  reported  by  Prof. 
A.  Haddow  (London),  and  similarly  it  was  much 
less  toxic  than  busulphan,  to  which  it  is  chemi- 
cally related.  From  Moscow  Prof.  Larinov  re- 
ported the  synthesis  and  preliminary  trials  of 
a range  of  peptides  of  “sarcolysine,”  and  he 
showed  that  changes  in  the  peptide  moiety  were 
accompanied  by  variations  in  the  behavior  of 
the  resultant  drug  toward  different  experimental 
tumors. 

There  was  considerable  interest  in  the  5-fluoro- 
pvrimidines  — one  of  the  more  recent  additions 
to  the  antimetabolite  field  — and  both  Dr. 
R.  Duschinskv  (New  Jersey)  and  Dr.  C. 
Heidelberger  (Madison)  reported  experimental 
studies,  especially  with  5-fluorouracil.  One  of 
its  biological  effects  was  its  incorporation  as  a 
nucleotide  into  a “fraudulent”  nucleic  acid. 
Another  uracil  antagonist  reported  by  Dr.  E. 
Frey  (Bethesda)  was  6-azauracil,  but  its  high 
neurotoxicity  marred  its  clinical  trial.  On  the 
other  hand,  Dr.  A.  R.  Curreri’s  (Madison)  ac- 
count of  the  clinical  trial  of  5-fluorouracil  was 
encouraging.  It  had  produced  improvement  in 
13  out  of  15  cases  of  mammary  carcinoma  and 
in  five  out  of  18  cases  of  cancer  of  the  colon 
and  rectum.  Hepatomas  and  ovarian  tumors  also 
responded. 

Antibiotics  and  Corticosteroids 

Whilst  accounts  of  the  earlier  antibiotics 
azaserine  and  “DON”  were  noticeably  missing, 
two  clinical  reports  were  given  on  actinomycin 
D.  Dr.  Charlotte  Tan  (New  York)  described 
responses  observed  in  the  treatment  of  95  chil- 
dren and  15  adults  with  metastatic  neoplasms. 
None  of  the  adults  showed  any  therapeutic  re- 
sponse, but  at  near  toxic  doses  objective  re- 
sponses lasting  up  to  four  months  were  observed 
in  children  with  Wilms’s  tumor,  neuroblastoma, 
and  nephroma.  Both  Dr.  Tan  and  Dr.  S.  Farber 
(Boston)  told  of  the  apparent  sensitizing  of  ra- 
dio-resistant rhabdomyosarcomas  by  combining 
radiation  treatment  with  intravenous  injection  of 
actinomycin  D.  Dr.  Farber  also  mentioned  as 
promising  a Japanese  antibiotic,  mytomicin. 

The  role  of  corticotrophin,  cortisone,  and  pre- 
dnisone in  the  management  of  chronic  lymphatic 
leukemia  was  discussed  by  Dr.  R.  Bodley  Scott 
( London ) , who  pointed  out  that  their  useful- 
ness depends  on  their  ability  to  prevent  hemo- 
lytic anemia  by  supressing  the  auto-immune  re- 
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action  of  erythrocytes.  Dr.  J.  G.  Freymann  (Bos- 
ton) maintained,  however,  that  there  was  no 
correlation  between  the  life-span  of  erythrocytes 
and  corticosteroid  response. 

V.  - CONTROL  OF  CANCER 

Cancer  control  is  an  intricate  business,  de- 
pending for  its  success  on  an  alert  and  well- 
educated  professional  group,  a co-operative  and 
informed  public,  and  the  availability  of  adequate 
diagnostic  and  therapeutic  services.  This  point 
of  view,  put  forward  by  Dr.  J.  R.  Heller 
( Bethesda ) , seems  reasonable  when  it  is  realized 
that  cancer  has  risen  over  the  past  50  years  from 
the  eighth  to  the  second  major  cause  of  death 
in  the  United  States,  where  it  is  now  regarded 
as  a national  health  problem.  There  the  so-called 
“seven  danger  signals”  of  cancer  are  widely 
advertised,  publications  on  cancer  are  freely 
available,  and  a regular  annual  check-up  is 
advised. 

Early  Diagnosis 

Prof.  B.  W.  Windeyer  ( London ) discussed  the 
same  problem  as  encountered  in  Britain.  While 
he  thought  that  much  more  could  be  done,  he 
did  not  agree  with  all  the  measures  adopted  in 
the  United  States.  The  key  figure  in  cancer  con- 
trol must  be  the  general  practitioner,  and  better 
control  should  follow  better  medical  education. 
Education  of  the  British  public  should  be  ap- 
proached differently.  Group  surveys  showed  that 
delays  in  the  patient  attending  were  due  to 
ignorance  or  fear,  and  slogans  based  on  fear 
might  well  have  an  adverse  effect.  The  most 
important  prognostic  factor  was  the  biological 
behavior  of  a tumor,  and,  if  the  public  were 
encouraged  by  misleading  slogans  to  believe  that 
early  diagnosis  must  lead  to  cure,  disappoint- 
ment and  a loss  of  confidence  in  the  medical  pro- 
fession would  result.  Special  cancer  centers  were 
only  advantageous  if  enough  pre-malignant 
lesions  and  early  cancers  were  discovered  at 
them  to  justify  their  extra  cost;  moreover,  their 
provision  might  lead  to  a loss  of  confidence  in 
the  general  practitioner,  which  would  be  ex- 
tremely unfortunate.  Public  education  was  worth 
while.  The  aim  should  be  to  remove  false  ideas 
rather  than  to  instill  half-truths  and  inaccurate 
slogans.  Cancer  education  should  be  considered 
part  of  a general  program  toward  the  better- 
ment of  the  nation’s  health. 

Dr.  Ruth  Graham  (Buffalo)  opened  a discus- 
sion on  exfoliative  cytology.  Its  value  in  the 


diagnosis  of  early  cancer  of  the  cervix  depended 
on  the  population  screened.  It  was  reasonable, 
for  example,  to  exclude  women  under  30  and 
Jewesses,  and  to  concentrate  on  women  with 
symptoms,  those  married  before  20,  and  the 
lower  social  classes.  The  average  yield  over  the 
United  States  was  now  4.7  per  1,000  patients 
examined.  Prof.  H.  C.  McLaren  (Birmingham) 
believed  that  expert  technicians,  treated  as  mem- 
bers of  a team,  were  more  than  adequate  for 
the  work.  He  treated  carcinoma  in  situ  in  young 
or  pregnant  women  by  conization  of  the  cervix 
and  careful  follow-up,  as  this  allowed  normal 
parturition  and  a more  radical  operation  could 
always  be  undertaken  later  if  necessary.  Dr. 
L.  V.  Ackerman  ( St.  Louis ) felt  that  cytological 
examination  of  the  sputum  was  now  so  reliable 
that,  if  the  test  was  positive,  peripheral  lung 
tumors  could  be  removed  by  lobectomy  without 
prior  biopsy  through  the  lung  and  the  conse- 
quent risk  of  pleural  implantation.  Prof.  J.  B. 
Duguid  (Newcastle  upon  Tyne)  had  found  ex- 
amination of  gastric  washings  of  great  value  in 
establishing  the  diagnosis  of  gastric  cancer.  Last 
year  850  patients  were  examined  and  60  re- 
ported positive.  All  were  confirmed  at  operation, 
and  in  four  the  growth  was  little  more  than 
microscopic  in  size;  in  only  four  cases  was  car- 
cinoma missed. 

Treatment  of  Bladder  and  Breast  Cancers 

Bladder  cancer  is  increasing  in  frequency,  and 
the  suggestion  that  the  main  etiological  factors 
are  now  known  is  most  encouraging,  making  the 
disease  in  this  respect  similar  to  bronchial  can- 
cer. Whether  either  disease  will  prove  prevent- 
able remains  to  be  seen.  The  panel  discussing 
the  present-day  treatment  of  bladder  cancer 
covered  most  aspects  of  the  problem.  Mr.  D.  M. 
Wallace  ( London ) thought  the  infiltrating  lesion 
without  fixation  or  widespread  disease  was  the 
only  really  difficult  therapeutic  problem.  Radio- 
active implants  or  supervoltage  x-rays  were 
usually  indicated,  followed  by  total  cystectoim 
if  necessary.  Partial  cystectomy  was  useful  onl\ 
if  the  disease  was  limited  to  a small  area  of 
the  dome  or  the  side  of  the  bladder  without  in- 
volving the  ureter.  Dr.  G.  W.  Blomfield  (Shef- 
field) reviewed  the  place  of  radiotherapy.  Dr. 
C.  Franksson  (Stockholm)  described  the  con- 
struction of  an  artificial  bladder  after  total 
cystectomy,  which  allows  micturition  through  the 
urethra. 
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The  treatment  of  breast  cancer  was  covered 
in  detail  at  one  clinical  group  meeting  and 
separately  by  several  other  speakers.  The  most 
notable  features  were  the  general  acceptance 
of  the  limitations  of  surgery,  an  increasing  con- 
fidence in  the  value  of  radiotherapy,  and  the 
failure  to  agree  on  the  particular  indications  for 
any  particular  form  of  hormone  therapy.  Dr. 
C.  D.  Haagensen  (New  York)  emphasized  the 
need  for  careful  case  selection  before  embarking 
upon  surgery.  In  his  clinic  they  relied  on  the 
radical  Halsted  operation  for  patients  in  the 
early  stage.  Prof.  D.  W.  Smithers  ( London ) said 
the  histological  grading  of  the  tumor  was  the 
most  important  factor  in  prognosis;  others  were 
its  site,  the  age  at  onset,  and  mode  of  spread. 
Mr.  R.  S.  Handley  ( London ) described  his  most 
recent  findings  relating  spread  to  the  internal 
mammary  chain  and  the  prognosis. 

Several  speakers  discussed  the  hormonal  treat- 
ment of  breast  cancer.  All  differed  somewhat, 
but  all  agreed  that  it  was  quite  impossible  to 
forecast  exactly  whether  or  not  a tumor  would 
respond  to  any  particular  measure.  Dr.  R.  Luft 
( Sweden ) had  the  impression  that  hypophysec- 
tomy  was  probably  more  effective  than  adrenal- 
ectomy. If  a patient  was  premenopausal  or  not 
more  than  one  year  post-menopasual,  he  rec- 
ommended oophorectomy  as  the  first  step,  fol- 
lowed later  by  major  endocrine  surgery  if  neces- 
sary. Five  years  or  more  after  the  menopause, 


simple  oophorectomy  was  not  effective  and  large 
doses  of  estrogens  should  be  tried,  with  en- 
doctrine  surgery  later  if  needed.  Androgens  were 
not  often  indicated,  and  in  his  experience  were 
effective  only  in  20  per  cent  of  cases.  Hypo- 
physectomy  induced  a regression  in  about  50 
per  cent  of  cases.  This  subject  was  also  covered 
by  Prof.  C.  Huggins  (Chicago)  in  his  congress 
lecture;  the  experimental  background  was  dis- 
cussed by  Sir  Charles  Dodds  (London).  The 
program  of  radiotherapy  recommended  by  Dr. 
F.  Baclesse  (France)  was  generally  accepted  by 
all  speakers  as  an  effective  method  of  treatment, 
but  the  impossibility  of  forecasting  accurately 
the  radiosensitivity  of  a particular  tumor  makes 
surgery  the  best  hope  for  cure  where  the  disease 
is  strictly  local. 

Bronchial  Carcinoma 

Bronchial  carcinoma  remains  a most  depressing 
disease  to  treat,  although  it  is  true  that  radical 
surgery  occasionally  achieves  an  excellent  result. 
Radiotherapy  is  almost  entirely  palliative.  A re- 
markable series  of  cases,  however,  was  reported 
by  Dr.  Gwen  Hilton  (London).  She  has  treated 
38  carefully  selected  patients  by  radical  radio- 
therapy alone,  and  eight  of  them  have  lived  for 
15  years  with  no  recurrence.  This  result  is  all 
the  more  important  when  it  is  realized  that  all 
cases  in  the  series  were  classed  as  operable.  Her 
figures  may  therefore  be  compared  directly  with 
those  of  surgery. 


TOBACCO  INDUSTRY  GROUP 
ANNOUNCES  RESEARCH  GRANTS 

A NEW  $500,000  appropriation  for  scientific 
research  sponsored  by  the  Tobacco  Industry  Re- 
search Committee  was  announced  by  Timothy 
V.  Hartnett,  committee  chairman. 

Mr.  Hartnett  said  the  new  appropriation  in- 
creases to  $3.2  million  the  amount  provided  by 
the  industry  group  for  research  grants  made 
upon  recommendation  of  the  Scientific  Advisory 
Board  to  the  Tobacco  Industry  Research  Com- 
mittee. 

The  scientific  advisory  board  has  full  respon- 
sibility for  research  policy  and  programming  for 
the  Tobacco  Industry  Research  Committee.  All 
grants  are  made  upon  recommendation  of  the 
board  to  independent  scientists  working  in  rec- 
ognized research  institutions,  hospitals  and  uni- 
versities. 


FOR  SALE 

100  ft.  x 150  ft.  on  2 Birds. 
$37,500 

Will  Make  You  Money 

L.  L.  STEWARD,  Broker 

AL  4-1636 


. . . and  one  to  grow  on 


A tiny  tablet  of  redisol  to'stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

redisol  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
1 0-cc.  vials). 
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EARLY  CLINICAL  MANIFESTATIONS  OF  COLON 

AND  RECTUM* 

By  H.  L.  Bockus,  M.D.;  M.  H.  Kaiser,  M.D.; 

Y.  Mouhran,  M.D.;  R.  Laucks,  M.D.; 

J.  Bassett,  M.D. 

(From  The  Departments  of  Gastroenterology 
and  Surgery,  Graduate  Hospital,  University  of 
Pennsylvania,  Philadelphia,  Pa.) 


B ETWEEN  seven  and  16  per  cent  of  cancers 
occur  in  the  colon  and  rectum.  In  the  Connec- 
ticut tumor  registry  1935-1949  the  incidence  was 
16.4  per  cent  of  all  cancers.  A large  proportion 
of  cancers  in  this  location  are  curable  if  removed 
soon  after  the  appearance  of  first  symptoms. 
Indeed  the  overall  cure  rate  of  colonic  carcinoma 
exceeds  that  of  cancer  at  any  other  site  in  the 
alimentary  canal. 

In  order  to  discuss  the  early  clinical  mani- 
festations, it  was  decided  to  review  the  proved 
cases  seen  at  the  Graduate  Hospital  from  1936 
to  1958.  A total  of  418  records  have  been  an- 
alyzed. A number  of  others  were  not  available 
for  review  in  the  brief  time  available  to  us  after 
knowing  of  the  assignment.  It  is  unlikely  that 
these  omissions  will  modify  the  statistics  pre- 
sented, since  the  series  is  rather  large. 

Antecedent  or  Precursor  Lesions:  One  cannot 
adequately  discuss  early  clinical  manifestations 
without  referring  to  certain  antecedent  lesions 
or  precursors.  In  this  group  the  incidence  of 
antecedent  or  possible  precursor  lesions  is  9.8 
per  cent.  A careful  search  for  polyps  to  account 
for  bleeding  from  the  rectum  is  becoming  in- 
creasingly rewarding.  A history  of  previous 
single  polyp  had  been  noted  in  4.8  per  cent  and 
of  multiple  polyposis  in  1.4  per  cent  of  our 
series  of  cases.  The  pathogenetic  significance 
of  multiple  and  familial  polyposis  as  precursors 
of  carcinoma  is  generally  recognized.  Many  ex- 
perts claim  that  carcinoma  of  the  colon  will 
eventually  develop  in  all  patients  with  familial 
polyposis  ( Black  and  Hansbro;  Coffey  and 
Brinig;  and  Lewkowicz  and  Joseph).  In  recent 
years,  emphasis  has  been  given  to  the  influence 
of  chronic  ulcerative  colitis  on  the  occurrence 
of  colon  cancer.  The  incidence  of  antecedent 
ulcerative  colitis  was  0.96  per  cent,  correspond- 
ing closely  to  that  given  by  Strenstrom  and  Ford 
(0.72  per  cent).  Two  and  six-tenths  per  cent  of 

Presented  before  the  American  Cancer  Society,  October  1958 
“This  project  was  supported  in  part  by  the  Bockus  Research  Fund, 
Inc.,  and  by  the  Julia  M.  Keim  Fund. 


patients  had  been  operated  upon  for  previous 
carcinoma  of  the  colon. 

Age  and  Sex  — Carcinoma  of  the  colon  and/or 
rectum  may  occur  at  any  age.  Ninety-four  per 
cent  of  this  series  were  40  years  of  age  or  more 
and  82.5  per  cent  were  50  years  of  age  or 
beyond. 

There  was  no  striking  sex  differences  in  the 
incidence  of  occurrence  — 206  were  of  the  male 
and  212  of  the  female  sex. 

Anatomic  Site  of  Lesions  — For  purposes  of 
classification  and  of  study  of  clinical  and  patho- 
logic configurations,  it  is  customary  to  discuss 
the  features  of  the  disease,  based  upon  the  an- 
atomic location  of  the  lesion.  It  should  be  men- 
tioned that  75  per  cent  of  lesions  were  in  the 
rectum  and  sigmoid,  where  the  great  majority 
of  them  could  be  visualized  by  ordinary  procto- 
sigmoidoscopic  examination.  In  the  discussion 
of  the  clinical  aspects  of  colonic  carcinoma  it 
is  customary  to  divide  the  cases  into  three  cate- 
gories, i.e.,  (1)  lesions  of  the  rectum,  (2)  those 
occurring  in  the  left  colon,  including  the  part 
from  the  midtransverse  colon  down  to  the  rec- 
tosigmoid junction;  and,  (3)  lesions  of  the  right 
colon.  Since  the  anatomic  characteristics  and 
functions  of  these  three  segments  differ,  one 
may  anticipate  that  clinical  behavior  patterns 
also  differ,  based  upon  the  part  involved. 

The  right  colon  has  a wide  lumen  so  that 
obstructing  symptoms  do  not  occur  early.  In- 
deed, unfortunately  the  pathologic  process  may 
be  far  advanced  before  any  symptoms  appear. 
Costello  found  44  per  cent  of  right  colonic 
lesions  to  be  so  far  advanced  that  a curative 
resection  could  not  be  undertaken.  The  order 
of  importance  of  clinical  symptom  configura- 
tions of  lesions  of  the  right  colon,  based  on  pre- 
vious reports,  are  often  given  as:  (1)  pain,  (2) 
anemia  and  weakness,  (3)  tumor  mass  and  final- 
ly, symptoms  of  obstruction  (Cattel,  McKenzie 
and  Colcock). 

The  growths  occurring  in  the  sigmoid  as  well 
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as  those  in  the  midtransverse  colon  and  distal 
thereto  ( excluding  rectum ) are  included  under 
the  designation  “left  colon,”  and  comprise,  in 
most  reported  series,  approximately  one-half  of 
all  malignant  growths  in  the  colon.  In  this  part 
of  the  colon,  the  lumen  is  more  narrow  and  the 
normal  colonic  content  is  formed  so  that  ob- 
structive symptoms  and  change  in  bowel  habit 
are  often  of  most  significance.  In  the  order  of 
importance,  many  observers  arrange  the  symp- 
toms as  follows:  (1)  change  in  bowel  habit,  (2) 
pain  and/or  obstructive  symptoms  and  (3)  gross 
blood  in  stools  (Shallow,  Wagner  and  Colcher). 

In  the  rectum,  the  usual  order  of  symptoms 
arranged  according  to  incidence  and  importance 
in  reported  series  of  cases  is:  (1)  bleeding,  (2) 
sensation  of  incomplete  evacuation  and  change 
of  bowel  habit,  and  ( 3 ) rectal  pain  and  tenesmus. 

Delay  in  Diagnosis  — In  many  previous  reports 
on  colon  cancer,  the  analysis  has  included  statis- 
tics dealing  with  reasons  for  delay  in  diagnosis. 
In  the  series  of  Shallow,  et  al.,  there  was  a 
delay  of  over  six  months  in  approximately  25 
per  cent  of  cases  attributed  to  the  patient,  and 
of  from  5.3  to  11.7  per  cent  of  cases  (depending 
on  site  of  lesion)  attributed  to  the  physician.  In 
the  Remington  series  of  210  private  patients, 
the  average  delay  in  diagnosis  was  seven  months. 
This  was  attributed  to  the  patient  in  48  per  cent 
and  to  the  physician  in  31  per  cent  of  patients. 

Our  data  are  broken  down  insofar  as  this  is 
possible.  Actually  the  delay  attributable  to  pa- 
tient was  over  six  months  in  23  per  cent  of  rectal 
cases,  in  19  per  cent  of  patients  with  lesions  of 
the  left  colon  and  in  17  per  cent  of  patients  with 
right  colonic  lesions.  This  record  is  somewhat 
better  than  that  of  some  previous  reports. 
Furthermore  it  does  not  reveal  a greater  time 
delay  in  the  right-sided  lesions  that  is  recorded 
in  most  previous  series.  Physician  delay  in  the 
establishment  of  the  diagnosis  is  considerable. 
It  is  practically  identical  regardless  of  site  of 
lesion,  averaging  a delay  exceeding  six  months 
in  about  28  per  cent  of  patients.  In  computing 
total  delay,  regardless  of  cause,  we  are  confronted 
j with  figures  that  are  not  heartening.  In  approxi- 
mately 45  per  cent  of  all  cases,  regardless  of  site, 
a delay  of  more  than  six  months  occurred  be- 
tween the  appearance  of  the  initial  symptom  and 
the  establishment  of  the  diagnosis. 

We  were  interested  in  determining  whether 
the  diagnosis  was  made  earlier  in  patients  seen 
in  more  recent  years.  For  this  purpose  the  cases 


were  grouped  into  three  periods,  i.e.,  1936-  45, 
1946-50  and  1951-  58.  It  will  be  seen  that  pa- 
tients admitted  during  the  period  1951-1958 
fared  better  than  those  admitted  between  1936- 
1945.  This  briefer  time  interval  for  the  estab- 
lishment of  the  diagnosis  was  reflected  in  pa- 
tient alertness,  physician  awareness  and  overall 
reduction  of  percentage  of  cases  in  which  more 
than  six  months  elapsed  between  first  symptom 
and  establishment  of  the  diagnosis.  The  great- 
est reduction  in  percentage  delay  was  noted  in 
the  establishment  of  the  diagnosis  by  the  phy- 
sician. 

Mistake  in  Diagnosis  — Prior  surgery  for  relief 
of  pain  evidently  due  to  the  cancer  had  been 
carried  out  in  20  patients  or  4.7  per  cent  of 
series.  This  included  appendectomies  (7),  pelvic 
operations  (4),  herniorraphies  (3),  an  operation 
for  hydrocele  and  one  for  deverticu litis  of  the 
descending  colon. 

SIGNIFICANT  FIRST  SYMPTOMS 

Abdominal  Pain  or  Discomfort  — Pain  or  dis- 
comfort of  some  type  was  recorded  in  327  of 
418  patients  (78.2  per  cent).  The  importance 
of  pain  as  a symptom  in  relation  to  the  site  of 
neoplasm  is  recorded.  It  was  present  as  a 
symptom  of  neoplasm  of  the  right  colon  in  89 
per  cent,  of  the  left  colon  in  83  per  cent  and  of 
the  rectum  in  65  per  cent  of  cases.  Of  most 
significance  it  was  a first  symptom  in  76,  41 
and  24  per  cent  of  neoplasms  of  the  right  colon, 
of  the  left  colon  and  of  the  rectum  respectively. 
Furthermore  pain  was  the  chief  complaint  in 
63,  29,  and  13  per  cent  of  patients  with  lesions 
of  the  right  colon,  of  the  left  colon  and  of  the 
rectum  respectively.  These  figures  correspond 
in  a general  way  to  those  of  others.  Pain  is 
the  most  important  and  earliest  symptom  in 
right  colon  neoplasms  and  has  great  importance 
as  well  as  an  initial  and  chief  complaint  in  lesions 
of  the  left  colon. 

The  site  of  pain  is  analyzed  on  the  basis  of 
location  of  the  lesion.  The  location  of  pain  is 
somewhat  variable,  but  percentage-wise,  there 
is  the  type  of  general  relationship  between  pain 
site  and  position  of  the  growth,  which  one  would 
anticipate.  It  is  of  interest  that  only  11.6  per  cent 
of  right  colon  lesions  and  17.0  per  cent  of  left 
colon  lesions  were  without  pain.  The  analysis 
of  pain  is  continued  in  Table  X.  The  cramping, 
colicky  type  of  pain  is  the  most  common  variety 
in  lesions  throughout  the  colon  and  particularly 
in  lesions  of  the  right  and  of  the  left  colon.  The 
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intensity  of  the  pain  in  relation  to  site  of  growth 
is  also  recorded.  Average  for  intensity  of  pain 
throughout  the  colon  could  be  recorded  as 
moderate.  Pain  of  greater  intensity  occurred 
somewhat  more  often  in  lesions  of  the  right 
colon.  Radiation  of  pain  was  not  very  frequent. 
It  occurred  in  28  of  174  instances  of  sigmoidal 
neoplasms,  usually  to  the  back.  In  15  of  139 
lesions  of  the  rectum,  radiation  to  the  lower 
abdomen  was  mentioned.  In  neoplasms  else- 
where in  the  colon,  radiation  of  pain  either  was 
rare  or  was  not  recorded. 

Temporary  relief  of  pain  by  the  expulsion  of 
flatus  or  by  defecation  is  to  be  anticipated  in 
many  patients  with  neoplasms  of  the  rectum  and 
of  the  left  colon. 

Blood  in  Stools  — This  constitutes  one  of  the 
most  important  early  symptoms  in  colonic  car- 
cinoma. In  the  absence  of  diarrhea,  the  noting 
of  red  blood  in  or  on  the  stools  should  suggest 
a lesion  distal  to  the  hepatic  flexure.  If  due  to 
tumor,  the  site  is  ordinarily  in  the  rectum  or 
sigmoid.  In  association  with  diarrhea,  the  ap- 
pearance of  bright-red  blood  in  the  stools,  and 
particularly  with  pus  and  mucus,  is  more  com- 
monly the  result  of  inflammation  than  of  neo- 
plasm. 

In  this  series,  gross  blood  appeared  in  the 
stools  in  233  cases,  so  that  bleeding  was  a pre- 
senting complaint  in  56  per  cent  of  cases.  The 
character  of  the  bleeding  in  relation  to  the  site 
of  neoplasm  is  given.  It  occurred  in  80  per  cent 
of  neoplasms  of  the  rectum,  in  49  per  cent  of 
those  in  the  left  colon  and  30  per  cent  of  those 
in  the  right  colon.  In  lesions  of  the  rectum  and 
of  the  left  colon  the  blood  was  usually  red  and 
noted  most  often  on  the  outside  or  intermixed 
with  the  stool.  In  right  colonic  neoplasms  with 
gross  blood,  as  might  be  anticipated,  it  was 
most  commonly  described  as  melena.  Of  greater 
importance  gross  bleeding  was  a first  symptom 
in  37  per  cent  of  the  rectal  tumors,  in  26  per 
cent  of  the  tumors  of  the  left  colon,  but  in  only 
7 per  cent  of  those  of  the  right  colon.  Further- 
more bleeding  was  the  chief  complaint  in  25 
per  cent,  21  per  cent  and  4 per  cent  of  lesions 
in  the  rectum,  in  the  left  colon  and  in  the  right 
colon  respectively.  However,  it  was  one  of  the 
chief  complaints  in  53  per  cent  of  the  rectal 
cases  and  in  about  one-fourth  of  the  lesions  of 
the  left  colon  and  of  the  right  colon. 

One  of  the  reasons  for  delay  in  arriving  at  a 
diagnosis  of  bleeding  carcinoma  on  the  part  of 


both  physician  and  patient  is  the  great  frequency 
of  anal  lesions,  particularly  hemorrhoids.  Prior 
hemorrhoidectomies  had  been  performed  for 
bleeding  in  33  of  the  220  patients  in  which  red 
blood  was  passed  in  the  stools,  an  incidence  of 
previous  hemorrhoidectomy  in  the  presence  of 
bleeding  bowel  cancer  in  15  per  cent  of  cases. 

Change  in  Bowel  Habit  — According  to  many 
observers  this  is  perhaps  the  most  important 
early  symptom,  particularly  in  cancer  of  the  left 
colon  (Cattell  et  al.;  Shallow  et  al. ).  The  details 
with  which  this  symptom  appeared  in  relation 
to  site  of  lesion  is  recorded.  It  is  noted  that 
change  in  bowel  habit  was  a frequent  symptom 
in  lesions  throughout  the  colon  in  our  series. 
The  incidence  was  significantly  greater  in  the 
rectal  (71  per  cent)  and  in  the  left  colon  (69 
per  cent)  neoplasms  than  in  the  lesions  of  the 
right  colon  (54  per  cent).  A further  analysis  of 
this  symptom  will  be  found  in  Table  XVI.  It  is 
seen  that  change  in  bowel  habit  was  a first 
symptom  in  42  and  in  36  per  cent  of  lesions 
in  the  rectum  and  the  left  colon  respectively 
compared  with  13  per  cent  in  the  right  colon 
neoplasms.  Furthermore  it  constitutes  the  chief 
complaint  in  32  and  in  22  per  cent  of  rectal  and 
of  left  colon  lesions  respectively  as  compared 
with  only  8 per  cent  of  right  colon  lesions. 

Summary  of  Significance  of  Three  Impoiiant 
Symptoms  — In  Table  XVII  one  may  see  at  a 
glance  the  significance  of  the  three  most  im- 
portant symptoms  in  cancer  of  the  colon  and  of 
the  rectum  in  relation  to  the  site  of  the  neoplasm. 
In  lesions  of  the  right  colon,  pain  or  discomfort 
is  an  outstanding  favorite  as  a first  symptom  (76 
per  cent)  and  as  the  chief  complaint  (63  per 
cent).  In  neoplasms  of  the  left  colon,  including 
the  sigmoid,  the  importance  of  these  three 
symptoms  is  more  evenly  distributed.  However, 
pain  or  discomfort  is  considerably  in  the  lead 
as  a first  symptom  (41  per  cent  of  cases);  change 
in  bowel  habit  is  a good  second  as  a first  symp- 
tom (36  per  cent  of  cases)  and  bleeding  as  a 
first  symptom  occurred  quite  frequently  (26  per 
cent  of  cases).  In  rectal  neoplasms,  as  a first 
symptom,  pain  drops  to  third  place  (24  per 
cent  of  cases).  The  incidence  of  the  symptoms, 
“change  in  bowel  habit”  (42  per  cent)  and 
“bleeding”  (37  per  cent)  as  first  symptoms  are 
both  very  high. 

Finally,  in  this  analysis  of  the  three  important 
clinical  symptoms,  it  will  be  seen  that  all  three 
have  a very  high  incidence.  From  that  stand- 
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point  alone,  the  most  frequent  symptom  in  rectal 
lesions  is  bleeding  (80  per  cent  of  cases),  that 
of  left  colon  lesions  is  pain  ( 83  per  cent  of  cases ), 
and  that  of  right  colon  lesions  is  also  pain  (89 
per  cent  of  cases).  In  summarizing  their  inci- 
dence in  the  entire  series  of  neoplasms  of  colon 
and  of  rectum  regardless  of  site,  it  is  noted  that 
each  one  of  these  three  symptoms  was  present 
in  more  than  50  per  cent  of  cases.  The  frequency 
incidence  of  occurrence  was  pain  (78  per  cent), 
change  in  bowel  habit  (67  per  cent)  and  bleed- 
ing (56  per  cent). 

Other  First  Symptoms  — There  are  other 
clinical  manifestations  of  colonic  carcinoma 
which  may  at  times  be  the  first  to  attract  the 
attention  of  the  patient.  These  usually  cannot  be 
looked  upon  as  symptoms  of  early  carcinoma,  but 
rather  as  the  first  presenting  symptoms  of  moder- 
ately advanced  disease. 

Bowel  Obstruction  — Bowel  obstruction  as  a 
presenting  symptom  in  relation  to  the  site  of 
neoplasm  is  analyzed.  Lesions  of  the  left  colon 
are  more  commonly  responsible  for  obstruction. 
This  accounted  for  the  presenting  complaint  in 
16  per  cent  of  the  left  colon  lesions  and  in  11 
per  cent  of  the  entire  series  of  cases  of  cancer 
of  the  colon  and  rectum. 

Anemia  — Anemia  sufficient  to  give  rise  to 
major  symptoms  was  present  in  102  cases.  The 
most  important  of  these  was  fatigue  listed  in 
102  or  24  per  cent  of  cases.  Anemia  was  more 
frequent  in  lesions  of  the  right  colon  (53  per 
cent),  where  symptoms  attributed  to  anemia 
constitutes  the  first  symptom  in  10  per  cent  and 
the  major  complaint  in  27  per  cent  of  cases. 

Weight  Loss  — The  incidence  of  weight  loss 
of  over  10  pounds  is  given.  In  38  per  cent  of 
the  418  cases,  weight  loss  of  this  magnitude  was 
recorded.  The  incidence  in  neoplasms  of  the 
right  colon  was  highest  (50  per  cent).  This  high 
incidence  of  weight  loss  surely  indicates  that 
many  of  the  lesions  were  moderately  advanced 
when  the  diagnosis  was  established. 

Symptoms  the  Result  of  Metastasis  — It  was 
not  possible  to  be  sure  how  often  symptoms  due 
to  metastasis  were  first  symptoms.  We  list  those 
instances  of  metastasis  giving  rise  to  symptoms. 
This  occurred  in  30  instances  or  7 per  cent. 
Metastasis  occurred  to  the  liver  in  23  cases,  to 
the  bone  in  five  instances  and  to  the  lung  in 
two  others. 

Palpable  Mass  — A palpable  mass  at  the  time 


of  first  hospital  examination  was  recorded  in  104 
of  179  instances  of  colonic  carcinoma,  or  37  per 
cent  of  cases.  It  is  significant  that  a palpable 
mass  was  noted  in  69  per  cent  of  right  colon 
neoplasms  as  compared  with  29  per  cent  of  left 
colon  lesions.  The  high  incidence  of  palpable 
masses  supplies  still  further  evidence  that  the 
diagnosis  was  not  established  until  the  lesions 
were  far  advanced  in  many  instances.  The  in- 
cidence of  a palpable  mass  in  our  cases  corres- 
ponds quite  closely  to  the  percentages  reported 
by  Muir  of  London. 

Summary 

Four  hundred  and  eighteen  case  records  of 
carcinoma  of  the  colon  and  of  the  rectum  are 
reviewed.  The  distribution  of  cases  was  rectum, 
139  cases  (33  per  cent),  left  colon,  209  cases 
(50  per  cent)  and  right  colon,  70  cases  (17  per 
cent). 

The  incidence  of  antecedent  or  precursor  le- 
sions is  given  (9.8  per  cent).  These  comprise 
single  polyp  (4.8  per  cent),  multiple  polyposis 
(1.4  per  cent),  ulcerative  colitis  (0.9  per  cent), 
and  previous  colonic  carcinoma  (2.6  per  cent) 

Delay  in  diagnosis  has  been  computed.  A de- 
lay of  over  six  months  was  attributed  to  patients 
in  23  per  cent  and  to  physicians  in  28  per  cent 
of  cases.  The  average-time  delay  was  practically 
the  same  regardless  of  location  of  the  neoplasm. 
The  overall-time  delay  in  diagnosis  was  less  in 
the  group  of  patients  seen  after  1951  as  com- 
pared with  those  seen  between  1936  and  1950. 
Prior  surgery  had  been  erroneously  performed 
for  relief  of  pain  due  to  carcinoma  in  4.7  per 
cent  of  patients. 

The  most  common  symptom  was  pain  occur- 
ring in  65  per  cent  of  rectal,  83  per  cent  of  left 
colon  and  89  per  cent  of  right  colon  neoplasms. 
It  was  the  most  common  first  symptom  in  le- 
sions of  the  right  as  well  as  of  the  left  colon.  It 
was  present  in  78  per  cent  of  the  entire  series 
of  418  cases. 

The  second  most  common  symptom  was 
change  in  bowel  habit,  occurring  in  71  per  cent 
of  rectal,  69  per  cent  of  left  colon  and  in  54  per 
cent  of  right  colon  neoplasms.  It  was  the  most 
common  first  symptom  in  rectal  neoplasms.  It 
was  present  in  67  per  cent  of  the  entire  series 
of  cases. 

A third  important  symptom  was  that  of  pas- 
sage of  gross  blood  in  the  stools,  occurring  in  80 
per  cent  of  rectal,  49  per  cent  of  left  colon  and 
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30  per  cent  of  right  colon  lesions.  It  closely  fol- 
lowed “change  in  bowel  habit”  as  a first  symp- 
tom in  rectal  neoplasms  (37  per  cent)  and  oc- 
curred as  a first  symptom  in  26  per  cent  of  le- 
sions in  the  left  colon  (including  the  sigmoid). 

Under  the  heading  of  later  symptoms  or  con- 
stitutional symptoms  is  included  bowel  obstruc- 
tion, anemia,  weight  loss,  symptoms  of  metas- 
tasis and  palpable  mass.  Any  of  these  manifesta- 
tions of  advanced  growth  unfortunately  may  at 
times  constitute  the  first  clinical  feature  of  the 
disease. 

Bowel  obstruction,  usually  a symptom  of  mod- 
erately advanced  disease,  considered  to  be  the 


significant  presenting  complaint  in  16  per  cent 
of  colon  lesions  and  in  11  per  cent  of  the  entire 
series  of  418  cases. 

Anemia,  perhaps  responsible  for  symptoms, 
was  noted  in  24  per  cent  of  all  neoplasms  and 
in  53  per  cent  of  right  colon  lesions. 

Weight  loss  exceeding  10  pounds  was  noted 
in  38  per  cent  of  patients. 

Metastasis,  responsible  for  symptoms,  was  no- 
ted in  7 per  cent  of  patients  on  admission. 

Palpable  mass  was  recorded  in  37  per  cent  of 
colonic  carcinomas  (excluding  rectum).  It  was 
present  in  29  per  cent  of  left  colon  lesions  and 
in  69  per  cent  of  right  colon  neoplasms. 


1959  BERTNER  FOUNDATION  AWARD 


0 R.  RICHARD  E.  Shope,  member  and  profes- 
sor at  the  Rockefeller  Institute  for  Medical  Re- 
search, New  York,  was  awarded  the  1959  Bert- 
ner  Foundation  Award  Feb.  27,  during  the  13th 
Annual  Symposium  on  Fundamental  Cancer  Re- 
search at  the  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute. 

The  award  is  presented  annually  for  outstand- 
ing contributions  to  the  field  of  cancer  research. 
It  was  established  in  1950  in  honor  of  the  late 
Dr.  E.  W.  Bertner,  first  acting  director  of  M.  D. 
Anderson  Hospital  and  first  president  of  the 
Texas  Medical  Center. 

Dr.  Shopes  work  gave  new  impetus  to  viral 
research  and  contributed  greatly  to  proper  sci- 
entific basis  for  studies  on  the  part  played  by 
viral  agents  in  the  origin  of  neoplastic  diseases. 
He  made  basic  discoveries  relating  to  a number 
of  diseases  of  infectious  and  neoplastic  charac- 
ter in  animals,  which  laid  foundations  for  obser- 
vations along  similar  lines  in  man.  His  work  on 


cancer  in  rabbits  has  led  to  findings  of  possible 
great  importance  for  human  cancer.  He  has  con- 
tributed extensively  to  knowledge  about  the 
spread  of  many  diseases  of  viral  origin  in  ani- 
mals. His  work  contributed  to  our  present-day 
understanding  of  the  part  played  by  intermedi- 
ate hosts  in  the  spread  of  viral  diseases.  He  has 
done  research  on  numerous  animal  diseases,  in- 
cluding influenza,  tuberculosis,  cholera,  rinder- 
pest and  several  types  of  cancer,  in  swine,  cat- 
tle, rabbits  and  deer.  His  work  on  rinderpest  led 
to  an  effective  vaccine  against  this  disease. 

Dr.  Shopes  studies  on  the  transmission  of 
swine  influenza  virus  are  a clasisc  example  of 
experimental  work  on  transmission  of  viral  dis- 
eases. His  observations  of  leeches  as  a virus  res- 
ervoir are  important  in  our  understanding  of  the 
natural  spread  of  some  viruses.  He  has  conduct- 
ed experiments  on  transmission  of  viral  diseases 
from  animals  to  humans  and  humans  to  animals. 


HOSPITAL  USE 


W HY  DO  MORE  than  20  million  Americans  — 
or  one  out  of  every  eight  — enter  a hospital  each 
year? 

This  is  the  subject  of  a $200,000  study  au- 
thorized by  the  executive  committee  of  Health 
Information  Foundation.  It  will  be  conducted 
jointly  by  the  National  Opinion  Research  Center 
of  the  University  of  Chicago,  and  the  Founda- 
tion. 

A sample  of  admissions  to  hospitals  in  Mas- 
sachusetts will  be  examined  through  the  approv- 
al and  co-operation  of  the  Massachusetts  Medi- 


cal Society,  the  Massachusetts  Hospital  Associa- 
tion, and  the  Blue  Cross-Blue  Shield  plans  in 
that  state.  The  2V2-year  study  will  attempt  to  as- 
certain the  non-medical  factors  and  family  situ- 
ations which  lead  to  hospital  utilization  as  well 
as  medical  reasons  given  by  physicians. 

According  to  George  Bugbee,  Foundation 
president,  admissions  to  hospitals  are  governed 
not  only  by  medical  diagnosis,  but  by  concepts 
of  patient  comfort,  optimum  conditions  for  treat- 
ment, and  by  many  personal  and  social  factors. 

“These  same  factors  may  also  affect  the  pa- 
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tient’s  length  of  stay  in  the  hospital,”  he  said, 
“and  it  is  important  to  study  them  if  we  are  to 
establish  a reasonable  definition  of  the  role  of 
the  hospital.” 

Such  a definition  is  essential,  he  explained, 
because  it  governs  interpretations  of  use  or  pos- 
sible “overuse”  of  health  insurance  benefits. 
“There  have  been  allegations  in  recent  years 
that  there  is  ‘abuse’  or  ‘overuse’  of  hospitaliza- 
tion insurance,”  he  said,  “and  that  such  ‘overuse’ 
adds  substantially  to  the  cost  of  care.  We  hope 
that  the  new  study  will  bring  greater  insight  to 
concepts  of  what  constitutes  adequate  use  of 
our  hospitals.” 

Mr.  Bugbee  said  the  survey  is  one  of  a group 
of  major  studies  of  voluntary  health  insurance 
sponsored  by  the  Foundation.  The  Foundation 
was  organized  in  1950  as  a contribution  by  the 
drug,  pharmaceutical,  chemical  and  allied  in- 
dustries to  research  and  education  in  the  social 
and  economic  aspects  of  medical  care. 

In  pointing  to  the  need  for  the  new  study,  the 
Foundation  cited  several  recent  conclusions  of 
Ray  E.  Brown,  superintendent  of  the  University 
of  Chicago  Clinics.  In  an  article  published  in 
Hospitals,  the  Journal  of  the  American  Hospital 
Association,  Mr.  Brown  said  that  there  are  forces 
— cultural  and  economic  as  well  as  medical  — 
that  affect  how  many  people  are  admitted  to 
hospitals,  but  are  beyond  the  hospitals’  control. 
Among  them,  for  example,  are  some  changing 
characteristics  of  the  American  population: 

Experts  say  that  by  1975  there  will  be  an  ad- 
ditional 8 million  people  over  65  — a group  with 
higher-than-average  medical  care  needs  whose 
hospital  costs  are  estimated  to  be  from  three  to 
four  times  greater  than  for  those  under  age  65. 

The  dependent  child  population,  those  under 
18,  is  expected  to  increase  some  20  million  or 
about  35  per  cent  by  1975.  This  means  that  the 
number  of  dependents  covered  under  pre-pay- 
ment family  certificates  (for  hospitalization  and 
other  services ) will  increase  faster  than  the  total 
number  of  certificates. 

Concepts  of  illness  are  changing:  an  increase 
in  the  number  of  working  wives,  for  example, 
means  less  care  for  the  sick  at  home  and  more 
use  of  hospitals  even  for  the  less  serious  illnesses. 

The  public  is  becoming  increasingly  aware  of 
the  value  of  hospital  care  and  such  care  is  “be- 
coming an  accepted  component  in  the  average 
American’s  standard  of  living.” 

Such  factors,  according  to  the  Foundation, 


mean  that  many  non-medical  considerations  are 
increasingly  important  influences  on  admissions 
to  hospitals,  and  consequently,  on  the  cost  of 
care. 

“The  degree  to  which  individual  judgment  is 
involved  is  one  of  the  objectives  of  our  study,” 
Bugbee  said.  Among  others  he  included  the  in- 
dividual’s attitude  toward  hospitalization,  his 
home  and  job  situations,  his  ability  to  meet  costs, 
and  his  doctor’s  habits,  beliefs  and  experiences. 

“We  need  to  know  much  more  about  what  the 
public  expects  of  hospital  service,”  Bugbee  said. 
“Our  study,  however,  will  not  attempt  to  evalu- 
ate current  use  of  such  service,  but  rather  will 
describe  it  and  thus  be  of  value  to  those  con- 
cerned with  defining  what  may  be  considered 
justifiable  and  legitimate  use  of  hospital  care.” 

“Before  limitations  are  imposed  on  money  be- 
ing spent  for  hospital  care  or  the  number  of  peo- 
ple being  admitted  to  hospitals,  it  is  important 
that  we  have  full  information  on  why  hospitals 
are  now  being  used  so  much  more  widely,”  he 
said.  “That  is  the  purpose  of  our  study.” 

“Overuse  of  services  would  be  wasteful,”  Bug- 
bee said.  “On  the  other  hand,  undue  limitations 
could  stand  in  the  way  of  needed  medical  care 
or  could  delay  progress.” 
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NATIONAL  OPINION  RESEARCH  CENTER 


HOW  HOSPITALS  ARE  USED  TODAY 

T HE  last  two  decades  have  witnessed  major 
changes  in  the  patterns  of  hospital  utilization. 
Almost  two-thirds  of  the  population  now  have 
some  protection  against  hospital  costs  through 
Blue  Cross  plans  or  private  insurance  contracts. 
In  1940,  fewer  than  10  per  cent  had  such  protec- 
tion. During  the  same  period,  the  admission  rate 
to  general  hospitals  has  more  than  doubled.  Co- 
incidentally, with  the  development  of  more  ef- 
fective medicines  and  the  trend  toward  early 
ambulation,  there  has  been  a sharp  reduction  in 
the  average  length  of  hospital  stay. 

But  in  spite  of  a shorter  average  length  of  stay, 
both  the  cost  per  patient  and  the  cost  per  day 
have  approximately  doubled  in  little  more  than 
10  years.  As  a result  of  these  sharply  rising  hos- 
pital costs,  and  of  the  steadily  mounting  admis- 
sion rate,  hospital  insurance  has  had  no  recourse 
but  to  raise  subscriber  premiums.  There  is  thus 
presently  much  concern  that  voluntary  health 
insurance  must  soon  “price  itself  out  of  the  mar- 
ket.” 

Allegations  have  been  made  that  “overuse”  or 
“abuse”  of  hospital  insurance  by  both  patients 
and  doctors  has  in  itself  contributed  substantial- 
ly to  the  rising  costs  which  now  so  bedevil  the 
insurance  plans.  It  is  argued  that  many  patients 
who  do  not  really  require  hospitalization  are 
nevertheless  placed  in  hospitals,  or  their  stay  is 
extended,  purely  for  their  own  convenience  or 
that  of  the  doctor,  because  the  hospital  charges 
are  covered  by  insurance.  It  is  said  that  doctors 
often  hospitalize  insured  patients  for  diagnostic 
tests  which  could  be  performed  just  as  well  out- 
isde  of  a hospital,  but  the  truth  is  that  facts  are 
not  known. 

In  consequence,  a number  of  research  efforts 
have  been  and  are  being  made  to  ascertain  the 
degree  of  overuse  of  hospital  facilities.  In  one 
study,  a sample  of  hospital  case  records  was 
transcribed  and  presented  to  a panel  of  eminent 
physicians  for  evaluation.  Another  research  team 
is  collecting  pairs  of  cases  hospitalized  by  the 
same  physician  for  the  same  condition,  but  who 
differ  substantially  in  the  length  of  their  hospi- 
tal stay  — and  is  then  asking  the  doctor  to  ac- 
count for  the  difference.  Perhaps  the  most  am- 
bitious attempt  is  currently  getting  under  way 
in  Michigan,  where  medical  criteria  for  hospital 


admission  and  discharge  for  selected  major  di- 
agnoses have  been  agreed  upon  by  panels  of 
physician-specialists.  It  is  next  planned  to  sam- 
ple hospital  records  to  ascertain  the  proportion 
of  admissions  and  discharges  which  failed  to 
meet  these  criteria,  and  then  to  interview  the 
physicians  concerned  with  these  deviant  cases 
in  an  effort  to  understand  the  factors. 

What  Is  ‘Overuse’? 

But  aside  from  such  problems  as  size  and  rep- 
resentativeness of  the  samples,  the  competence 
of  small  panels  of  doctors  to  speak  for  the  total 
medical  profession  and  the  difficulty  of  judging 
otherwise  unknown  cases  solely  from  clinical 
records,  the  value  of  all  of  these  approaches  is 
sharply  limited  by  a lack  of  consensus  as  to  just 
what  constitutes  “overuse”  of  hospital  facilities. 
Even  if  it  were  found  that  large  numbers  of  hos- 
pitalizations fail  to  meet  the  medical  criteria, 
and  that  the  attending  physicians  were  often 
guided  by  non-medical  considerations,  the  ques- 
tion remains:  Is  this  a proper  or  improper  use  of 
hospital  facilities? 

It  is  generally  conceded  that  the  overwhelm- 
ingly majority  of  hospital  admissions  are  re- 
quired for  legitimate  medical  reasons,  and  it  is 
equally  conceded  that  there  will  inevitably  be 
occasional  instances  of  flagrant  abuse  of  insur- 
ance. But  between  these  extremes,  there  is  a 
large  area  in  which  individual  judgment  must 
necessarily  play  a part.  In  deciding  whether  or 
not  to  hospitalize  a patient  at  a particular  time, 
the  physician’s  decision  will  very  often  be  af- 
fected not  only  by  the  medical  circumstances  of 
the  case,  but  also  by  a host  of  personal  and  so- 
cial factors.  Among  these  are  the  doctor’s  own 
habits,  beliefs,  experiences  and  predispositions; 
the  quality  and  accessibility  of  hospital  facilities 
or  of  alternative  facilities  outside  the  hospital; 
the  patient’s  own  attitudes  toward  hospitaliza- 
tion, his  home  and  job  situation,  his  ability  to 
meet  hospital  costs,  etc.  The  same  non-medical 
factors  will  also,  in  many  cases,  affect  or  even 
determine  the  patient’s  length  of  stay  and  the 
date  of  his  discharge. 

The  extent  to  which  hospitals  are  considered 
to  be  “overused”  or  insurance  benefits  to  be 
“abused”  ultimately  depends,  therefore,  upon 
one’s  definition  of  the  role  and  function  of  the 
hospital.  If,  at  one  extreme,  the  hospital  is  re- 
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garded  as  a “life-saving”  institution,  to  be  em- 
ployed only  when  other  alternatives  have  failed, 
one  is  likely  to  find  today  a great  deal  of  “over- 
use.” If,  on  the  other  hand,  the  hospital  is  re- 
garded as  a community  facility  to  be  utilized 
whenever  its  services  can  help  provide  better 
medical  care  than  could  be  obtained  outside,  the 
amount  of  “overuse”  one  finds  is  likely  to  decline 
very  sharply. 

Before  there  can  be  any  meaningful  measure 
of  the  amount  of  “ overuse  ’ of  hospitals,  much 
better  and  fuller  information  is  required  con- 
cerning the  ways  in  which  hospitals  are  actually 
used  today  and  the  needs  which  they  serve.  It  is 
evident  that,  for  a variety  of  reasons,  the  hospi- 
tal today  plays  a different  role  from  the  one  it 
played  20  years  ago.  Public  attitudes  toward 
hospitalization  have  changed;  physicians'  atti- 
tudes and  practices  with  respect  to  hospitaliza- 
tion have  similarly  undergone  changes;  and  hos- 
pitals themselves  are  in  constant  evolution.  At 
present,  we  know  very  little  about  the  extent  to 
which  non-medical  considerations  actually  affect 
hospital  admission  and  discharge.  What  is  need- 
ed is  to  examine  a representative  group  of  hos- 
pital cases,  and  to  reconstruct  the  chain  of  events 
and  decisions  which  led  to  their  admission  and 
discharge.  Such  an  approach  requires  interviews 
not  only  with  the  attending  physicians,  but  also 
with  patients  themselves. 

Such  a study  would  be  primarily  descriptive 
rather  than  evaluative.  It  would  aim  to  supply 
the  insistent  need  for  information  on  the  present 
role  and  function  of  the  hospital  and  for  sys- 
tematic data  on  the  factors  affecting  hospitaliza- 
tion decisions.  It  would  not  attempt  to  define 
the  amount  of  “overuse”  nor  to  set  standards  for 
hospital  utilization.  But  the  facts  it  discloses 
should  improve  and  sharpen  present  concepts  of 
what  a hospital  is  for. 


OPTHALMOLOG2ST 

Desires  to  relocate  in  Phoenix  area  and  associate 
with  established  opthalmologist. 

Age  39,  Board  Certified,  10  years  experience, 
service  included. 

Write  — Edward  A.  Fial,  M.D. 

131  Linwood  Avenue 
Buffalo  9,  New  York 


VOLUNTARY  HEALTH  INSURANCE 
AMONG  THE  AGED 

T THE  PRESENT  time,  there  are  about  15 
million  people  65  years  old  or  over  in  this  coun- 
try. The  aged  now  constitute  8.6  per  cent  of  the 
total  population  and  by  1980  the  figure  will  be 
about  10  per  cent. 

In  1957,  about  three  out  of  every  eight  persons 
aged  65  or  over  in  this  country,  had  some  form 
of  voluntary  health  insurance.  There  are  many 
others  in  this  group  who  would  like  to  have 
some  form  of  insurance.  The  average  insured 
person  in  this  group  had  obtained  his  insurance 
over  10  years  before,  usually  through  his  em- 
ployment. The  majority,  56  per  cent,  first  ob- 
tained their  insurance  through  a place  of  em- 
ployment. The  rest  obtained  it  some  other  way 
such  as  when  a salesman  called,  through  friends 
or  relatives,  or  through  advertising,  direct  mail 
and  other  means. 

The  cost  of  this  insurance  as  paid  by  this 
group  ranged  from  less  than  $1  per  month  to 
$20  or  more  per  month.  The  average  was  $4  per 
month.  Less  than  3 per  cent  of  the  total  aged  in 
this  survey  had  tried  to  get  insurance  and  been 
turned  down. 

Nearly  two-thirds  of  the  population  aged  65 
and  over  stated  that  they  would  like  to  have  in- 
surance covering  all  medical  expenses.  Others 
would  like  partial  coverage,  and  17  per  cent 
were  unwilling  to  pay  anything  for  it.  The  ma- 
jority, 54  per  cent,  were  in  favor  of  government 
insurance,  while  43  per  cent  were  against  it;  of 
those  favoring  government  insurance,  80  per 
cent  define  these  people  in  terms  of  economic 
need  and  even  added  some  other  qualifications. 

Providing  the  aged  with  health  insurance  has 
become  a major  medical  problem.  Recently  the 
American  Medical  Association  has  adopted  a 
proposal  under  which  doctors  would  treat  aged 
persons  with  low  incomes  at  reduced  fees.  Plans 
for  financing  the  health  needs  of  the  aged  may 
vary,  but  all  should  agree  on  one  point:  That  a 
group  of  older  persons  responsible  for  their  own 
health  is  an  asset  to  society  — and  in  keeping 
with  our  present  attitudes  toward  independent 
active  later  life  for  all. 

DONALD  N.  McLEOD,  M.D. 
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LOCATION  OPPORTUNITIES 

ASH  FORK  — Population  700  — north  central- 
ly located  — railroad  center  — Contact  the  W om- 
en’s Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

GILA  REND  — Population  2,500  — 80  miles 
west  of  Phoenix  — nearest  town  to  the  Painted 
Rock  Dam  project  — good  opportunity  for  GP. 
Cattle,  cotton,  and  general  farming.  Office  and 
equipment  available.  $150  monthly  income  from 
board  of  supervisors.  Contact  Mrs.  J.  F.  Allison, 
Box  485,  Gila  Bend,  Ariz. 

HAYDEN  - Population  3,000/4,000  - indus- 
trial practice  — approximately  200  employes  and 
dependents.  Only  part-time  required.  Coverage: 
Metropolitan  Surgical  Plan.  Physician  may  en- 
gage in  private  practice  also.  Small  company- 
owned  clinical  building  (new)  available  for  use, 
with  X-ray  equipment,  diathermy  equipment, 
etc.  Full-time  nurse  available  to  assist;  clerical 
work  to  be  handled  by  company.  Company  hous- 
ing facilities  available  for  physician  — small 
rental.  Contact:  American  Smelting  & Refining 
Company,  Mr.  Ben  Roberts,  department  mana- 
ger, P.O.  Box  1111,  El  Paso,  Texas. 

MIAMI  — Opportunity  for  GP  — industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those 
who  work  for  the  three  principal  mining  compa- 
nies. Community  served  by  many  mining  and 
ranching  interests.  Contact  Robert  V.  Ploran, 
M.D.,  Miami  Inspiration  Hospital,  Miami,  Ariz. 

MORENCI  — Mining  community  near  New 
Mexico- Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Gans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff,  Ariz.,  the  building  project  is 
estimated  to  be  concluded  in  10  years.  Write 
Ivan  W.  Kazan,  M.D.,  6th  Ave.  & S.  Navajo, 
Page,  Ariz.,  for  full  details. 

S AFFORD  — Graham  County  Health  Depart- 
ment in  need  of  an  M.D.  In  the  heart  of  the  cat- 
tle and  farming  areas  of  southeastern  Arizona. 


Population  of  10,500  and  elevation  is  2,920. 
Schools,  churches  and  social  facilities  are  nu- 
merous. Contact  Mr.  Verl  Lines,  chairman,  Gra- 
ham County  Board  of  Supervisors,  Safford,  or 
Frederick  W.  Knight,  M.D.,  618  Central  Ave., 
Safford. 

ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a GP,  in  this  east-central  Ari- 
zona community.  Population  is  approximately 
1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  in 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  F. 
E.  Babcock,  president,  chamber  of  commerce. 
9112  West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for 
consultation  service.  State  license  is  necessary 
(but  not  necessarily  an  Arizona  license).  Con- 
tact S.  Netzer,  M.D.,  director,  professional  serv- 
ice, VA  Hospital,  Tucson,  Ariz. 

WINSLOW  - Population  over  7,500.  Good 
opportunity  for  GP.  Arrangements  can  be  made 
to  take  over  existing  vacancy  in  practice.  Facili- 
ties quite  desirable  and  satisfactory  terms  can 
be  arranged  to  suit  any  financial  circumstance. 
Hospital  privileges  immediately  available.  Coun- 
ty work  also  available  at  $500  per  month  plus 
lab  and  X-ray.  For  further  details,  contact  Don- 
ald F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz., 
or  Mr.  Paul  Gear,  county  supervisor,  Court 
House,  Holbrook,  Ariz. 

FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL  MEDI- 
CINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospi- 
tal, Ajo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hospi- 
tal, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 


Vol  16,  No.  4 


Arizona  Medicine 


335 


REVOLUTIONARY  NEW  TABLE  SPREAD 
CONTAINING  45%  LINOLEIC  ACID! 
RUAL  ACTION  FACTOR:  PROVIDES  ESSENTIAL 
FATS,  CONTROLS  CHOLESTEROL. 


N UTRISPREAD 


mm  m 

The  most  economical  and  convenient  source  of  polyunsaturated  fats: 

• For  adequate  essential  fatty  acid  supply 

• For  saturated  fat  replacement 

• For  cholesterol  normalization 


INDICATIONS 

Diets  requiring  decreased  animal  or  saturated  fats. 

Cholesterol  control  (therapeutic  and  prophylactic)  in: 

Hypercholesteremia 

Atherosclerosis 

Diabetes 

Hepatic  inadequacy 

Essential  fatty  acids  deficiency  states 

Coronary  disease  and  cardiovascular  pathology 

Linoleic  acid  is  accepted  by  medical  authorities  as  the  active 
principle  (polyunsaturated  linoleates)  in  the  management  of 
the  above  conditions. 

All  purpose  food  as  a spread,  for  cooking  and  baking. 

References: 

Boyd,  G.  and  Oliver,  M.  F.:  "Cholesterol  Chemistry,  Biochemistry 
and  Pathology."  Academic  Press,  1958. 

Bronte-Stewart,  B.:  Lancet  2:1103-1107,  1955. 

Brown,  H.  B.  and  Page,  I.  H.:  J.A.M.A.  168:1989-1995,  No. 
15,  1958. 

Gofman,  J.  W.,  et  al.:  Circulation  XIV:  691-741,  October  1956, 
No.  4. 

Jones,  J.  R.,  et  al.:  Proceedings  Soc.  Exper.  Biol,  and  Med. 
93:88-91,  1956. 

Kinsell,  L.  W.,  et  al.:  Newsletter  Gerontological  Soc.  5:3,  Sep- 
tember 1958,  No.  3. 

Mann,  G.  V.:  A.M.A.  Arch.  Int.  Med.  100:77-84,  July,  1957, 
No.  1. 

Mayer,  G.  A.,  et  al.:  J.  Clin.  Nutr.  1:316-322,  1952-1953. 


Now,  a spread  high  in  polyunsaturates  equivalent 
to  liquid  oil  products. 


HIGH  PATIENT  ACCEPTANCE 

Excellent  taste  appeal  — country  fresh  flavor. 

No  change  in  food  pattern,  no  separate  menus  required. 

Low  salt.  Reduced  calories. 

Low  cost.  Nutrispread  is  the  most  palatable  and  economical 
source  of  polyunsaturated  linoleates  available,  regardless  of 
dosage  form. 

Conventional  pound  packages,  cubed  for  convenience. 
Marketed  through  health  food  and  grocery  outlets. 


Dept.  A 

Hale  Laboratories,  Inc. 

10515  West  Pico  Blvd. 

Los  Angeles  64,  California 

Please  send  complete  literature  on  Nutrispread 
Detail  my  office  on  Nutrispread 

Name  

Address 

City  Zone  State  


Phoenix  Representative  CR  4-0474 

to  natural  vegetable  oils.  For  dietary  use  equal 
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Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospi- 
tal, Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 


John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Bay,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospi- 
tal, San  Manuel,  Ariz. 


LOCATION  INQUIRIES  RECEIVED 
HAGGAR,  DAVID  K.,  M.D.,  Hawarden, 


Iowa;  GP;  1943  graduate  of  the  University  of 
Nebraska;  interned  at  Hurley  Hospital  in  Flint, 
Mich.;  served  residency  at  Akron  General  Hos- 
pital in  Akron,  Ohio;  fulfilled  military  obliga- 
tions; holds  license  in  states  of  Iowa,  Nebraska, 
Minnesota  and  California;  married;  age  42;  in- 
terested in  clinic,  assistant  or  associate  practice. 
Available  June  1,  1959. 

KAHN,  KENNETH  ALLEN,  M.D.,  2106 
Jackson,  San  Francisco,  Calif.;  I;  1953  graduate 
of  Colorado  Medical  School;  interned  at  Beceiv- 
ing  Hospital  in  Detroit,  Mich.;  served  residency 
at  University  of  Minnesota  Hospitals;  fulfilled 
military  obligations;  holds  license  in  states  of 
Colorado  and  California;  married;  interested  in 
clinic,  assistant  or  associate  practice;  Institu- 
tional (part  time)  available  July  1959. 

LOOMIS,  RICHARD  ARTHUR,  M.D.,  623 
Franklin  St.,  Springville,  N.Y.;  GP;  1943  gradu- 
ate of  the  University  of  Buffalo;  interned  at  Al- 
lied Hospitals  of  the  Sisters  of  Charity  in  Buffa- 
lo, N.Y.;  served  residency  at  Buffalo  General 
Hospital;  fulfilled  military  obligations;  holds  li- 
cense in  New  York  State;  married;  age  40;  inter- 
ested in  industrial,  assistant,  associate  or  insti- 
tutional practice;  available  Sept.  1,  1959. 


WIKLE'S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
Alpine  8-1 581 
Phoenix,  Arizona 


PEARL,  RORERT  M.,  M.D.,  U.  S.  Army  Hos- 
pital, Fort  Polk,  Fa.;  GP;  1956  graduate  of  Jef- 
ferson Medical  College;  interned  at  St.  Joseph’s 
Hospital  in  Philadelphia;  will  complete  military- 
obligation  in  summer  of  1959;  holds  license  in 
states  of  Pennsylvania  and  Texas;  single;  age  30; 
interested  in  clinic,  assistant  or  associate  prac- 
tice. Available  August  1959. 

REINSSHMIEDT,  EDWIN  RUBEN,  LT . 
(MC)  USNR,  Alameda  NAS  BOQ,  Alameda, 
Calif.;  GP;  1956  graduate  of  the  University  of 
Oklahoma;  interned  at  Wesley  Hospital  in  Wich- 
ita, Kan.;  will  complete  military  obligations  July 
1,  1959;  holds  license  in  the  state  of  Oklahoma; 
single;  age  31;  interested  in  associate  practice. 
Available  July  1,  1959. 

STONER,  HARRY  RICHARD,  M.D.,  VA 
Hospital,  Marlin,  Texas;  GP;  GS;  1948  graduate 
of  St.  Louis  University  School  of  Medicine;  in- 
terned at  Touro  Infirmary  in  New  Orleans,  La.; 
served  residency  at  Detroit  Beceiving  Hospital 
and  VA  Hospital  in  Dearborn,  Mich.;  holds  li- 
cense in  states  of  Missouri  and  Michigan;  ful- 
filled military  obligations;  interested  in  clinic, 
assistant  or  associate  practice;  married;  age  35; 
available  immediately. 
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SHERWOOD  PROFESSIONAL  BUILDING 

2919  North  56th  Street  — Phoenix  (Scottsdale)  Arizona 

Adjacent  to  the  Arizona  Country  Club.  Excellent  Parking  Facilities. 
New  Physicians  suite  available  for  immediate  occupancy. 
Refrigeration  and  Central  Heat.  Shown  by  Appointment. 

D.  D.  CASTLEBERRY,  BUILDING  & REALTY 

641 1 E.  Thomas  Road  - Phone  WH  5-8454 
Scottsdale,  Arizona 


they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES- 14  VITAM I NS-ll  MINERALS 


Each  capsule  contains: 

Vitamin  A . 

Vitamin  D 

Vitamin  Bi»  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . 
Thiamine  Mononitrate  (Bi) . . . 

Riboflavin  (Be) 

Niacinamide 

Folic  Acid 

Pyridoxine  HCI  (Be) 

Ca  Pantothenate 

Choline  Bitartrate 

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates) 
1-Lysine  Monohydrochloride  . . . 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl) 

Calcium  (as  CaHPOi) 

Phosphorus  (as  CaHPOi) 

Boron  (as  N32B1O7.IOH2O)  . . . . 

Copper  (as  CuO) 

Fluorine  (as  CaF>) 

Manganese  (as  MnO>) 

Magnesium  (as  MgO) 

Potassium  (as  K>S0j) 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg 

1 mg. 

0.5  mg. 

5 mg. 

50  mg. 

50  mg. 

50  mg. 

10I.U. 

25  mg. 

25  mg. 

30  mg. 

10  mg. 

0.1  mg. 

157  mg. 

122  mg 

0.1  mg. 

1 mg. 

0.1  mg. 

1 mg. 

1 mg. 

5 mg. 

0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY.  Pearl  River,  New  York 


388 


Arizona  Medicine 


April,  1959 


C jfiiture  <yVleetincjii 

r^f^rogravn 


THE  ARIZONA  MEDICAL  ASSOCIATION  INC. 
ANNUAL  MEETING  — APRIL  28,  29,  30  — MAY  1,  2,  1959 
SAN  MARCOS,  CHANDLER,  ARIZONA 

Tuesday,  April  28 


1:00 

Council  Meeting 

Wednesday,  April  29 

8:00 

House  of  Delegates  — Special  Session 

2:00 

Blue  Shield  — House  Meeting 

6:30 

Reception  — Buffet  Supper 

Thursday,  April  30 

House  of  Delegates  — First  Regular  Session 

Henry  H.  Kessler,  M.D.  — “The  Myth  of  Physical  Fitness 

Harold  D.  Jenkins,  M.D.  — “The  Syndromes  of  Adrenal  Cortical 
Hyperfunction” 

Thomas  L.  Royee,  M.D.  — “Relationship  of  Eye  Findings  to  Gen- 
eral Medical  Problems” 

Intermission 

Haddon  M.  Carryer,  M.D.  — “Treatment  of  Acute  Asthma” 

Marvin  E.  Johnson,  M.D.  — “Esophageal  Hiatial  Hernia” 

Johannes  M.  Nielsen,  M.D.  — “Migraine” 

Press  Conference 

Specialty  Luncheon  — Arizona  Chapter  — American  College  of 
Surgeons 

Medical  and  Surgical  Symposium  on  “Thyroid  Disease”  and  “Peptic 
Ulcer” 

Panel:  John  W.  Cline,  M.D.  — Marvin  E.  Johnson,  M.D.  — Harold 
D.  Jenkins,  M.D.  — Roscoe  S.  Pullen,  M.D. 

Intermission 


8:00 

10:00-10:20 

10:20-10:40 

10:40-11:00 

11:00-11:20 

11:20-11:40 

11:40-12:00 

12:00-12:30 

12:20 

12:45 

2:30-  5:30 


4:00-  4:30 


5:30 

6:30 

7:30 


Press  Conference 
Reception  — Social  Hour 

Specialty  Dinner  — Arizona  Chapter  — American  College  of  Chest 
Physicians 
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7:30 

Friday,  May  1 

Featured  Breakfast  — John  W.  Cline,  M.D.  — “Current  Trends  In 
Medical  Education” 

9:00-  9:25 

Walter  L.  Hard,  Ph.D.  — “The  Two  Year  Medical  School” 

9:25-  9:50 

John  Z.  Bowers,  M.D.  — “The  Four  Year  Medical  School” 

9:50-10:15 

Roscoe  L.  Pullen,  M.D.  — “Transitional  Problems  from  a Two  Year 
to  a Four  Medical  School” 

10:15-10:45 

Intermission 

10:45-11:10 

Thomas  B.  Turner,  M.D.  — “Newer  Concept  of  Medical  Education” 

11:10-11:35 

Vernon  W.  Lippard,  M.D.  — “The  Establishment  of  a Medical 
School” 

11:35-11:50 

Marvin  E.  Johnson,  M.D.  — “Relationship  of  the  Private  Practitioner 
to  a Medical  School” 

11:50-12:05 

Thomas  L.  Royce,  M.D.  — “Relationship  of  the  Private  Practitioner 
to  a Medical  School” 

12:05 

Press  Conference 

12:30 

Featured  Luncheon  — Mr.  Rueben  G.  Gustavson  (Title  to  be 
announced ) 

2:30-  2:50 

Fred  D.  Fagg  Jr.,  Ph.D.  — “Regional  Co-operation  in  Medical 
Education” 

2:50-  3:45 

Medical  Education  Workshop  Symposium  — All  Guest  Orators 
Participating 

3:45-  4:15 

Intermssion 

5:00-  5:15 

John  W.  Cline,  M.D.  — “A  Summarization  of  the  Day’s  Activities” 

5:15 

Press  Conference 

6:00 

Reception  — Social  Hour 

7:45 

President’s  Dinner-Dance 

8:00 

Saturday,  May  2 

House  of  Delegates  — Second  Regular  Session 

9:45-10:00 

Intermission 

10:00-10:20 

Johannes  M.  Nielsen,  M.D.  — “Whiplash  Injury” 

10:20-10:40 

Haddon  M.  Carryer,  M.D.  — “The  Hyperventilation  Syndrome” 

10:40-11:00 

Harold  D.  Jenkins,  M.D.  — “Hyperparathyroidism;  A Diagnostic 
Challenge” 

10:00-11:20 

Intermission 

11:20-11:40 

John  Z.  Bowers,  M.D.  — “Nuclear  Medicine  and  Its  Impact  on 
Future  Medical  Practice” 

11:40-12:00 

Hubertus  Strughold,  M.D.  — “Space  Medicine  and  Its  Impact  on 
Future  Medicine” 

12:00-12:30 

To  be  announced 

12:00 

Press  Conference 

1:00 

Annual  Handicap  Golf  Tournament 
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GUEST  SPEAKERS 


Haddon  M.  Carryer,  M.D. 


Haddon  M.  Carryer,  M.D. 

M.D.,  Northwestern  University  Medical 
School;  Ph.D.,  University  of  Minnesota;  Fellow, 
American  College  of  Physicians  and  American 
Academy  of  Allergy;  Assistant  Professor  of  Medi- 
cine, Mayo  Foundation  (part  of  the  graduate 
school  of  the  University  of  Minnesota);  Con- 
sultant, Division  of  Medicine  at  the  Mavo  Clinic. 

7 J 


John  W.  Cline,  M.D. 

John  W.  Cline,  M.D. 

A.B.,  University  of  California,  1921;  M.D., 
Harvard,  1925;  Surgical  House  Officer,  Mas- 
sachusetts General  Hospital,  1925-1927;  Resident 
Surgeon,  Bellevue  Hospital,  New  York,  1927- 
1929;  Member,  San  Francisco  County  Medical 
society  (President,  1942);  Member,  California 
Medical  Association  (President,  1947-1948); 
Member,  Cancer  Commission,  California  Medi- 
cal Association;  Member,  American  Medical  As- 
sociation ( Member  of  House  of  Delegates  ( 1945- 
1950)  (Delegate  to  World  Medical  Association, 
1948  and  1949);  President,  American  Medical 
Association,  1951-1952;  Member,  Council  on 
Medical  Education  and  Hospitals,  A.M.A.;  Mem- 
ber, San  Francisco  Surgical  Society  (President, 
1947);  Member,  California  Academy  of  Medi- 
cine; Member,  Pacific  Coast  Surgical  Associa- 
tion; Fellow,  American  College  of  Surgeons; 
Director,  California  Division,  American  Cancer 
Society;  Secretary,  California  Division,  American 
Cancer  Society  (1949-1951). 

Associate  Clinical  Professor  of  Surgery,  Stan- 
ford University  School  of  Medicine;  Surgeon  to 
Stanford,  San  Francisco  and  Children’s  Hospital; 
Member  of  the  Board  of  Trustees  of  Saint  Francis 
Memorial  Hospital;  Surgical  Consultant,  Biggs- 


John  Z.  Bowers,  M.D. 


John  Z.  Bowers,  M.D. 

Born  — August  27,  1913,  Catonsville,  Mary- 
land. 

B.S.,  Gettysburg  Colloge,  1933;  M.D.,  Uni- 
versity of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons,  1938;  Active 
Duty,  U.  S.  Naval  Reserve,  Medical  Corps,  1941- 
45.  Citations,  Purple  Heart,  Legion  of  Merit  (for 
combat).  Chief  of  Medical  Branch  and  Deputy 
Director,  Division  of  Biology  and  Medicine, 
U.  S.  Atomic  Energy  Commission,  1957-50; 
Dean,  University  of  Utah  College  of  Medicine, 
1950-55;  Dean  and  Professor  of  Medicine,  Uni- 
versity of  Wisconsin  Medical  School,  1955  to 
date. 
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Gridley  Memorial  Hospital;  Expert  Medical  Con- 
sultant in  Surgery  to  the  United  States  Air  Force, 
1950-1954;  Consultant  to  Surgeon  General, 
United  States  Navy,  1951-1954;  Author,  Papers 
on  Surgical  Subjects  and  Medical  Economics; 
Member,  Board  of  Governors,  Commonwealth 
Club  of  California,  1951-1956;  Chairman,  Cancer 
Commission,  California  Medical  Association, 
1955-56-57;  Vice  President,  American  Cancer 
Society,  California  Division,  1956;  Chairman, 
California  Division;  Member,  Board  of  Direc- 
Board  of  Directors  of  American  Cancer  Society, 
tors,  American  Cancer  Society,  Inc.;  Chairman, 
Medical  and  Scientific  Committee,  American 
Cancer  Society,  1958-1959. 


Fred  Dow  Fagg,  Jr.,  Ph.D. 

Fred  Dow  Fagg  Jr.,  Ph.D. 

A.B.,  University  of  Redlands;  A.M.,  Harvard, 
1921;  J.D.,  Northwestern,  1927;  Harvard  faculty, 
1922-24;  Northwestern  faculty,  1924-27;  North- 
western faculty,  Law  School,  1929-39;  Vice 
President,  Northwestern,  1939-47;  President, 
U.S.C.,  1947-57. 

Walter  L.  Hard,  Ph.D. 

Walter  L.  Hard,  Ph.D.,  Dean,  School  of  Medi- 
cine, State  University  of  South  Dakota,  and 
Professor  and  Chairman  of  the  Department  of 
Anatomy. 

Born  in  Michigan,  completed  his  undergradu- 
ate education  at  Albion,  Michigan,  in  1934  and 
received  his  Ph.D.  Degree  from  Duke  Uni- 
versity in  1937.  He  was  married  in  1938  to 
Harriette  Pollard  of  Washington,  D.C.  and  they 
have  two  boys,  Frank,  eleven  years  of  age,  and 
Walter,  nine  years  old. 

Dr.  Hard  served  as  Instructor  and  Assistant 
Professor  in  Anatomy  at  the  University  of  Mary- 
land from  1938-1944  and  as  Associate  Professor 
in  Anatomy  Medical  College  of  South  Carolina 
from  1944-1946.  He  joined  the  staff  at  the  Uni- 


Walter  L.  Hard,  Ph.D. 

versity  of  South  Dakota  as  Professor  and  Chair- 
man of  Department  of  Anatomy  in  1946  and 
became  Dean  in  1952. 

Dr.  Hard  is  the  author  of  some  forty  publi- 
cations in  scientific  and  educational  journals 
and  is  particularly  interested  in  the  field  of 
microanatomy  and  histochemistry.  He  is  a mem- 
ber of  Sigma  Xi,  American  Association  of 
Anatomists,  Society  of  Experimental  Biology  in 
Medicine,  Sioux  Valley  Medical  Society,  and  is 
an  associate  staff  member  of  Sacred  Heart  Hos- 
pital in  Yankton,  South  Dakota.  He  is  also  a 
member  of  the  Basic  Science  Board  of  Medical 
Examiners  for  South  Dakota. 


Harold  Dalton  Jenkins,  M.D. 
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Harold  Dalton  Jenkins,  M.D. 

M.D.,  University  of  Colorado,  1943;  Intern- 
ship, University  of  Wisconsin,  1943-44;  Resi- 
dency, University  of  Colorado,  1944-49;  Research 
Fellowship,  Peter  Bent  Brigham  Hospital,  1950- 
52;  Instructor  in  Medicine,  Harvard,  1952-53; 
Head  of  Section  in  Endocrinology  and  Assistant 
Professor  of  Medicine,  University  of  Colorado, 
1953;  Associate  Attending  Physician,  Colorado 
General  and  Denver  General  Hospitals,  1953; 
Consultant  in  Endocrinology,  Fitzsimons  Gen- 
eral Hospital;  V.  A.  Hospitals,  Denver  and  Al- 
buquerque, New  Mexico;  Colorado  State  Hos- 
pital, 1953. 


Marvin  E.  Johnson,  M.D. 


Marvin  E.  Johnson,  M.D. 

Graduate  of  University  of  Iowa  College  of 
Medicine,  1943;  Served  in  the  Medical  Corps  of 
AUS,  1943-46;  Diplomate  of  the  National  Board 
of  Medical  Examiners;  Diplomate  of  American 
Board  of  Surgery;  Member  of  the  Central  Sur- 
gical Association;  Assistant  Clinical  Professor 
of  Surgery,  University  of  Colorado  School  of 
Medicine;  Surgical  Consultant,  Denver  VA  Hos- 
pital; President,  Staff  of  St.  Joseph’s  Hospital, 
Denver. 


Reuben  Gilbert  Gustavson,  Ph.D. 

Reuben  Gilbert  Gustavson,  Ph.D.,  President, 
Executive  Director,  Resources  for  the  Future, 
Inc.,  Washington,  D.  C.  (1953-  ). 


Reuben  G.  Gustavson,  Ph.D. 


Born  — Denver,  Colorado,  April  6,  1892. 

A.B.,  University  of  Denver,  1916,  A.M.,  1917; 
Ph.D.,  University  of  Chicago,  1925;  honorary  de- 
grees from  13  universities  and  colleges.  Member 
chemistry  faculty,  Colorado  Agricultural  Col- 
lege, 1917-1920;  member  chemistry  faculty  Uni- 
versity of  Denver,  1920-1937;  professor  of  chem- 
istry, dean  of  Graduate  School  and  president 
University  of  Colorado,  1937-1944;  vice  president 
and  dean  of  faculties  University  of  Chicago, 

1945- 1946;  chancellor  University  of  Nebraska 

1946- 1953. 

Formerly  member:  Board  of  Governors 

Argonne  National  Laboratories;  member  U.  S. 
Commission  for  UNESCO,  official  United  States 
delegate  to  UNESCO  Conference,  Mexico  City, 
1948;  delegate  to  the  Geneva  Conference  on 
Peaceful  Uses  of  Atomic  Energy;  member  U.  S. 
scientific  exchange  team  to  USSR,  1958,  member 
Research  Advisory  Council  U.  S.  Public  Health 
Service;  member  Research  Advisory  Council  of 
National  Foundation  for  Infantile  Paralysis. 

Presently  member:  Research  Advisory  Council, 
American  Cancer  Society;  chairman,  Committee 
on  Weather  Modification,  National  Science 
Foundation;  foreign  member  Swedish  Academy 
of  Science. 

Decorated  Knight  Order  of  North  Star 
(Sweden);  Fellow  Chicago  Gynecology  Society 
(Hon.);  Norlin  Medal  for  Distinguished  Service, 
University  of  Colorado,  1944;  Civis  Princeps 
Award,  Regis  College,  1948.  Phi  Betta  Kappa, 
Sigma  Xi,  Phi  Sigma,  Phi  Lambda  Upsilon,  Tau 
Beta  Pi. 
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Vernon,  W.  Lippard,  M.D. 


Vernon  William  Lippard,  M.D. 

Born  Marlboro,  Mass.  October  4,  1905;  Son 
of  William  Charles  and  Lucy  Maria  (Balcom); 
B.S.,  Yale,  1926;  M.D.,  cum  laude,  1929;  Sc.D. 
(honorary),  University  of  Maryland,  1955;  mar- 
ried Margaret  Isham  Cross  August  29,  1931; 
one  daughter  Lucy  Rowland. 

Intern,  New  Haven  Hospital,  1929-30;  As- 
sistant and  Resident  Pediatrician,  New  York 
Nursery  and  Children’s  Hospital,  1930-32;  Resi- 
dent Pediatrician  New  York  Hospital,  1932-33; 
Instructor  in  Pediatrics,  Cornell  University  Medi- 
cal College,  1933-37;  Associate  in  Pediatrics, 
1937-38;  Director  of  Study  Comm,  for  Study  of 
Crippled  Children,  New  York  City,  1938-39; 
Associate  Dean  College  of  Physicians  and  Sur- 
geons, Columbia  University,  1939-46;  Dean  and 
Professor  of  Pediatrics,  School  of  Medicine, 
Louisiana  State  University,  1946-49;  Dean  and 
Professor  of  Pediatrics,  University  of  Virginia, 
1949-53;  Dean  and  Professor  of  Pediatrics,  Yale 
University  School  of  Medicine,  1953  to  the 
present. 

Member  of  Board  of  Medical  Consultants, 
Oak  Ridge  Inst.  Nuclear  Studies,  1948-52;  Brook- 
haven  National  Laboratories,  1957;  served  as 
Lt.  Col.  and  Col.  Medical  Corps,  U.  S.  Army 
1942-45;  27  months  active  duty  overseas  in 
Australia,  New  Guinea,  Netherlands  East  Indies 
and  P.  I.  Certified  American  Board  of  Pedi- 
atrics; President  of  the  Association  of  American 
Medical  Colleges,  1934-55;  Member  of  the  So- 
ciety for  Pediatric  Research,  Association  of 
American  Physicians;  the  American  Medical  As- 
sociation, Sigma  Xi,  Alpha  Omega  Alpha;  Con- 
sultant to  the  Italian  Government  1949,  State 
of  Florida  1948,  State  of  New  Jersey  1952,  on 


development  of  programs  of  medical  education. 
Episcopalian.  Author:  “The  Crippled  Child  in 
New  York  City”  1940;  contr.  numerous  articles 
chiefly  on  the  immunology  in  childhood  and 
medical  education  to  medical  journals. 

Address:  Dean,  School  of  Medicine,  Yale  Uni- 
versity. 


J.  M.  Nielsen,  M.D. 


J.  M.  Nielsen,  M.D. 

Teaching  Neurology  and  Psychiatry,  University 
of  Southern  California  ( twenty -two  years ) . Pres- 
ently teaching  Neurology  at  UCLA. 
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Roscoe  L.  Pullen,  M.D. 


Thomas  L.  Royce,  M.D. 


Born  January  6,  1915,  Princeville,  Illinois. 

Bachelor  of  Arts  degree,  Knox  College,  Gales- 
burg, Illinois,  1935;  Bachelor  of  Medicine  de- 
gree, Northwestern  University  Medical  School, 
1939;  Doctor  of  Medicine,  Northwestern  Uni- 
versity Medical  School,  1940;  Internship,  Charity 
Hospital  of  Louisiana,  New  Orleans,  1939-40; 
Fellow  in  Endocrinology,  Duke  University  School 
of  Medicine  and  Hospital,  Durham,  N.C.,  1940- 
41;  Resident  in  Internal  Medicine,  Tulane  Uni- 
versity Unit,  Charity  Hospital  of  Louisiana,  New 
Orleans,  1941-44;  Assistant  Director  in  Charge 
of  All  Medical  Services,  Charity  Hospital  of 
Louisiana,  New  Orleans,  1943-46;  Associate  Pro- 
fessor of  Medicine  and  Director  of  Hospital  Plan- 
ning, University  of  Washington  School  of  Medi- 
cine, Seattle,  1946-49;  Medical  Director  of  King 
County  Hospital  System,  Seattle,  Washington, 
1947-49;  Professor  of  Graduate  Medicine,  Direc- 
tor of  the  Division  of  Graduate  Medicine,  and 
Vice-Dean,  Tulane  University  School  of  Medi- 
cine, 1949-52;  Professor  of  Medicine  and  Dean 
of  the  University  of  Texas  Postgraduate  School  of 
Medicine,  Houston,  Texas;  Professor  of  Clinical 
Medicine,  Baylor  University  College  of  Medicine, 
Houston,  Texas,  1952-53;  Professor  of  Medicine 
and  Dean  of  the  University  of  Missouri  School 
of  Medicine,  1953  to  date. 

Consultant  to  several  Veterans  Administration 
Hositals  in  Louisiana  and  Mississippi.  Author  of 
approximately  60  scientific  papers  and  medical 
literature  and  four  books.  Chief  fields  of  interest: 
Medical  Education,  Infectious  Diseases,  Physical 
Diagnosis  and  Diseases  of  the  Chest.  Consultant 
to  the  Surgeon  General,  Department  of  the  Army, 
Washington,  D.  C.,  since  1947. 


B.A.,  B.S.,  University  of  Mississippi;  M.D., 
Tulane  University;  Clinical  Associate  Professor 
of  Ophthalmology  of  Texas  Postgraduate  School 
of  Medicine;  Clinical  Assistant  Professor  of 
Ophthalmology  of  Baylor  College  of  Medicine; 
Ophthalmologist-in-Chief  at  Hermann  Hospital, 
Houston;  Member  of  Executive  Board  of  Harris 
County  Medical  Society;  Member  of  Public  Re- 
lations Committee  of  Texas  Medical  Association. 


Marcy  L.  Sussman,  M.D. 

Marcy  L.  Sussman,  M.D. 


Thomas  L.  Royce,  M.D. 


M.D.,  Cornell  University,  New  York;  Former 
Radiologist,  Mount  Siani  Hospital,  New  York 
City;  Former  Clinical  Professor  of  Radiology, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York,  N.  Y.;  Clinical  Professor 
of  Radiology,  University  of  Southern  California. 

Radiologist:  Southside  District  Hospital,  Mesa; 
St.  Luke’s  Hospital,  Phoenix;  Area  Consultant  in 
Radiology,  Veteran’s  Administration. 

Ashton  R.  Taylor,  M.D. 

Birthdate:  October  4,  1919.  Birthplace:  Chi- 
cago, Illinois. 

Degrees:  B.S.,  Northwestern  University,  1942; 
B.M.,  Northwestern  University,  1944;  M.D., 
Northwestern  University,  1945;  M.S.  in  Medi- 
cine, University  of  Minnesota,  1950. 

Positions:  Consultant  in  Medicine,  Mayo 

Clinic,  Rochester,  Minnesota,  June  1950  to  Janu- 
ary 1952;  Active  staff,  St.  Joseph’s  Hospital, 
Phoenix,  January  1952  to  present;  Associate  staff. 
Good  Samaritan  Hospital  and  Memorial  Hos- 
pital, Phoenix,  January  1952  to  present;  Courtesy 
staff,  St.  Luke’s  Hospital  and  John  C.  Lincoln, 
Phoenix,  January  1956  to  present. 
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Ashton  B.  Taylor,  M.D. 


Certification:  American  Board  of  Internal 

Medicine,  1951;  American  Board  of  Gastro- 
Enterology,  1953. 

Societies:  AOA,  Sigma  Xi,  American  College 
of  Physicians,  American  Diabetes  Association, 
American  Gastro-enterological  Association, 
American  Medical  Association,  Arizona  Medical 
Association,  Maricopa  County  Medical  Society, 
Arizona  Society  of  Internal  Medicine. 


Thomas  B.  Turner,  M.D. 


Thomas  Bourne  Turner,  M.D. 

Born  January  28,  1902  in  Prince  Frederick, 
Maryland.  Married  Anne  Parran  Somervell,  Oc- 
tober 22,  1927;  two  children. 

Education:  St.  John’s  College,  Annapolis,  B.S., 


1921;  University  of  Maryland  Medical  School, 
M.D.,  1925;  Intern,  Hospital  for  Women  of  Mary- 
land, 1925-26;  Resident  in  Medicine,  Mercy  Hos- 
pital, 1926-27;  Jacques  Loeb  Fellow  in  Medicine, 
Johns  Hopkins  Medical  School,  1927-28. 

Professional  and  Academic  Appointments:  In- 
structor in  Medicine,  Johns  Hopkins  Medical 
School,  1928-31;  Associate  in  Medicine,  Johns 
Hopkins  Medical  School,  1931-32;  Lecturer  in 
Public  Health  Administration,  Johns  Hopkins 
School  of  Hygiene  and  Public  Health,  1930-32; 
Staff  member.  International  Health  Division  of 
the  Rockefeller  Foundation,  1932;  Clinical  di- 
rector, Jamaica  Yaws  Commission,  1932-34;  as- 
signed to  laboratories  of  the  International  Health 
Division  at  the  Rockefeller  Institute,  1934-36; 
Lecturer  in  Medicine,  Johns  Hopkins  School  of 
Medicine,  1936;  Lecturer  in  Public  Health  Ad- 
ministration, Johns  Plopkins  School  of  Hygiene 
and  Public  Health,  1936;  Professor  of  Micro- 
biology, The  Johns  Hopkins  University,  1939- 
present.  Dean  of  the  Medical  Faculty,  Johns 
Hopkins  Medical  School,  1957-present. 

Membership  in  Societies,  etc.:  Association  of 
American  Physicians;  Fellow,  American  Public- 
Health  Association;  American  Social  Hygiene 
Association;  American  Society  for  Clinical  In- 
vestigation; Society  of  American  Bacteriologists; 
American  Venereal  Disease  Association  (past 
president);  Harvey  Society;  Medical  and  Chirur- 
gical  Faculty  of  Maryland;  American  Medical 
Association;  Editorial  Board,  American  Journal 
of  Hygiene;  Member,  Board  of  Visitors  and  Gov- 
ernors, St.  John’s  College;  Member,  National 
Advisory  Council  on  Health  Research  Facilities, 
National  Institutes  of  Health;  Consultant  to  The 
Surgeon  General,  U.  S.  Army;  Consultant  to  Balti- 
more City  Health  Department;  Vice  Chairman, 
Committee  on  Virus  Research  and  Epidemiology, 
National  Foundation  for  Infantile  Paralysis, 
1949-;  Chairman,  Fellowship  Comm.,  National 
Foundation  for  Infantile  Paralysis.  Active  duty, 
U.  S.  Army,  1942-46,  Lt.  Col.  through  Col.  — 
Awarded  Legion  of  Merit. 

Clarence  Loveridge  Robbins,  M.D. 

Home  Address:  4025  East  Burns  Street,  Tuc- 
son, Arizona.  Office  Address:  1608  N.  Norton 
Ave.,  Tucson,  Arizona. 

Born  August  22,  1903,  New  Haven,  Conn. 

B.A.,  Yale,  1925;  M.D.,  Yale,  1929;  Intern, 
Medical  and  Pathology,  New  Haven  Hospital, 
1929-1930;  Associate  Resident  Physician,  Desert 
Sanatorium,  Tucson,  Arizona,  1930-1931;  Associ- 
ate Resident,  Medicine,  University  of  California 
Hospital,  San  Francisco,  California,  1931-1932; 
Sex  Research  Fellow,  Yale  School  Med’cme,  1932- 
1934;  Instructor  Medicine,  Yale  School  Medicine, 
1934-1937;  Assistant  Clinical  Professor  Medicine, 
Yale  School  Medicine,  1937-1947;  Militarv  Serv- 
ice, Overseas  in  P.O.A.,  39th  General  Hospital, 
1942-1946,  Maior  to  Lt.  Col.;  Resumed  duties 
as  Assistant  Clinical  Professor  Medicine,  Yale 
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Hubertus  Strughold,  M.D. 


School  of  Medicine,  Assistant  Physician,  Yale 
University  Department  of  Health,  and  Assistant 
Attending  Physician,  New  Haven  Hospital,  1946- 
1947;  Moved  residence  to  Tucson,  Arizona,  and 
began  private  practice  in  partnership  with  Dr. 
Benson  Bloom,  January  1,  1947. 

Present  Hospital  Affiliations:  Active  Staff 

Member,  Tucson  Medical  Center  — Chief  of  Staff, 
1954  and  1955;  Active  Staff  Member,  Pima 
County  Hospital;  Courtesy  Staff  Member,  St. 
Mary’s  Hospital. 

Societies:  A.O.A.,  Sigma  Psi,  A.M.A.  and  Con- 
stituent State  & County  Societies  (Vice  President 
Pima  County  Medical  Society,  1958-1959),  Ameri- 
can Rheumatism  Association,  American  Heart  As- 
sociation (President  Arizona  Heart  Assn.,  1952), 
The  Endocrine  Society,  American  Diabetes  As- 
sociation. 

Hubertus  Strughold,  M.D. 

Dr.  Strughold  was  born  June  15,  1898,  in  West- 
tuennen,  Westfalia,  Germany.  He  studied  medi- 
cine and  natural  sciences  at  the  Universities 
of  Muenster,  Goettingen,  Munich  and  Wuerz- 
burg. He  received  his  Ph.D  degree  from  the 
University  of  Muenster  in  1922  and  his  M.D. 
degree  from  the  University  of  Wuerzburg  in 
1923. 

Dr.  Strughold  was  research  assistant  to  Pro- 
fessor Max  von  Frey  at  the  Physiological  Insti- 
tute in  Wuersburg  until  1927.  Specializing  early 
in  aviation  medicine,  he  gave  the  first  lectures 
in  this  field  in  the  summer  semester,  1927,  at 
Wuerzburg.  In  1928-29  he  visited  the  United 
States  as  a Fellow  of  the  Rockefeller  Founda- 
tion to  perform  research  at  Western  Reserve 
University  in  Cleveland  under  Professor  Carl 
Wiggers,  and  at  the  University  of  Chicago  un- 


der Professor  A.  Carlson.  In  1929  Dr.  Strug- 
hold was  again  research  assistant  and  lecturer 
in  physiology  and  aviation  medicine  at  the  Uni- 
versity of  Wuerzburg,  until  1935  when  he  be- 
came director  of  the  Aeromedical  Research  Insti- 
tute in  Berlin  and  associate  professor  of  phy- 
siology at  the  University  of  Berlin.  After  the 
war  he  was  appointed  director  of  the  Phy- 
siological Institute  of  the  University  of  Heidel- 
berg in  1946.  In  1947  he  joined  the  staff  of  the 
School  of  Aviation  Medicine  of  the  United 
States  Air  Force.  In  1949  Dr.  Strughold  was  ap- 
pointed chief  of  the  newly  founded  Department 
of  Space  Medicine  at  the  School.  In  1951  he  re- 
ceived the  academic  title  of  Professor  of  Avia- 
tion Medicine  from  the  Air  University. 

On  20  July  1956  Dr.  Strughold  became  a 
citizen  of  the  United  States. 

He  is  a member  of  medical  and  scientific  or- 
ganizations, both  national  and  internation,  as 
follows:  German  Physiological  Society;  Amer- 
ican Physiological  Society;  Kaiserlich-Leopold- 
inische  Carolinisehe  Deutsche  Akademie  der 
Naturwissensehaften,  Germany;  Akademia  der 
Wissenschaften  of  the  University  of  Heidelberg; 
a charter  member  of  the  Space  Medicine  Asso- 
ciation; an  honorary  member  of  the  Aeromedical 
Association;  member  of  the  American  Rocket 
Society;  German  Geselleschaft  fur  Weltraum- 
forschung;  the  International  Astronautical  Fed- 
eration; the  International  Mars  Committee;  the 
American  Rocket  Society  Space  Flight  Tech- 
nical Committee,  and  is  a life  member  of  the 
Sociedade  Interplanetaria  Brasileria  as  a space 
physician  and  biologist. 

In  1945  Dr.  Strughold,  in  the  German  Air 
Force  Medical  Corps,  was  promoted  to  colonel 
and  received  the  German  War  Merit  Cross,  Class 
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2 and  1.  He  also  received  the  Medal  Royal  St. 
Sava  Order  IV  Class,  and  the  Order  of  the 
Jugoslavian  Crown  from  the  Government  of 
Jugoslavia  (1937),  the  Order  of  King  Vasa  from 
the  Government  of  Sweden  ( 1924),  and  the  Mid- 
dle Cross  of  the  Holy  Hungarian  Crown  from 
the  Government  of  Hungary  in  1943.  For  his 
pioneer  research  in  space  medicine,  Dr.  Strug- 
hold was  awarded  the  Herman  Oberth  Medal  of 
the  German  Rocket  Society  at  the  annual  meet- 
ing of  the  International  Astronautical  Association 
Congress,  at  Innsbruck,  Austria,  in  August,  1954. 
In  February,  1958,  at  the  Jet  Age  Conference  of 
the  Air  Force  Association  in  Washington,  D.  C., 
Dr.  Strughold  received  the  Exceptional  Civilian 
Service  Award  from  Secretary  of  the  Air  Force 
James  H.  Douglas,  Jr.,  for  pioneer  research  in 
space  medicine  from  1948  to  1958.  In  March, 
1958,  the  doctor  was  presented  with  the  Theo- 
dore C.  Lyster  Award  of  the  Aero  Medical  As- 
sociation, for  his  work  in  space  medicine  and 
allied  fields,  and  that  same  month  the  Air  Uni- 
versity Command  named  Dr.  Strughold  the  first 


THE  SECOND  INTERNATIONAL 
SYMPOSIUM  ON  MYASTHENIA 
GRAVIS 

Held  Under  the  Joint  Auspices  of 
THE  MYASTHENIA  GRAVIS 
FOUNDATION,  INC., 

155  East  23rd  St., 

New  York  10,  N.  Y. 


THE  NATIONAL  INSTITUTE  OF 
NEUROLOGICAL  DISEASES  AND 
BLINDNESS 

Bethesda  14,  Md. 

April  18  and  19,  1959 
Los  Angeles,  Calif. 

THE  STATLER-H1LTON  HOTEL 

T HIS  conference  will  afford  the  57  speakers 
from  all  of  Western  Europe,  Canada,  Soviet 
Russia  and  the  United  States  an  opportunity 
to  present  their  current  work,  discuss  mutual 
problems,  and  enlist  suggestions,  thereby  pre- 
venting duplication  of  efforts. 

This  entire  symposium  will  be  printed  as  a 
monograph  by  Charles  C.  Thomas,  publisher, 
Springfield,  Ilk,  and  will  be  available  to  the 
medical  profession  early  in  1960. 

PHYSICIANS  AND  STUDENTS  WELCOME 
THERE  WILL  BE  NO  REGISTRATION  FEE 


Professor  of  Space  Medicine.  On  January  27, 
1959,  Dr.  Strughold  was  awarded  the  1958  Dr. 
John  J.  Jeffries  Award  for  his  contributions  in 
space  and  aviation  medicine  research. 

Dr.  Strughold  is  author  of  the  book,  The 
Green  and  Red  Planet;  A Physiological  Study 
of  the  Possibility  of  Life  on  Mars,  and  130  pro- 
fessional papers  on  physiology,  aviation  medi- 
cine and  space  medicine.  He  is  co-author  of  a 
textbook,  Principles  of  Aviation  Medicine,  and 
an  atlas  on  aviation  medicine. 

For  the  past  several  years  Dr.  Strughold  has 
been  guest  speaker  at  over  100  meetings  of  vari- 
ous organizations  both  military  and  civilian,  such 
as  the  American  Rocket  Society,  the  Massachu- 
setts Institute  of  Technology,  the  Detroit  En- 
gineering Society,  Air  War  College,  Air  Com- 
mand and  Staff  College,  symposiums  on  human 
factors  involved  in  space  operations  among  air- 
craft, rocket  and  satellite  industries,  local  and 
national  medical  societies,  and  local  and  na- 
tional educational  societies.  Dr.  Strughold  has 
also  participated  in  TV  educational  films. 

NEW  MEXICO  MEDICAL  SOCIETY 

T 

1 HE  77th  annual  meeting  of  the  New  Mexico 
Medical  Society  will  be  held  in  Las  Cruces, 
N.  M.,  May  5-7,  1959. 

The  theme  of  the  meeting  is  Space  Medicine 
with  the  Holloman  Air  Development  Center  in 
charge  of  the  program. 


( Continued  on  Page  348 ) 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  © 


KYNEX 

Sulfamothoxypyrldazine  Loderle 

0.6  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  n Division  ot 
AMERICAN  CYANAMID  COMPANY,  Poarl  Rivor,  Now  York  ' 
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have  seen. 

There  is  one  very  important  must  — you  must 
register  by  mail,  in  order  for  you  to  be  cleared. 
Further,  you  must  ride  in  buses  provided  by 
the  air  force  with  a guard.  It  is  necessary  for 
this  office  to  supply  the  air  base  with  a typed 
list  of  pre-registrants  by  April  15,  1959. 

For  the  clinical  program,  May  6-7,  you  may 
register  now  or  at  any  time  during  the  meeting. 

JAMES  C.  SEDGWICK,  M.D., 
President 


CALENDAR  OF  NATIONAL 
MEETINGS 

Date 

Meeting 

Place 

April 

9-12 

American  Association  for  Cancer  Research 

Haddon  Hall,  Atlantic  City,  N.J. 

15 

ACS  Research  Committee 

New  York  City 

19 

American  Society  of  Internal  Medicine 

Conrad  Hilton  Hotel,  Chicago,  111. 

20-23 

American  Urological  Association 

Chalfonte-Haddon  Hall,  Atlantic  City,  N.J. 

20-24 

American  College  of  Physicians 

Conrad  Hilton  Hotel 

21-23 

American  Ass’n.  for  Thoracic  Surgery 

Statler  Hotel,  Los  Angeles,  Calif. 

May 

6-8 

American  Pediatric  Society 

The  Inn,  Ruck  Hall  Falls,  Pa. 

24-29 

National  Conference  on  Social  Welfare 

San  Francisco,  Calif. 

25-27 

American  Gynecological  Society 

The  Homestead,  Hot  Springs,  Va. 

June 

3-7 

American  College  of  Chest  Physicians 

Atlantic  City,  N.  J. 

4-5 

American  Geriatrics  Society 

Hotel  Traymore,  Atlantic  City,  N.  J. 

4-6 

The  Endocrine  Society 

Chalfonte-Haddon,  Atlantic  City,  N.  J. 

4-7 

American  Medical  Women’s  Ass’n. 

Sheraton  Ritz  Carlton,  Atlantic  City,  N.  J. 

8-12 

American  Medical  Association 

Traymore  Hotel,  Atlantic  City,  N.  J. 

J^y 

4-9 

American  Society  of  X-ray  Technicians 

Shirley  Savoy  Hotel,  Denver,  Colo. 

22-23 

Rocky  Mountain  Cancer  Conference 

Brown  Palace  Hotel,  Denver,  Colo. 

23-30 

International  Congress  of  Radiology 

Munich,  Germany 

August 

10-13 

National  Medical  Association 

Detroit,  Mich. 

30  - Sept.  4 

World  Conference  on  Medical  Education  Palmer  House,  Chicago,  111. 

September 

6-12 

College  of  American  Pathologists 

Chicago,  111. 

7-12 

World  Medical  Association 

Montreal,  Canada 

11-12 

International  Cong,  on  Air  Pollution 

New  York  City 

28  - Oct.  2 

American  Coll,  of  Surgeons  Clinical  Cong. 

Chicago,  111. 

The  air  base  has  selected  eight  of  their  top 
flight  people,  who  have  devoted  their  talents 
to  space  medicine,  to  present  the  program  to 
you.  This  will  be  unlike  any  meeting  you  have 
attended. 

On  the  first  day  of  the  meeting,  May  5,  the 
air  force  will  transport  all  who  have  a conven- 
tion badge,  including  wives  and  children,  to 
the  Holloman  Air  Development  Center,  for  a 
day-long  inspection  of  research  laboratories,  sled 
runs,  and  rocket  firing.  This  will  be  a tour  few 


October 

2-3 

19-23 


American  Medical  Writers’  Assn. 
American  Public  Health  Ass’n. 


St.  Louis,  Mo. 

Conv.  Hall,  Atlantic  City,  N.  J. 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — Bb  B6,  B12. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. 


new 


nsrcREivEiisr 

WITH  IRON  £ 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (6  cc.)  contains: 

1-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  6m. 


LEDERLE  LABORATORIES,  a Division  of  A M ER I C A N CYANAMID  COMPANY,  Pearl  River,  New  York  rfiderle 
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PRONOUNCED  Tj 


* designed  for 


superior  control  of 


common  Gram-positive 


mil 


infections 

"H  ! 1"  1 it  i i 1 1 1- f 


(triace  tyloleandomycin) 


Capsules  / Oral  Suspension 

nxoxiij.  .1  j.iax£u.i 


iil|iii||iiiliiiihiiilii 


ALL  INFECTIONS 


Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 


Otitis  media 
Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


558 


258 

65 

90 

44 

31 

28 


448 


208 


58 


29 


Skin  and  soft  tissue  infections 

Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 


33 

43 

51 

28 

19 

17 


Genitourinary  infections 

Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


Conditions  treated 


No.  of 
Patients 


Cured 


Improved 


Failure 


95%  effective  in  published  cases1 8 


in  the 
patient: 
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. . ' • . 93.4% 


100.0% 


Antibiotic  A 2-10  units  ■ Tao  2-15  meg. 

I Antibiotic  B 5-30  meg.  [ \ Antibiotic  D 2-15  meg. 

0 Antibiotic  C 5-30  meg.  Antibiotic  E 5-30  meg. 

Percentage  of  organisms  inhibited  by  the  range  of 
concentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed  - stable  in  gastric  acid/  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity  — freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless”*  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules  — 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension  — 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R„  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H„ 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y„ 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms  - 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children -flavorful,  easy  to  administer. 

Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers- 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

Tao-AC  (Tao  analgesic,  antlhlstaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 
Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


y/,/'  ■ '"/'(■///'/, 


CERTAINTY 
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ajter  millions  of  'prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours — and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 

Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 

Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response. 

provides  convenient  dosage  forms 

Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  Qj&trott 

if  you’re  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  0 12  4 6 


And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate 

Abbott)  and  ERYTHROCIN  LACTOBIONATE. 

®Filmlab— Film-sealed,  tablets,  Abbott;  pat.  applied  for. 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpme  8-4888 


MEDICAL  DIRECTOR 
DUKE  R. GASKINS, M.  D. 


Re:  Fees 


Dear  Doctor: 

Here  at  HBA  we  make  no  attempt  at  setting  the  fee 
which  should  be  charged  by  the  surgeon  for  any  particular 
operation.  Needless  to  say,  we  do  not  wish  to  disturb  the 
physician-patient  relationship. 

Occasionally  a little  confusion  arises  due  to  the  fact 
that  HBA  always  sends  the  check  direct  to  the  hospital  or 
surgeon  unless  the  patient  shows  the  bill  has  been  paid. 
This  has  been  done  at  the  request  of  doctors  and  hospitals 
and  is  for  their  protection. 

The  fee  paid  for  surgical  operations  is  according  to  a 
schedule  and  in  relation  with  the  premium  paid  by  your 
patient  and  our  policyholder. 

Two  sets  of  surgical  fees  are  offered.  The  Preferred 
Plan  pays  50%  greater  fees  than  the  Standard  Plan.  New 
policyholders  that  have  enrolled  during  the  past  year  are 
only  offered  the  Preferred  Plan. 

THE  H.B.A.  LIFE  INSURANCE  COMPANY 

Very  truly  yours. 


Duke  R.  Gaskins,  M.D. 


DRG:rr 


P.S.  Incidentally,  the  Preferred  Surgical  Plan  also  provides 
payment  of  $5.00  a day  for  in-hospital  doctor  calls 
when  surgery  is  not  needed. 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


in  very  special  cases 
a very  superior  brandy.., 
specify 

★ ★ ★ 

HEHNESST 

COGNAC  BRANDY 


84-  Proof  Schieffetin  & Co.,  New  York 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S.  DANIEL  R.  NENAD,  D.S.C. 

40  E.  Thomas  Rd. 

205  E.  Camelback  Road 

CR  9-4161 

AM  5-7510 

Samuel  Mason,  Pod 

D.  Howard  B.  Seyfert,  Jr.,  D.S.C. 

144  N.  1st 

753  E.  McDowell  Rd. 

AL  2-4646 

AL  4-4414 

Irwin  D.  Shapiro,  Pod.  D. 

40  East  Thomas  Road 

CR  9-4161 

TUCSON 

Felton  O.  Gamble,  D.S.C. 

1888  N.  Country  Club  Rd. 

Phone  EA  6-3212 

Harold  E.  Mitton,  D.S.C.  Martin  Snyder,  D.S.C. 

31  8 E.  Congress  St. 

2629  E.  Broadway 

Phone  MA  3-9151 

Phone  EA  5-6333 

PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix-  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


FRANK  DANIELS  MANN,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  8.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix.  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D. 

(Diplomate  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  MA  3-2531 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

r 9 

CENTRAL 

MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

• 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplorrjate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Pn^e&Aional  OC-^aif  and  Clinical  Xahratcri/ 


507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 


AND 

ftedicat  Center  and  Clinical  Xabcratcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


9 Q.  dZec  poster, <yli.  <2).,  director  art  in  jd.  JZ  ist,  1.  2).,  fogisi 

C^jeorgre  C^jcntncr,  c /Pl.'X).,  °lQaJiolocj[ist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


*76e  ‘DcaaaadUc 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D.,  Seymour  B.  Silverman,  M D.  George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  9 F.A.C.R.  e Diplomate,  American  9 Diplomate,  American  9 Diplomate,  American 

Board  of  Pathology  Diplomate,  American  Board  of  Pathology  Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 


CLINIC  DIRECTORY 


Department  of  Cardio-Respiratory 
Diseases 

St.  Luke's  Hospital 
1820  East  Polk 
Phoenix,  Arizona 

Facilities  available  for  special  cardiac  studies  such 
as  cardiac  catheterization  and  angiocardiography 
as  well  as  pulmonary  function  studies. 

Patients  accepted  for  diagnostic  procedures  only. 
Physician  referral  required. 

Full-Time  Medical  Director  — Hugh  B.  Hull,  M.D. 
Telephone  Cardiac  Clinic  Secretary 
AL  8-801 1 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

XSISZZiS&iTSi 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

clinIcT "directory 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  AA.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 
Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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reliable  prescription  service 

aasEmaiM 

3359  WEST  VAN  BUREN 
AP  8-9261  PHOENIX.  ARIZ. 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 


n *5c ottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
Scottsdale,  Arizona 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  — Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


■ •. 
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Sanatorium  # 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• Excellent  Food 

• Television 

® State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

doctorTdirectory' 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  - MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

nlTrsesmdTr^ 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


DISTRICT  NO.  1 


ARIZONA  STATE  NURSES  ASS  N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  ■ PHOENIX,  ARIZONA 
CRestwood  7-7431 

OTTO  L.  BENDHEIM,  M . D . , F.  A . P.  A . , M e d i c a I Director 
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EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


OTTO  L.  BENDHEIM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-351  1 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THiS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D. 

PSYCHIATRY 

ROBERT  (C.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D. 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 

5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 


Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

pediatrIc^u^ 

DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 
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SURGERY 

EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

IdELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MEUCK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


OBSTETRICS  AND  GYNECOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 

UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 

R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 

DOUGLAS  D.  GAIN,  M.D. 

JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 

2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

PROCTOLOGY 

Plastic  and  Reconstructive  Surgery 
CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 

PHOENIX,  ARIZONA  Phone  ALpine  3-4317 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
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’Deaner’  must  not  be  confused  with  tran- 
quilizing  or  sedative  drugs  which  may 
aggravate  depression.  On  the  contrary, 
'Deaner’  is  often  used  to  counteract  drug- 
induced  depression. 

'Deaner’  is  valuable  as  an  emotional 
normalizer  in  many  situations  other  than 
depression,  such  as  behavior  problems 
with  agitation.  Nor  should  'Deaner’  be 
considered  an  ordinary  stimulant.  Its 
gentle  action  differs  from  that  of  other 
stimulants  in  that  it  leads  to  increased 
useful  energy  and  alertness  without  the 
undesirable  side  effects  of  the  ampheta- 
mine-like drugs. 

Literature  and  bibliography  available  upon  request. 


Deaner  a totally  new  molecule,  offers  a new 
type  of  alleviation  in  depression,  fatigue  states 
and  many  other  emotional  disturbances. 
Its  physiologic  effectiveness  as  a safe  central 
nervous  system  stimulant  is  attributed  to  its 
activity  as  a probable  precursor  to  acetyl- 
choline. 

Deaner  leads  to  better  ability  to  concentrate, 
increased  daytime  energy,  sounder  sleep 
(with  less  sleep  needed),  and  a more  affable 
mood. 

Deaner  acts  gently,  gradually,  and  its  effects 
are  prolonged . . . without  causing  hyperirrita- 
bility . . . without  loss  of  appetite . . . without 
elevating  blood  pressure  or  heart  i*ate... 
without  sudden  letdown  on  discontinuance. 

Deaner  is  valuable  in  the  treatment  of  chil- 
dren, especially  those  whose  performance  is 
impaired  by  behavior  problems,  whose 
attention  span  is  too  short,  and  who  are 
emotionally  unstable,  unpredictable,  and 
unadaptable. 

Dosage: Initially,  1 tablet  (25  mg.)  in  the  morning. 
Maintenance  dose,  1 to  3 tablets;  for  children, 
to  3 tablets.  Three  to  four  weeks  of  therapy 
may  be  required  for  maximum  benefit. 
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patients  will  often  benefit  from  the  antidepressant,  mood-lifting 
effect  of 
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brand  of  dextro  amphetamine  plus  amobarbital 
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will  often  benefit  from  the  gentle  stimulating  effect  of 
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brand  of  dextro  amphetamine 
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hours,  according  to  severity  of  infec- 
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pediatric  use. 
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PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THER 

“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that 
seizures  can  be  adequately  controlled  by  the  use  of  anticonvulsant  medical 

REQUISITE  FOR  THERA 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSA 
effective  anticonvulsants  for  most  clinical  m 


bibliography:  (1)  Carter,  S.  M.:  M.  Clin.  North  America:  315  (March)  1953.  (2)  Chao,  D.  H.:  Ibid.,  p.  465.  (3 
man,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics,  ed.  2,  New  York,  MacMillan  Compam 
p.  187.  (4)  Davidson,  D.  T.,  Jr.,  in  Conn,  II.  E:  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Cc 
1958,  p.  568.  (5)  Zimmerman,  F.  T.:  New  York  J.  Med.  55:2338,  1955.  (6)  French,  E.  G.;  Rey-Bellet.  J..  & 
W.  G.:  New  England  ].  Med.  258:892  (May  1)  1958. 


CONTROL  OF  GRAND  MAL 
PSYCHOMOTOR  SEIZURES 

LANTI  N@  KAPSEALS® 


DLANTIN  Sodium  is  the  most  useful  nonsed- 
anticonvulsant.”2 

icident  with  the  decrease  in  seizures  there 
:;s  improvement  in  intellectual  performance, 
ary  effects  of  the  drug  on  personality,  mem- 
mood,  cooperativeness,  emotional  stability, 
lability  to  discipline  . . . are  also  observed, 
times  independently  of  seizure  control.”3 
drug  of  choice  for  control  of  grand  mal  and 
sychomotor  seizures,  DILANTIN  Sodium  (di- 
[lylhydantoin  sodium,  Parke-Davis)  is  supplied 

R forms  including  Kapseals  of  0.03  Gm.  and 
in.,  in  bottles  of  100  and  1,000. 


ELANTIN' 


KAPSEALS 


en  it  has  been  demonstrated  that  the  cona- 
tion of  Dilantin  and  phenobarbital  is  helpful 
patient  and  that  these  drugs  are  well  tolerated, 
jsc  of  a combination  capsule,  PIIELANTIN,  is 
[t  a great  morale  builder  because  it  enables 
ihysician  to  reduce  the  total  number  of  pills 
ipsules  the  patient  is  required  to  take.  It  is  a 
(per  form  of  prescription  and  it  also  prevents 
patient  from  manipulating  the  dosage  of  his 
;s.”4 

iLANTIN  Kapseals  (Dilantin  100  mg.,  phenobarbital 
g.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
)0. 


FOR  THE  PETIT  MAL  TRIAO  ^f^^ 

Ml  LON  TIN  KAPSEALS  • SUSPENSIO 

After  five  years  of  study,  using  MILONTIN  in  a 
series  of  200  patients  with  petit  mal  epilepsy,  one 
investigator  reports:  “Results  confirm  our  previ- 
ously published  data  on  a smaller  number  of  cases 
and  show  that  MILONTIN  is  an  effective  agent  for 
the  treatment  of  petit  mal  epilepsy  . . . relatively 
free  from  untoward  side  effects.”5 
MILONTIN  Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-ounce  bottles. 

CELONTINkapseals 

In  a recent  study,  76  patients  were  treated  with 
CELONT1N  for  periods  up  to  two  years.  Included 
in  this  group  were  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forty  per  cent  had  marked  benefit  with 
CELONTIN  (less  than  half  their  previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 


seizures. 
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CELONTIN  Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 
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flavor-timed 
dual-action 
coronary  vasodilator 


SUBUNGUAL-ORAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

-0.4  mg.  (1/150  grain) -acts  quickly 

Citrus  "flavor-timer" 

— signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

— 15  mg.  (1/4  grain)- prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 

(V2  hour  before  meals  and  at  bedtime). 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 


lASORATORIiS 
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DEXAMETHASONE 


treats  more  patients  more  effectively 

a new  order  of  magnitude  in  corticosteroid  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 

A dramatic  pattern  of  good  to  excellent  improvement  is  reported  with 
DECADRON  in  90  percent  of  153  patients t with  acute,  chronic  and 
erpphysematous  bronchial  asthma. 

tArtalysis  of  Clinical  Reports. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 
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Roy  O.  Young,  M.D Northwestern  District 

110  W.  Birch  Ave.,  Flagstaff,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 

COUNCILOR  AT  LARGE 

C.  C.  Craig,  M.D Past  President 

1313  N.  Second  Street,  Phoenix,  Arizona 
Robert  Carpenter  Executive  Secretary,  Arizona  Medical  Assn.,  Inc. 

COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1959 

APACHE:  Giles  G.  Merkel,  M.D.,  President,  McNary  Hospital, 
McNary;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  McNary 
Hospital,  McNary. 

COCHISE:  Fred  L.  Goff,  M.D.,  President,  520  - lltb  St., 
Douglas;  George  A.  Spikes,  M.D.,  Secretary,  720  - 11th  St., 
Douglas. 

COCONINO:  Kent  O.  Hanson,  M.D.,  President,  5 N.  Leroux, 
Flagstaff;  John  F.  Kahle,  M.D.,  Secretary,  110  N.  Beaver 
St.,  Flagstaff. 

GILA:  William  E.  Bishop,  M.D.,  President,  230  S.  Broad  St., 
Globe;  Ellis  L.  Pollock,  M.D.,  Secretary,  Miami  Inspiration 
Hospital.  Miami. 

GRAHAM:  Thomas  W.  Jensen,  M.D.,  President,  626  Sixth  Ave., 
Safford;  Theodore  O.  Alexander,  M.D.,  Secretary,  502  Third 
Ave.,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1386, 

Clifton;  T.  L.  Lothman,  M.D.,  Secretary,  Box  85,  Morenci. 
MARICOPA:  Clyde  J.  Barker  Jr.,  M.D.,  President,  710  Profes- 
sional Bldg.,  Phoenix;  Morris  E.  Stern,  M.D.,  Secretary, 
1313  N.  2nd  St.,  Phoenix. 

(Society  Office:  2025  North  Central  Ave.,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  Walter  D.  Bigford,  M.D.,  Secretary,  Masonic  Build- 
ing, Kingman. 

NAVAJO:  Myron  G.  Wright,  M.D.,  President,  122  W.  3rd  St., 
Winslow;  Leo  L.  Lewis,  M.D.,  Secretary,  101  S.  William- 
son, Winslow. 

PIMA:  Frederick  S.  Lesemann,  M.D.,  President,  1627  N.  Tucson 
Blvd.,  Tucson;  Delmer  J.  Heim,  M.D.,  Secretary,  116  N. 
Tucson  Blvd.,  Tucson. 

(Society  Office:  57  E.  Jackson  Street,  Tucson) 

PINAL:  Howard  W.  Finke,  M.D.,  President,  Magma  Hospital, 
Superior;  Thomas  E.  McCormick,  M.D.,  Secretary,  321  W. 
Central  Ave.,  Coolidge. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Build- 
ing, Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building.  Nogales. 

YAVAPAI:  Ernest  D.  Geever,  M.D.,  President,  533  W.  Gurley 
St.,  Prescott;  C.  E.  Yount  Jr.,  M.D.,  Secretary,  105  N.  Cortez 
St.,  Prescott. 

YUMA:  Paul  J.  Slosser,  M.D.,  President,  450  W.  23rd  St.,  Yuma; 
William  J.  Nelson,  Jr.,  M.D.,  Secretary,  450  W.  23rd  St., 
Yuma. 

STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  John  R.  Schwartzman,  M.D.,  Chair- 
man (Tucson);  John  F.  Currin,  M.D.  (Flagstaff);  Orin  J. 


Farness,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D.  (Phoenix); 
Joseph  M.  Kinkade,  M.D.  (Tucson);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 
C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Paul  H.  Case,  M.D.  (Phoenix);  Max  Costin, 
M.D.  (Tucson);  Walter  T.  Hileman,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Herbert  C.  Kling,  M.D.  (Yuma); 
Deward  G.  Moody,  M.D.  (Nogales);  Roy  O.  Young,  M.D. 
(Flagstaff). 

SPECIAL  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert 
Brewer,  M.D.  (Phoenix);  Robert  E.  Hastings,  M.D.  (Tucson); 
Walter  T.  Hileman,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D. 
Phoenix);  Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Historian  (Phoenix);  Louis  G.  Jekel,  M.D.  (Phoenix); 
Darwin  W.  Neubauer,  M.D.  (Tucson);  Howell  S.  Randolph, 
M.D.  (Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Philip  G.  Derickson, 
M.D.  (Tucson);  Francis  M.  Findtay,  M.D.  (San  Manuel); 
Frederick  W.  Knight,  M.D.  (Safford);  Kenneth  G.  Rew, 
M.D.  (Phoenix);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Walter  Brazie,  M.D.  (Kingman);  Charles  T.  Collopy, 
M.D.  (Miami);  Charles  B Daniell,  M.D.  (Morenci);  Arnold 
H.  Dysterheft,  M.D.  (McNary);  Orin  J.  Farness,  M.D.  (Tuc- 
son); C.  Herbert  Fredell,  M.D.  (Flagstaff);  Carl  H.  Gans, 
M.D.  (Morenci);  Ray  P.  Inscore,  M.D.  (Prescott);  Millard 
Jeffrey,  M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford); 
W.  Shaw  McDaniel,  M.D.  (Phoenix);  Deward  G.  Moody, 
M.D.  (Nogales);  Donald  E.  Nelson,  M.D.  (Safford);  Wallace 

A.  Reed,  M.D.  (Phoenix);  Alexander  N.  Shoun,  M.D.  (San 
Manuel);  Paul  L.  Singer,  M.D.  (Phoenix);  Lavern  D.  Sprague, 
M.D.  (Tucson);  Arthur  C.  Stevenson,  M.D.  (Phoenix);  George 
C.  Truman,  M.D.  (Mesa);  Matthew  L.  Wong,  M.D.  (Yuma); 
MacDonald  Wood,  M.D.  (Phoenix);  Myron  G.  Wright,  M.D. 
(Winslow);  Paul  V.  Yingling,  M.D.  (Lowell). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Born,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Frank  W.  Edel,  M.D., 
Chairman  (Phoenix);  Ian  M.  Chesser,  M.D.  (Tucson);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D., 

Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W.  Knight,  M.D.  (Safford);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Dermont  W.  Melick, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
Lindsay  E.  Beaton,  M.D.  (Tucson);  Hayes  W.  Caldwell, 
M.D.  (Phoenix);  Charles  H.  Karr,  M.D.  (Safford);  Donald 
E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer,  M.D. 
(Tucson);  E.  Henry  Running,  M.D.  (Phoenix);  Roland  F. 
Schoen,  M.D.  (Casa  Grande);  Robert  A.  Stratton,  M.D. 
(Yuma). 

SPECIAL  COMMITTEES  - 1958-59 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix);  Bertram  L.  Snyder,  M.D.  (Phoenix). 
ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl.  M.D.,  Chair- 
man (Tucson);  Preston  T.  Brown,  M.D.  (Phoenix);  James 
T.  O’Neil,  M.D.  (Casa  Grande);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Harold  J.  Rowe,  M.D.  (Tucson);  E.  Henry  Running, 
M.D.  (Phoenix). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Born,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D.  (Pres- 
cott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chair- 
man (Tucson);  Zeph  B.  Campbell,  M.D.  (Phoenix);  Paul  J. 
Slosser,  M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Clarence  E. 

Yount,  Jr.,  M.D.,  Chairman  (Prescott);  Dermont  W.  Melick. 
M.D.  (Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
Leslie  B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

CIVIL  DEFENSE  COMMITTEE:  R.dand  W.  Hussong,  M.D., 
Chairman  (Phoenix);  Richard  O.  Flynn,  M.D.  (Tempe);  John 
W.  Kennedy,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Donald  E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Carl  A 

Holmes,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Beaton, 
M.D.  (Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D.  (Phoenix); 
Leslie  B.  Smith,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Bea- 
ton, M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Francis 
M.  Findlay,  M.D.  (San  Manuel);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); James  E.  O’Hare,  M.D.  (Tucson);  William  B.  Steen, 
M.D.  (Tucson);  Leo  L.  Tuveson.  M.D.  (Phoenix). 

Chairman  (Phoenix);  Delmer  J.  Heim,  M.D.  (Tucson);  Joseph 
INSURANCE  PLANNING  COMMITTEE:  Noel  G.  Smith,  M.D.. 
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S.  Lentz,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
Frank  A.  Shallenberger,  M.D.  (Tucson);  Reed  D.  Shupe, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
R.  Lee  Foster,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  Dermont  W.  Melick,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 

R.  Green,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  Reed  D.  Shupe,  M.D.  (Phoenix); 
John  F.  Stanley,  M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D. 
(Phoenix);  Hugh  C.  Thompson,  M.D.  (Tucson. 

MEDICARE  ADJUDICATION  COMMITTEE:  Paul  B.  Jarrett, 

M. D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Everett  W. 
Czerny,  M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix); 
Clarence  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price, 
M.D.  (Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix); 
Laddie  L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D. 
(Phoenix);  Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Frank  W.  Edel, 
M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoenix);  Walter 

T.  Hileman,  M.D.  (Tucson). 

MEDICOLEGAL  COMMITTEE:  Ian  M.  Chesser,  M.D.,  Chairman 
(Tucson);  John  R.  Green,  M.D.  (Phoenix);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Walter  T.  Hileman,  M.D.  (Tucson);  William 
B.  McGrath,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Bertram  L.  Snyder,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Eleanor  A.  Waskow,  M.D. 
(Phoenix). 

OSTEOPATHY  LIAISON  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Abe  I.  Podolsky,  M.D.  (Yuma);  Lorel  A.  Stapley,  M.D.  (Phoe- 
nix); Harry  E.  Thompson,  M.D.  (Tucson);  Marcus  W. 
Westervelt,  M.D.  (Tempe). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 

S.  Cobb,  M.D.,  Chairman  (Tucson);  Frederick  E.  Beckert, 
M.D.  (Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin 
S.  Withers,  M.D.  (Tucson). 

PROCUREMENT  AND  REASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (San  Manuel); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Schultz,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman  (Phoe- 
nix); Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Phoenix);  Donald  F.  DeMarse,  M.D.  (Holbrook);  John  A. 
Eisenbeiss,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D  (Phoenix); 
Henry  P.  Limbacher,  M.D.  (Tucson);  Charles  P.  Neumann, 
M.D.  (Tucson);  Alvin  L.  Swenson,  M.D.  (Phoenix);  Wood- 
son  C.  Young,  M.D.  (Phoenix). 

SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Jack 
H.  Demlow,  M.D.,  Chairman,  (Tucson);  Trevor  G.  Browne, 
M.D.  (Phoenix);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert  A. 
Stratton,  M.D.  (Yuma);  Marcus  W.  Westervelt,  M.D. 
(Tempe);  Roy  O.  Young,  M.D.  (Flagstaff). 

ADVISORY  COMMITTEE  TO  THE  WOMEN’S  AUXILIARY: 
Melvin  W.  Phillips,  M.D.,  Chairman  (Prescott);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Hiram  D.  Cochran,  M.D. 
(Tucson). 

Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-59 

President  Mrs.  Melvin  W.  Phillips 

829  Flora  Street,  Prescott 

President  Elect  Mrs.  Hiram  D.  Cochran 

35  Camino  Espanol,  Tucson 

1st  Vice  President  Mrs.  Robert  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916  - 6th  Ave.,  Yuma 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (1  .year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 
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Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 
STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense  Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clyrner 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today’s  Health  Mrs.  Frank  Shallenberger 

345  South  Eastbome,  Tucson 

Recruitment— Paramedical  Careers.  . Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southwortli 

1107  Copper  Basin  Road,  Prescott 

COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 

President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 

GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 

MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 

PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  George  W.  King 

3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Bun- 

3135  Via  Palos  Verdes,  Tucson 

YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blackler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 

Treasurer  Mrs.  Harry  T.  Southwortb 

1107  Copper  Basin  Road,  Prescott 

YUMA  COUNTY 

President  Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Vice  President  Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Secretary  Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 

Treasurer  Mrs.  Paul  J.  Slosser 
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701  8th  Avenue,  Yuma 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


S 


AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


m 


Miltown 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


THE  HEART  DISEASE  PATIENT 
NEEDS  RELIEF  FROM 
EMOTIONAL 
STRESS 


Anxiety  intensifies  the  physical  dis- 
order in  heart  disease.  “The  prognosis 
depends  largely  on  the  ability  of  the  phy- 
sician to  control  the  anxiety  factor,  as  well 
as  the  somatic  disease.’’ 

(Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology. 
Am.  J.  Cardiol.  1:395,  March  1958.) 

Miltown* 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar-coated 
tablets.  Also  available  as  Meprospan*  (200  mg. 
meprobamate  continuous  release  capsules).  In  com- 
bination with  a nitrate,  for  angina  pectoris: 
Miltrate*  (Miltown  200  mg.  -f-  petn  10  mg.). 


Tranquilization  with  Miltown  en- 
hances recovery  from  acute  cardiac  epi- 
sodes and  makes  patients  more  amenable 
to  necessary  limitations  of  activities. 

(Waldman,  S.  and  Pelner,  L.:  Management  of  anxiety 
associated  with  heart  disease.  Am.  Pract.  Sc  Digest  Treat. 
8:1075,  July  1957.) 


Miltown  causes  no  adverse  effects  on 
heart  rate,  blood  pressure,  respira- 
tion or  other  autonomic  functions. 


TRADE-  I 


CM  -8275 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Vol.  16,  No.  5 


Arizona  Medicine 


9A 


13 a I.  E3* 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  R 


POND 


•Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 
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prescribe 

ISOPHYLLIN 

for  continuous  control 
of  bronchospasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed — providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS,  IOWA 


No  more  late  billing... 


^°fRS0N.  MO 

kSCOTTI  Mo 
rgman 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  lace  billing  when  you  send  icemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  “Secretary"  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2£  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy- 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Suggemd  mail  price. 


The  I elms  THERMO-FAX  and  SECRETARX  He  trade- 
marksof  Minnesota  Mining  & Mfg.Co.,St.  Paul6,  Minn. 
General  Export:  99  Park  Avenue,  N ?h  York  16.  N.  Y. 
In  Canada:  P.  0 Box  757.  London,  Ont. 


HUGHES  CALIHAN 


COR POR AT  I O I 


w 


2608  N.  Central 


417  E.  3rd  St. 


Phoenix,  Arizona  Tucson,  Arizona 

CR  9-4166 MA  4-4?72 

Equipment  Is  At  Times 
No  Better  Than  The 
Follow-up  Service  Needed. 


WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 
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Each  antivert  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.1 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.-  3 

Advantage  of  “dual  therapy"  confirmed: 

Menger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
j tiginous  patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo.  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  3:313  (March)  1957. 
3.  Shuster,  H.  H.:  M.  Clin.  North  America  40.  1787 

(Nov.)  1956. 

Division,  Chas.  Pfizer  & Co..  Inc. 

New  Yorl;  17,  N.  Y. 

Science  for  the  world's  well-being 
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for  total 
management 

of  itching; 
inflamed, 
infected 
skin  lesions 


Dermatitis  repens  [with  staph 
and  monilia]  7 weeks  duration 


om 


antipruritic/anti-inflammatory/antibacterial/antifunga! 

Mycolog  Ointment  - containing  the  new  superior  topical  corticoid  Kenalog- re- 
duces inflammation,3'4  relieves  itching,1,2  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.5'7  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”5 
For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation1'4  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action7  - and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.8,9 

Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy  3:164  (Nov.)  1958.*  2.  Nix,  T.E.,  Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland  43:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.:  Monographs  on  Therapy _3 : 1 1 5 (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, ^153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 7 Vs  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream,  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment,  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Infectious  eczematoid  dermatitis 
of  ankle-5  years  duration 


*1* 


Cleared  in  20  days 


Squibb 

Squibb  Quality  — the  Priceless  Ingredient 


'SPECTROCIN'®, 
ANO  'KENALOG' 


'MYCO STATIN'®,  'PLASTIBASE'®,  'MYCOLOO' 
kRE  SQUIBS  TRADEMARKS 
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To  the  relief  of  musculoskeletal  pain, 

new  MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field .t  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions. including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
cj.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

*TRADEMARK  **  TRADE  MAR  K , REO.  U.S.  PAT.  OFF. — M ETHYL  PR  EON  I90LON  E , UPJOHN 
tRATIO  OF  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS  • m 

Up|oKn 

The  Upjohn  Company,  Kalamaroo,  Michigan  I 


scan 
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Patient  A.S.,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  (Tabs.  j t.i.d.  and  H.S. ); 

prompt  relief  of  symptoms.  Radiograph 

(21  days  later)  confirms  healing  of  minute  lesser 

curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Pathibamate 

Meprobamate  with  Patiiilon®  Tridihexethyl  Chloride*  i.f.iif.hle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 

Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  V2  -scored)  contains  Meprobamate,  400  mg.;  Patiiilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tablets  of  25  mg.,  plain  (pink)  or  with  phenobarbital , 15  mg.  (blue)  ; 

Parenteral  — 10  nig./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  rcsulls  of  certain  thyroid  function  tests. 


Lederle  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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From  basic  research— basic  progress 

A NEW  MEASURE  OF  ACTIVITY 


M EDEMA: 


■ shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

H each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 

u has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

indications:  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema  — nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage:  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  hydroDIURIL  once  or  twice  a day. 
supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

‘HYDRODIURIL  and  D I U R I L are  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  hydroDIURIL  is  available  to  the 
physician  on  request. 

bibliography:  1.  Esch,  A.  F.,  Wilson,  I.  M.  and  Freis,  E.  D.:  3,4-Dihydro- 
chlorothiazide: Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report;  M.  Ann.  District  of  Columbia  28:9, (Jan.) 

1959.  2.  Ford,  R.  V.:  The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  J. 52:40,  (Jan.)  1959. 3.  Fuchs, 

M.,  Bodi,  T.,  Irie,  S.  and  Moyer,  J.  H.:  Preliminary  Evaluation 
of  Hydrochlorothiazide  ('hydroDIURIL’);  M.  Rec.  & Ann. 

51 :872,  (Dec.)  1958.  4.  Moyer,  J.  H.,  Fuchs,  M.,  Irie,  S.  and 
Bodi,  T.:  Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide; Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 
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HYDRODIU R!L  (HYDROCHLOROTHIAZIDE) 

■highly-aclive  derivative  of  chlorothiazide 

■qualitatively  similar  to  DIURIL®  but  at  least  10  to  12  times  more  potent  by  weight 
■loss  of  potassium  is  clinically  insignificant  in  the  great  majority  of 
patients  on  normal  diets 


HYBBO 


IN  HYPERTENSION: 

■effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 

■ provides  background  therapy  to  improve  and 
simplify  the  management  of  all  grades  of 
hypertension 

■ has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 

m does  not  lower  blood  pressure  in  normotensives 

■ reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 

precautions:  It  is  important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  individual  patient  demand.  When 
HYDRODIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  HYDRODIURIL  to 
the  regimen. 

HYDRODIURIL  has  shown  no  adverse  effects  on  renal 
function;  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurials 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and,  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  insignificant  in  the  great 
majority  of  patients  on  normal  diets.  If  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHARP 

Division  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co.,  INC. 


& D 0 H M E 

Philadelphia  1,  Pa. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 


Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


P.  A.  F. 

( Fortified  Triple  Strength ) 

Improved  Douche  Powder 

G-ll®  (Hexachlorophene  USP),  deodorant 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt.  10  oz. 

Mfg.  by  G.  M.  CASE  LABORATORIES 
San  Diego  1 6,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 


POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 


"The  Jrtmklin 
Hospital 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


Vol  16,  No.  5 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 


NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  WORKING  ADULTS 

"especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery.”3 


IN  PEDIATRICS 

“atarax  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenab 
to  the  development  of  new 
patterns  of  behavior ...  ."2 

L.  . ~ - -- 


IN  GENERAL 

atarax  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice,"4 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenterai  Solution,  10 cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  0., 
et  a I J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1953. 

5.  Coirault,  M.,  et  al.:  Presse 
m£d.  84:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


- 


mm 


CORTISPORIN 


brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


L . 


Ointment:  Tubes  of  V%  oz.  and  A oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 


NEOSPORN 


brand  ANTIBIOTIC  OINTMENT 


to  be  found  topically. 


Ointment:  Tubes  of  XA  and  1 oz.  and  tubes  of  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper, 
sj  ru»  j Lotion  : Plastic  squeeze  bottles  of  20  cc. 

It  LVf  j Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  Yz  oz.,  1 oz.  and  Is  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuchahoe,  N.  Y. 


in  convenient  Repetab 
ast  before  his  jet  flight 
Airport  will  give  your 
ts  of  the  first  full  dose  almost  as 
pe  soars  up  and  out  over  the  Atlantic. 
He'll  enjoy  a single,  sustained  high  therapeutic  level 
for  up  to  12  hours  as  his  modern  plane  carries  him 
smoothly  over  the  5,009  miles.  And  he  can  relax  until 
he  settles  down  to  shi&h  kebab  at  Pandeli’s  12  hours 
later..  ..That  12-hcuu  flight  to  .Istanbul  is  just  over  the 
horizon . Modern,  dependable  Repetabs  are  here  now! 


You  can  prescribe 
these  Sehering  products 
in  Repetab  form 

CHLOR-TRIMETON®  REPETABS, 
8 and  12  mg. 

Cblorpi'ophenpvridamine  Maleate 

TRILAFON®  REPETABS,  8 mg. 

perphenazine 

POLARAMINE 3 REPETABS,  6 mg. 

clextro-chlorpheniraniine  maleate 

PRANTAL"  REPETABS,  100  mg. 

diphemanil  methylsulfate 

GYNETONE®  REPETABS, 

.02  and  .04  mg. 

combi n ed  1 1 • o ge  i i ■ ■ a n d v c > g e n 

DEMA2IN®  REPETABS,  4 mg. 

C-hlor-  Trimeton  plus  phenylephrine 


•symbol  of  the  one-dose  convenience  you  want  for  your  patient 

.Repetabs,®  Repeat  Action  Tablets. 

SC. Mil  XU  KG  COKPOitATIOK  BLOOMMiLD,  NEW  JERSEY 


'•r.r.v. 


t -111 


timed-release  action  for  a full  night's  sleep 

N£BRAUN  is  designed  to  duplicate  the  normal  sleep  pattern 
jj||  muscular  relaxation  and  induces  sustained, 

relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension” 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
Sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,’  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action 


release  tablet 


Moreover,  the 
action  of  the  two  components  permits  smaller 
each,'  assuring  your  patients  refreshed  awakenings 
lorning  hangover." 

E.  B.:  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1946. 

K.,  and  Taylor,  J.  D.:  Anesthesiology  17:414.  1956. 

. E.:  Postgrad.  Med.  24:207,  1956. 

■harmacol.  Rev.  1:243,  1949. 

•In,  Nebraska  * Peterborough,  Canada 
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IGNIFICANT 


IN 

ANTACID 

THERAPY 


SINCE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXI] 

IN  1929 


& 


CREAMALIN 


ANTACID  TABLETS 


Each  Creamalin  Antacid  Tablet  contains  320  nag.  specially  proc- 
essed. highly  reactive,  short  polymer  dried  aluminum  hydroxide 
gel,  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  (more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


Acid  neutralization  with  10  leading  antacid  tablets* 
(per  gram  of  active  ingredient) 


(JKLAMAL1 
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More  Lasting  Relief 


(per  gram  of  active  ingredient) 
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I "•>»  CREAMALIN 


tablets 


9 widely  prescribed 
antacid  tablets 


‘Hinkel,  E.  T.,  Jr.,  Fisher,  M.  P,  and  Tainter,  M,  L,;  A new  highly  reactive  aluminum  hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 
*pH  stayed  below  3. 


AT 


No  chalky  taste.  New  Creamalin  tablets  are  not 
chalky,  gritty,  rough  or  dry.  They  are  highy  pal- 
atable, soft,  smooth,  easy  to  chew,  mint  flavored. 


CREAMALIN 


ANTACID 

TABLETS 


HO  /OH  \ OH 
I H I H 
Al— O— B*A1  — O 


O 


I 


HO  OH 


Al-O-C-OX 


OH 


HEXITOL 


/ V-TT  TV;.1'.  •A'.TTTT 

i ■ ; ‘i V,'  • ,4.  ■ 

• NO  ACID  REBOUND 


n is  at  least  1 and  averages  less  than  6.  X is  a cation. 


NO  CONSTIPATION  . NO  SYSTEMIC  EFFECT 


Composition: Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly 
reactive,  short  polymer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol, 
with  75  mg.  magnesium  hydroxide. 

Adult  Dosage:  Gastric  hyperacidity  — 2 to  4 tablets  as  necessary.  Peptic  ulcer  or 
gastritis  — 2 to  4 tablets  every  two  to  four  hours.  Tablets  may  be  chewed,  swallowed  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 


Supplied:  Bottles  of  50,  100,  200  and  1000. 
LABORATORIES  • NEW  YORK  18,  NEW  YORK 
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Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke ...  it  gave  me  , 
a terrible  kink 
in  my  back. 


wii 


"..V 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


*U.S.  Pat.  2,628,185 


The  pain  went  away 
fast— in  just  15  minutes 
—and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


Percodan-Demi 

Percodan*  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 


AND  THE  PAIN  V 

WENT  AWAY  FAST 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed.  \ 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 


&ido 


REACHING  FOR  THOSE 
9B’S  NEARLY  PUT  ME 
ON  THE  SHELF... 
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be  prepared... 


fast,  effective  and  long-lastingrelief  from: 

sunburn 
poison  ivy 
insect  bites 
minor  cuts 
and  abrasions 


The  water-soluble,  nonstaining  base  melts  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 

Astra  Pharmaceutical  Products,  Inc., 

Worcester  6,  Mass.,  U.S.  A. 


XYLOCAINE9 


OINTME 


(brand  of  lidocaine*) 

5%  & 5% 


*U.  S.  PAT.  NO.  2,441,493  MADE  IN  U.  S.  A. 


RYan  1-9339 


SYcamore  3-7193 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
J located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  MD 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  111,  MD 
DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  MD 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M D 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


WRITE 


To  assure 
good 

nutrition- 


need  not  rely  on  "wishing” 


Each  doubledayered  Entozyme 

tablet  contains: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  replacement— 


ENTOZYME 
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2V2  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 
. . . Equally  effective  as  a TRANQUILIZER 

% tran-qui-Iax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


ci 


H'-'l 


N— CH, 


Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-l-dioxlde 


Thoroughly  evaluated  clinically. . . 

Clinical  studies  of  4092  patients  by  105  physicians1  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions1 


effective  in 


of  patients 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Trancopal 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states' 


effective  in 


88% 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  “. . . allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”2 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patients 

MAJOR  8MPRQVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs 3 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Comparison  with  3 widely  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • 2.  Gans,  S.E. : To 
be  published.  * 3.  Lichtman,  A.L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  tranquilaxant 


Potent 

MUSCLE  RELAXANT 
.. .Equally  effective  as  a 
TRANQUILIZER 


Trancopal  (brand  of  chlormezanone)  and  Caplets 
trademarks  reg.  U.S.  Pat.  Off. 


Laboratories  / New  York  18,  New  York 

Printed  in  U.  S.  A.  3-59  (4( 


Doctors,  too,  like  “Premarinr 


rpHE  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you'll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
1 6,  N.  Y.  • Montreal,  Canada 
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A SPOON  LICKIN’ 
GOOD  A SULFA! 


Ill 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

N1  Acetyl  Sulfamethoxypyriclazme  Lederle 

just  1 dose  a day  . . . achieves  rapid  therapeutic  levels  . . . sustained  for  24  hours  . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical  . . . 

ALWAYS  ACCEPTABLE... WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter,  Vz  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  Immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg,  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 


(Jjsderie)  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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the  first 
stabilized  and 
neutralized 
“soluble  derivative" 
of  Theophylline 


in  cardiovascular  dilation,  Neothylline  is  effective  as  a diuretic  and 


; myocardial  stimulant  in  the  management  of  edema  secondary  to  congestive  heart  fail- 

H ure.  Most  noted  is  elimination  of  pain  and  normal  oxygenation  of  the  cardiac  muscle. 

rif  Neothylline  is  also  indicated  in  the  treatment  of  bronchial  asthma,  paroxysmal 

cardiac  dyspnea  and  Cheyne  Stokes  respiration. 


Neothylline  is  better  tolerated  orally  in  larger  doses  than  most  theophyl- 
line derivatives  (such  as  aminophylline)  which  produce  gastric  irritation. 
In  contrast  to  the  latter  it  can  be  given  orally  in  sufficiently  large 
doses  to  produce  the  characteristic  bronchodilator  and  respiratory 
actions  of  theophylline  compounds,  as  well  as  the  well-known  vasodi- 
lator (diuretic)  and  myocardial  stimulant  effect  of  smaller  doses. 


CHEMICAL  COMPOSITION: 
Dihydroxypropyl  Theophylline 


H 


0=C  C 

I II 

CH3 N C 


N — 

J^C-H  HC OH 

N ^ HC OH 


SUPPLIED 

Tablets  0.1  Gm.  (I**  grains) 
Bottles  of  100's,  500's,  1000's 
Tablets  0.2  Gm.  (3  grains) 
Bottles  of  100’s,  500's,  1000  s 


H 


literature  and  clinical  studies  available  to  physicians  on  request. 


PAUL  MANEY  LABORATORIES,  Cedar  Rapids,  Iowa 

"Continuous  Service  to  the  Medical  and  Pharmaceutical  Professions 
Since  1911 ” 
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Specific 

MEDICATION.. 


NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylbne  derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylbne  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


NEOTHYLLINE 

SUPPLIED:  Tablets  (114  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (7 \4  gr.)  each, 
boxes  of  6 and  25. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS,  IOWA 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


VAR I DAS 

STREPTOKINASE-STREPTODORNASE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


OFFICE  EQUIPMENT 
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restore  normal  sinus  rhythm 


2.  Paroxysmal  auricular  tachycardia 


3.  Paroxysmal  ventricular  tachycardia 


in  arrhythmias 


SPECIFIC  ANTI  ARRHYTHMIC  EFFECT 

Vistaril  is  effective  in  ventricular  extrasystoles  and  paroxysmal 
tachycardias  (both  auricular  and  ventricular). 

plus 

PSYCHOTHERAPEUTIC  POTENCY 

proven  calming  action  indicated  for  arrhythmia  patients. 

and 

THE  OUTSTANDING  SAFETY 

of  Vistaril  as  compared  to  other  antiarrhythmic  drugs  in  general 
use  has  been  noted  by  investigators. 

THE  FOLLOWING  DOSAGE  REGIMEN  IS  RECOMMENDED 

(individualized  by  the  physician  for  maximum  effectiveness): 
PARENTERAL  DOSAGE:  50-100  mg.  (2-4  cc.)  I.M.  stat.,  and 
q.  4-6  h.,  p.r.n.;  maintain  with  25  mg.  b.i.d.  or  t.i.d.  In  acute  emergency, 

50-75  mg.  (2-3  cc.)  I.V.  stat.;  maintain  with  25-50  mg.  (1-2  cc.)  I.V. 
q.  4-6  h.,  p.r.n. 

ORAL  DOSAGE:  Initially,  100  mg.  daily  in  divided  doses  until  ar- 
rhythmia disappears.  For  maintenance  or  prophylaxis,  50-75  mg.  daily  in 
divided  doses. 

SUPPLY:  Vistaril  Capsules,  25  mg.,  50  mg.  and  100  mg.  Vistaril 
Parenteral  Solution,  10  cc.  vials  and  2 cc.  Steraject®  Cartridges.  Each  cc. 
contains  25  mg.  (as  the  hydrochloride). 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


References:  1.  Burrell,  Z.  I., 

et  a I. : Am.  J.  Cardiol.,  1:624 
(May)  1958.  2.  Hutcheon,  D.  E-, 
et  al. : J.  Pharmacol.  & Exper. 
Therap.,  118:451  (Dec.)  1956. 


*Trademark 


MAINTENANCE  THERAPY 
WITHOUT  STEROIDS 

IS  FUNDAMENTAL 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel. ...100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 


References:  1.  Hart,  D.;  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  Policy,  F.  H.:  Ninth  Inter- 
national Congress  on  Rheumatic  Diseases. 
Toronto,  Ont.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257: 278  (Aug.)  1957. 


Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


Pabirin*. 


Tablets 


SMITH-DORSEY-  a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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when  it’s  skin  deep 


use  XYLOCAINE  ointment 


. . . in  nearly  all  external  symptoms  of  pain,  itching  and  burning,  e.g.,  sunburn,  minor  burns,, 
insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 
anorectal  conditions,  and  cracked  nipples. 

Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  water-soluble,  nonstaining  base  melts  on  contact  with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


NE®  OINTM 

(brand  of  lidocalne*) 

2.5%  & 5% 


ENT 


SURFACE  ANESTHETIC 


•U.S.  Pat.  No.  2,441,498  Made  in  U.S.A. 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL 


capsules-14  vitamins  and  11  minerals 


Vitamin  * Mineral  Supplement  Lederie 


For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERIE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl.  River,  New  York 


40A 


Arizona  Medicine 


May,  1959 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 


HYPERTENSION 

WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETION1’3 


A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


SQUIBB  ANNOUNCES 


N 


EW 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 
POTASSIUM  CHLORIDE 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic— tor  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion.1"2 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.1 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2"2  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Sqjjibb 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note : In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3: 113  (Jan.)  1959.  • 2.  Bodi,  T„ 
and  others:  To  be  published,  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 

‘raudixin®'  AND  'fiAUTRAX  ARE  S0UIBB  TRADEMARKS 


Squibb  Quality  - the  Priceless  Ingredient 


itching,  burning,  oozing,  weeping 
of  POISON  IVY  and  other  summer 
dermatoses  quickly  subside 
when  sprayed  with 

METI-DERM  a.™, 

prednisolone  topical 

for  relief  of  seasonal  skin  disorders 
nonsensitizing  Meti-Derm  Aerosol  is 

FASTER— instant  cooling  relief 
SAFER— no  rub-in  irritation  or  contamination 
MORE  DIRECT— reaches  and  penetrates 
inaccessible,  hairy  areas 
MORE  ECONOMICAL  —a  single  3-second 
spray  covers  an  area  about  the  size 
of  the  hand 

MORE  PLEASANT— colorless,  stainless 
PLUS  the  established  “Meti”  steroid  benefits 

PACKAGING  150  Gm.  spray  container;  50  mg. 
prednisolone. 

ALSO  AVAILABLE 

Meti-Derm  with  Neomycin  Aerosol, 

50  mg.  prednisolone  and  50  mg.  neomycin  sulfate, 

150  Gm.  spray  container. 

Meti-Derm  Cream,  5 mg.  prednisolone, 
tubes  of  10  and  25  Gm. 

Meti-Derm  Ointment  with  Neomycin, 

5 mg.  prednisolone  and  5 mg.  neomycin  sulfate, 
tubes  of  10  and  25  Gm. 

Meti,®  brand  of  corticosteroids. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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ILOSONE  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone™  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supplied  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269.  1954- 
1955. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

932543 
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PRIMARY  PULMONARY  HYPERTENSION 

Marcy  L.  Sussman,  M.D.,  Phoenix,  Ariz. 

Thomas  J.  Hughes,  M.D.,  Tempe,  Ariz. 


P RIMARY  pulmonary  hypertension,  once  con- 
sidered a rare  condition,  is  now  being  recog- 
nized with  increasing  frequency.  This  is  prob- 
ably due  in  part  to  the  fact  that  the  diagnosis  is 
established  during  life  by  cardiac  catheteriza- 
tion, but  there  seems  to  be  also  an  actual  in- 
crease in  the  number  of  cases  seen  at  autopsy. 
The  condition  is  known  under  various  titles  in- 
cluding primary  pulmonary  hypertension,  pri- 
mary pulmonary  arterial  disease,  primary  pul- 
monary arterio-sclerosis,  and  related  terms.  The 
diagnosis  is  usually  made  by  exclusion.  The  ab- 
sence of  lesions  commonly  accepted  as  causes 
of  pulmonary  hypertension  such  as  mitral  steno- 
sis, chronic  left  ventricular  failure,  increased 
pulmonary  blood  flow,  pulmonary  emphysema, 
pulmonary  fibrosis  or  granulomatosis,  kyphos- 
coliosis, pulmonary  embolism  or  thrombosis, 
among  others,  has  justified  the  diagnosis. 
The  subject  has  been  recently  reviewed 
byDammin(l).  Little  will  be  added  in  the 
present  report  except  to  illustrate  a typical  case 
which,  in  common  with  other  experiences  in  the 
literature,  even  pre-terminally  presented  fea- 
tures which  raised  some  doubt  as  to  the  pri- 
mary nature  of  the  disease. 

Dammin  lists  the  clinical  manifestations  of 
primary  pulmonary  hypertension  as  follows,  in 
decreasing  order  of  frequency,  “(a)  a history 
of  prolonged  and  often  progressive  exertional 
dyspnea,  (b)  fatigue,  (c)  syncope,  (d)  thoracic 


pain,  particularly  on  effort,  (e)  cyanosis,  (f) 
cough  and  (g)  dependent  edema.’’  Orthopnea, 
paroxysmal  dyspnea,  and  hemoptysis  are  usually 
absent.  While  these  clinical  findings  might 
strongly  suggest  the  condition,  they  are  not 
characteristic  of  primary  as  contrasted  with  sec- 
ondary pulmonary  hypertension. 

The  disease  has  been  reported  predominantly 
in  women  and  most  patients  have  been  under 
40  years  of  age.  All  eight  patients  in  Dammin ’s 
series  were  women.  However,  the  present  case 
was  a male,  and  a case  seen  recently  by  one  of 
the  authors  also  was  a male. 

The  following  case  is  being  presented  be- 
cause of  the  history  and  findings  are  character- 
istic and  because  the  case  was  followed  through 
many  years  to  post-mortem  examination. 

Case  Report 

DKH  was  a white  male  born  in  1928.  He  was 
seen  in  St.  Lukes  Hospital,  Phoenix,  in  Decem- 
ber 1957,  at  the  age  of  30. 

In  December  1955,  the  patient  entered  the 
VA  Center,  Sawtelle,  Los  Angeles,  where  he  re- 
mained until  March  9,  1956,  there  being  a peri- 
od of  leave  in  the  mid  portion  of  this  period.  A 
detailed  history  was  obtained  in  this  institution, 
which  is  reported  here  practically  verbatim: 

“This  27-year-old  white  male  bookkeeper 
states  that  he  had  rheumatic  fever  when  he  was 
12  years  old,  manifested  by  swollen,  painful 
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knees  and  ankles  and  requiring  three  months  at 
bedrest,  followed  by  one  and  one-half  years  of 
restricted  activity.  In  1948  he  enlisted  in  the 
U.S.  Air  Force,  passing  his  physical  examination 
and  being  able  to  carry  on  normal  activity  with 
participation  in  sports.  In  1949  he  was  re-ex- 
amined and  sent  overseas,  no  abnormalities  be- 
ing found.  In  1950  he  re-enlisted  in  the  air  force 
and  again  no  cardiac  abnormalities  were  noted. 

“In  May  1951,  he  reported  to  sick  call  due  to 
a mild  gastro-intestinal  upset.  He  was  found  to 
have  a heart  murmur  and  was  transferred  to 


Fitzsimmons  General  Hospital  in  Denver,  Colo. 
He  now  admitted  being  short  of  breath.  His 
workup  at  Denver  included  cardiac  catheteriza- 
tion with  the  following  results : 

Pressure 

0(2)Sat. 

PA 

75/50 

Clotted 

RV  1 

95/0 

9.97 

RV  2 

95/0 

Clotted 

RA  1 

10/0 

9.21 

RA  2 

10/0 

9.23 

Femoral 

18.74  (97  per  cent  sat.) 

Cardiac 

output 

3.7  L/min. 

Cardiac  index 

2.18  L/min. /sq.M 

“Patient 

remained 

without  symptoms  except 

on  two  occasions.  Following  cardiac  catheteriza- 
tion and  immediately  after  moving  to  the  x-ray 
table  for  angiograms,  the  patient  experienced  a 
short  convulsion  accompanied  with  asystole.  In- 
tracardiac epinephrine  revived  the  patient  rap- 
idly. At  another  date,  when  angiograms  were 
again  attempted,  the  same  episode  occurred. 
Because  of  this,  angiograms  were  not  made  on 
this  patient.  Prior  to  the  initial  episode,  the  pa- 
tient had  been  given  quinidine  and  before  the 
next  attempt,  pronestyl.  Cardiac  catheterization 
showed  evidence  of  pulmonary  hypertension. 
Saturation  of  the  femoral  arterial  blood  before 
and  after  exercise  was  97  per  cent  indicating  no 
right  to  left  shunt.  Decholin  arm  to  tongue  cir- 
culation time  was  38  and  37  seconds.  Venous 
and  right  auricular  pressures  were  not  elevated. 
The  exact  nature  of  this  man’s  cardiac  lesion 
has  not  been  established  and  there  is  some  dis- 
agreement among  various  examiners.  However, 
the  consensus  of  opinion  is  that  it  is  on  a con- 
genital basis  rather  than  rheumatic.  The  most 
likely  diagnosis  was  thought  to  be  dilation  of 
the  pulmonary  artery  with  pulmonary  hyperten- 
sion of  unknown  origin  and  secondary  cardio- 
megaly.” 


He  was  discharged  from  the  military  service 
in  October  1951,  and  advised  to  follow  a low 
sodium  diet.  In  January  1952,  he  began  to  suffer 
swollen  legs  and  increased  shortness  of  breath. 
He  was  started  on  digitalis  and  mercurials.  His 
edema  receded,  but  his  dyspnea  on  extertion 
persisted.  He  moved  to  Phoenix,  xAriz.,  where 
he  felt  better  for  several  months. 

His  first  reported  medical  contact  in  adult 
civilian  life  was  in  1951  when  a physician  saw 
him  because  of  slight  ankle  edema  thought  to 
be  due  to  cardiac  failure  on  the  basis  of  con- 
genital heart  disease.  He  was  started  on  chrys- 
todigin  0.1  mg.  (This  information  was  supplied 
by  Dr.  James  V.  Yackley  of  Rapid  City,  S.  D., 
He  was  not  seen  again  until  July  1953,  when 
one  of  the  authors  (T.J.H.)  saw  him  in  cardiac 
failure.  During  the  interim  he  apparently 
stopped  taking  digitalis,  probably  having  taken 
it  only  for  one  month.  On  July  25,  1953,  he  pre- 
sented severe  dyspnea,  cough,  bloody  sputum, 
severe  edema,  liver  enlargement  four  to  five 
fingers  below  the  costal  margin..  He  was  given 
mercurials  and  digitalized.  These  medications 
resulted  in  relief  of  the  heart  failure.  His  blood 
pressure  this  time  was  124/72. 

In  May  1955,  he  had  an  appendectomy  with  a 
stormy  postoperative  course.  In  October  1955, 
he  again  noticed  swelling  of  his  legs  and  short-  j 
ness  of  breath  and  entered  the  Veterans’  Hospi-  1 
tal  in  Phoenix.  He  was  transferred  to  Sawtelle 
for  further  workup.  He  had  paroxysmal  noc-  I 
turnal  dyspnea  in  the  past.  There  had  been  no 
nausea  or  vomiting.  The  skin  had  been  discol- 
ored for  approximately  two  years.  His  urine  had 
been  growing  dark,  and  he  had  never  had  chest 
pains.  He  had  had  hymoptysis  three  or  four 
times  in  1953,  but  none  since. 

Physical  examination  in  October  1955,  re- 
vealed a well-developed,  alert,  co-operative, 
well-nourished,  slightly  obese,  stocky  white  male 
in  no  acute  distress.  He  was  slightly  dyspneic. 
His  height  was  5’9”,  weight  170  pounds.  The 
pulse  was  112  and  irregular.  The  blood  pressure 
taken  while  sitting  was  120/84  in  the  right  arm. 
The  skin  was  bronzed,  and  there  was  pigmenta- 
tion in  the  skin  over  the  legs  from  about  the 
knees  down.  The  sclera  was  icteric.  The  respira- 
tory rate  was  32  per  minute  and  was  shallow. 

The  heart  showed  the  PMI  in  the  sixth  inter- 
space in  the  anterior  axillary  line.  There  was 
systolic  retraction.  On  palpation  the  PMI  was 
in  the  same  area  as  the  thrust.  The  cardiac  rate 
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was  rapid  and  irregular.  There  was  a systolic 
Grade  II  soft  blowing  systolic  murmur.  There 
was  a split  second  heart  sound  (third  heart 
sound).  There  was  also  a low-pitched  diastolic 
murmur  that  occurred  between  the  second  and 
third  heart  sounds.  The  second  pulmonic  sound 
was  loud  and  booming. 

The  abdomen  was  obese,  soft  and  non-tender. 
There  was  a large  palpable,  non-tender  liver, 
three  fingerbreadths  below  the  right  costal  mar- 
gin on  deep  inspiration.  The  extremities  re- 
vealed a slight  cyanotic  tinge  of  the  nails.  There 
was  discoloration  and  pigmentation  of  the  legs. 
There  were  bilateral  varicosities  and  a trace  of 
pitting  edema.  The  remainder  of  the  physical 
examination  was  essentially  within  normal 
limits. 

Laboratory  Data 

Hemoglobin,  15.4  gms.;  hematocrit,  43  cc.; 
SBC,  4,450  per  c.mm;  sedimentation  rate,  5.  On 
repetition,  the  hemoglobin  was  found  to  be  17.3 
gms.;  hematocrit,  51  cc.;  WBC,  6,900.  Serum 
electrolytes  within  normal  limits.  Fasting  blood 
sugar  54  mgm.  per  cent.  Albumin,  4.5  gms.  per 
cent;  globulin,  2.4  gms.  per  cent.  Cholesterol, 
158  mgm.  per  cent;  90  per  cent  esters.  Serum 
alkaline  phosphatase  9.3  units;  C-reactive  pro- 
tein negative.  Mucoprotein  2.6  mgm.  per  cent. 
Serum  transaminase,  30  and  20  units.  Direct  Van 
den  Bergh,  3.14  mgm.  per  cent;  indirect,  1.14 
mgm.  per  cent.  Cephalin  flocculation,  3 plus 
and  4 plus.  Thymol  turbidity,  5.3  units.  Urinary 
urobilinogen,  18.7  and  42  mgs.  for  a 24-hour  pe- 
riod. Prothrombin  time  100  per  cent.  VDRL 
negative.  L.  E.  Preps,  negative  x 3.  Serum  iron, 
220  meg.  per  cent;  total  iron-binding  capacity, 
320  mcrgms.  per  cent.  Antistreptolysin  titre,  250 
Todd  units  on  two  occasions.  Twenty-four-hour 
urine  excretion  for  lead  and  arsenic  within  the 
limits  of  normal. 

Roentgenologic  Studies 

Cardiac  fluoroscopy  and  radiography  revealed 
marked  generalized  cardiomegaly,  marked  en- 
largement of  the  pulmonary  artery  segment  with 
slight  pulmonary  vascular  congestion.  An  EKG 
revealed  auricular  fibrillation,  right  ventricular 
hypertrophy  and  digitalis  effect;  the  sagittal 
loop  was  negative.  Phonocardiograms  revealed 
a third  heart  sound  and  suggested  possible  mi- 
tral stenosis.  Skin  biopsy  showed  only  an  accen- 
tuated melanin  content  in  the  basal  cell  layer. 
Venous  pressure  on  admission,  275  mm.  water 


with  a rise  to  360  mm.  on  hepatic  compression; 
circulation  time,  57  seconds  with  decholin  and  a 
well  defined  end  point.  Repeat  venous  pressure 
on  Dec.  22,  1955  revealed  a pressure  of  260  mm. 
water  with  a rise  to  310  mm.  on  hepatic  com- 
pression; circulation  time  ( arm-to-tongue ) with 
decholin  was  42  seconds.  Fluoroscopy,  including 
the  use  of  intensification,  revealed  no  evidence 
of  valve  calcification.  There  was  marked  right 
auricular  hypertrophy,  right  ventricular  hyper- 
trophy and  pulmonary  artery  enlargement. 

Course  in  Hospital 

The  patient  was  put  at  bedrest  with  a low 
sodium  diet  and  digitalis,  grs.  V/2  daily.  He  was 
given  intermittent  injections  of  mercuhydrin 
with  a good  response  and  loss  of  aporoximately 
eight  pounds.  His  shortness  of  breath  improved 
somewhat;  however,  he  was  still  unable  to  exert 
himself  freely  without  dyspnea.  After  a few  days 
leave  from  the  hospital,  the  patient  returned 
complaining  of  a dry  cough,  sneezing  and  a dull 
substernal  pain.  This  respiratory  infection  dis- 
appeared following  symptomatic  medication. 

Cardiac  catheterization  was  done  on  Jan.  3, 
1956.  The  arterial  blood  capacity  was  21.1  vol- 
umes per  cent;  saturation  83  per  cent.  Oxygen 
content  in  the  superior  vena  cava  was  42.7  per 
cent,  and  in  the  right  auricle  46.4  per  cent.  Pres- 
sure in  the  superior  vena  cava  29/25  mm.  of 
mercury,  right  auricle  28/22  mm.  of  mercury. 
The  catheter  was  passed  with  ease  into  a very 
large  right  auricle,  but  could  not  be  passed  fur- 
ther apparently  due  to  tricuspid  insufficiency. 
It  was  felt  that  these  findings  excluded  an  in- 
teratrial septal  defect. 

On  Jan.  23,  1956,  the  blood  oxygen  capacity 
was  20.68  volumes  per  cent;  arterial  saturation 
89.6  per  cent;  pH  7.46  per  cent;  pC02,  28  mm. 
of  mercury.  These  findings  suggested  an  admix- 
ture of  venous  blood  with  respiratory  alkalosis. 
This  admixture,  it  was  thought,  could  be  due 
either  to  pulmonary  vascular  changes  or  to  an 
actual  right-to-left  shunt.  The  former  diagnosis 
was  favored. 

The  patient  was  placed  on  Metacorten  with 
some  subjective  but  little  objective  improve- 
ment. On  Feb.  10,  1956,  the  arterial  saturation 
was  87.7  per  cent  with  a pC02  of  23  mm.  of 
mercury.  On  Feb.  23,  1956,  the  corresponding 
figures  were  86.8  per  cent  and  the  pC()2  was 
23  per  cent.  On  March  7,  arterial  blood  samples 
showed  a pH  7.46,  ogygen  saturation  82  per 
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cent,  pC02  27  mm.  of  mercury.  The  patient  was 
ambulatory,  but  complained  of  some  shortness 
of  breath.  He  was  discharged  in  incipient  fail- 
ure on  digitalis.  The  pertinent  discharge  diag- 
noses included  pulmonary  arterial  hypertension, 
arteriosclerosis  of  the  pulmonary  artery,  cardiac 
insufficiency,  and  liver  cirrhosis  due  to  passive 
congestion. 

The  patient  returned  to  Phoenix.  He  was  kept 
free  of  edema  by  the  use  of  a low  sodium  diet, 
Diamox  and  digitalis  along  with  intramuscular 
mercurials.  However,  in  about  November  1957, 
his  edema  became  progressively  more  marked 
and  no  longer  responded  to  the  above  regimen. 
In  December  1957,  he  noted  gradual  enlarge- 
ment of  his  abdomen. 

On  Jan.  21,  1958,  the  patient  was  examined  in 
the  cardiac  clinic  of  St.  Lukes  Hospital,  Phoenix, 
Ariz.  The  history  elicited  was  essentially  as  de- 
tailed above.  He  added  that  for  the  past  three 
or  four  years,  at  least,  he  had  noticed  the 
development  of  slight  blueness  of  his  fingernail 
beds,  most  often  following  exertion,  but  par- 
ticularly marked  on  first  awakening  in  the 
morning.  In  the  family  history  it  was  noted  that 
the  mother  died  at  age  67  of  “blood  clot  in  the 
brain.”  Father  died  at  age  74  of  heart  disease. 
One  brother  and  one  sister  died  of  diabetes. 
Three  brothers  and  three  sisters  are  living  and 
well.  There  is  no  family  history  of  rheumatic 
fever.  One  of  the  sisters  had  a “blue  baby”  which 
died  at  the  age  of  two  days. 

Physical  examination  on  Jan.  21,  1958,  by 
Dr.  David  Long  revealed  “a  white  male  who 
is  alert,  co-operative  and  intelligent.  He  is  ob- 
viously dyspenic  and  becomes  markedly  ortho- 
pneic.  There  is  a slight  blue  tinge  to  his  lips 
and  also  a faint  blue  tint  to  the  proximal  nail- 
beds  of  his  fingers.  There  is  a slight  suffusion 
of  the  bulbar  vessels  in  the  eyes  and  also  a 
definite  yellow  tint  of  the  sclerae. 

“ Thorax : The  thorax  is  symmetrical  with  equal 
respiratory  expansion.  There  is  visible  systolic 
pulsation  in  the  left  mid-axillary  line  in  about 
the  sixth  interspace.  There  is  a palpable  systolic 
thrust  at  the  apex  which  is  at  the  left  anterior 
and  mid-axillary  line  and  also  a systolic  thrust 
palpable  over  the  right  ventricle  as  well  as  a 
palpable  diastolic  impact  over  the  pulmonic 
area.  The  blood  pressure  is  120/90,  the  cardiac 
rhythm  is  grossly  irregular  as  in  that  of  atrial 
fibrillation  at  a rate  of  84-90.  Auscultation  re- 
veals a high-pitched,  almost  squeaking  blowing 


systolic  murmur  which  is  maximal  at  the  apex 
but  audible  over  the  whole  precordium  as  well 
as  high  into  the  left  axilla.  The  first  mitral  sound 
is  not  particularly  accentuated.  The  second 
aortic  sound  is  definitely  diminished  in  intensity, 
the  second  pulmonic  sound  is  markedly  increased 
in  intensity.  There  is  a distinct  third  heart  sound, 
the  etiology  of  which  confuses  me.  It  is  loudest 
at  the  base  but  seems  to  occur  too  long  after 
the  normal  second  sound  to  represent  splitting 
of  the  second  sound.  It  seems  to  occur  a little 
too  early  to  represent  the  opening  snap  of  the 
mitral  valve.  At  times  during  the  examination, 
I thought  perhaps  I might  distinguish  a low- 
pitched  diastolic  murmur  at  the  apex,  but  this 
cannot  be  confirmed  by  repeat  auscultation.  Pul- 
sations are  present  and  equal  bilaterally  in  the 
radial  and  femoral  arteries,  but  the  pulse  volume 
is  diminished. 

“ Abdomen : Examination  reveals  it  to  be  defi- 
nitely protruberant,  there  is  shifting  dullness 
and  a palpable  fluid  wave.  The  liver  edge  is 
palpated  4-5  fingerbreadths  below  the  right 
costal  margin  in  the  midclavircular  line,  is 
rounded,  very  firm  and  not  particulraly  tender. 
The  liver  extends  across  the  midline  into  the 
left  hypochrondrium.  I am  unable  to  palpate 
or  ballott  any  other  solid  organs  or  masses.  There 
is  a healed  right  lower  quadrant  scar. 

“ Extremities : There  is  no  clubbing  of  the 
fingers.  There  is  marked  increased  brown  pig- 
mentation of  both  lower  extremities  as  high  as 
the  knee.  There  are  marked  varicose  veins  of 
both  lower  extremities,  being  perhaps  more 
marked  in  the  right  leg.  There  is  a 3-plus  fairly 
firm  pitting  edema  of  both  feet  and  lower  legs.” 

X-ray  examination  of  the  chest  reveals  a tre- 
mendously enlarged  heart  with  an  extremely 
widened  transverse  diameter.  There  is  evidence 
of  marked  right  ventricular  enlargement,  but 
possibly  also  left.  The  right  atrium  appears  di- 
lated. There  is  marked  prominence  of  the  pul- 
monary artery  without  evidence  of  increased 
vascularity  of  the  peripheral  lung  fields.  There 
is  no  evidence  to  suggest  left  atrial  dilatation. 
Electrocardiogram  revealed  atrial  fibrillation 
and  evidence  of  right  ventricular  hypertrophy 
and  strain.  The  further  laboratory  data 
was  as  follows.  Urine;  amber,  turbid,  reac- 
tion 7,  S.G.  1.025,  faint  trace  of  albumen, 
sugar  negative,  RBC  rare,  bile  positive, 
mucous.  Blood;  hemoglobin  15.4  mg.,  WBC 
6,000,  sedimentation  rate  14,  corrected  sedimen- 
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tation  rate  14,  hematocrit  47  cc.,  VDRL  non- 
reactive, C-reactive  protein  negative,  Antistrep- 
tolysin titre,  1,250  Todd  units. 

The  patient  was  presented  to  the  members 
of  the  catheterization  team  of  St.  Lukes  Diag- 
nostic Clinic  on  Jan.  27,  1958.  After  thorough 
evaluation  of  the  past  history  and  present  phy- 
sical findings  as  well  as  the  available  laboratory 
data,  it  was  the  concensus  of  the  group  that  this 
man  certainly  deserved  further  diagnostic  study. 
Inasmuch  as  he  was  presently  manifesting  evi- 
dence of  congestive  failure,  it  was  recommended 
that  the  patient  be  given  maximum  medical 
therapy  in  an  attempt  to  bring  his  congestive 
failure  under  better  control.  Various  diagnostic 
possibilities  were  entertained  including  con- 
genital heart  disease  with  interatrial  septal  de- 
fect, rheumatic  heart  disease  with  mitral  stenosis 
and  possible  tricuspid  stenosis,  as  well  as  pri- 
mary pulmonary  vascular  disease.  The  case  ma- 
terial was  presented  to  Dr.  Robert  Grant,  chief 
of  the  cardiac  section  of  the  National  Heart 
Institute,  during  his  visit  to  Phoenix.  It  was 
his  opinion  that  careful  consideration  should 
be  given  to  the  original  diagnosis  of  primary 
pulmonary  vascular  disease  as  being  the  causa- 
tive factor  in  this  man’s  cardiac  difficulties.  He 
was  in  agreement  that  further  diagnostic  studies 
including  catheterization  should  be  carried  out. 

The  cardiac  failure  in  this  patient  could  not 
be  controlled  medically  and  there  was  progres- 
sive deterioration.  The  patient  died  on  April  9, 
1958.  Post-mortem  examination  was  done  by 
Dr.  S.  R.  Silverman. 

Final  anatomical  diagnoses:  Marked  pulmonary 
arterial  and  arteriolosclerosis. 

Marked  hypertrophy  and  dilatation  of  the 
heart  (right  side,  cor  pulmonale). 

Dilatation  of  the  main  pulmonary  artery. 

Moderate  dilatation  and  hypertrophy  of  the 
heart,  left  ventricle. 

Marked  chronic  passive  congestion  and  bile 
stasis  of  the  liver. 

Generalized  visceral  congestion. 

Jaundice. 

Rile  nephrosis. 

Dependent  edema. 

Marked  ascites. 

Details  of  the  examination  of  the  heart  are  as 
follows : 

Heart:  As  viewed  in  situ,  the  heart  is  markedly 
enlarged,  and  measures  over  20  cm.  in  transverse 


diameter.  The  epicardial  surfaces  show  slight 
bile  staining.  The  heart  and  lungs  are  removed 
en  masse,  and  are  opened  in  the  direction  of 
the  blood  flow,  commencing  with  the  venae 
cavae.  The  right  auricle  and  its  appendages  are 
extremely  dilated,  and  contain  a large  amount 
of  clotted  blood.  The  endocardium  is  intact. 
The  tricuspid  valve  is  normal  apart  from  marked 
stretching  of  the  valve  ring.  The  right  ventricle 
is  markedly  hypertrophied,  being  thicker  at 
the  base  than  the  left  ventricle.  The  pulmonic 
valve  is  normal.  The  main  pulmonary  artery 
and  its  major  branches  are  markedly  dilated,  and 
these  vessels  reveal  a moderate  to  moderately 
severe  atherosclerosis.  The  lungs  are  described 
immediately  below.  The  pulmonary  veins  are 
normal,  and  the  left  auricle  and  its  appendage 
are  moderately  dilated.  The  mitral  valve  is 
normal.  The  left  ventricle  shows  both  dilatation 
and  hypertrophy,  with  a rounding  of  the  apex 
and  a flattening  of  the  papillary  muscles.  The 
aortic  valve  is  normal.  The  aorta  shows  a normal 
circumference  at  the  ring  arch  and  diaphragm, 
with  minimal  atherosclerotic  changes.  The  in- 
tima  is  bile  stained.  The  coronary  arteries  arise 
normally,  pursue  normal  courses,  and  where 
seen  on  the  cut  surfaces  of  the  myocardium,  are 
patent. 

Microscopic  Examination 

Heart:  Sections  of  the  heart  show  evidence 
histologically  of  hypertrophy  of  both  right  and 
left  ventricles.  Some  sections  reveal  an  organized 
mural  thrombus  in  the  right  auricular  append- 
age. 

Lung:  The  lungs  show  a severe  atherosclerosis 
with  calcification  of  the  main  pulmonary  artery 
and  its  branches.  As  the  vessels  become  smaller 
at  the  periphery,  they  show  an  endarteritis  with 
a thickened  intima  and  a reduced  caliber  to 
the  lumen.  Some  of  these  vessels  are  completely 
occluded.  The  pulmonary  parenchyma  proper 
is  essentially  normal,  although  some  “heart  fail- 
ure” cells  are  found  in  some  alveoli,  while  others 
show  recent  hemorrhage. 

Discussion 

It  would  be  presumptuous  of  us  to  comment 
extensively  on  the  pathogenesis  of  primary  pul- 
monary hypertension.  Dr.  S.  B.  Silverman,  the 
pathologist  in  the  present  case,  made  the  fol- 
lowing note  “This  case  is  apparently  one  of  pri- 
mary pulmonary  sclerosis,  applying  to  a case  of 
sclerosis  of  the  pulmonary  vessels  in  which  none 
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of  the  conditions  thought  to  favor  pulmonary  hy- 
pertension is  present.  The  causes  and  mecha- 
nisms of  development  of  this  sclerosis  of  blood 
vessels  have  yet  to  be  satisfactorily  elucidated. 
Since  1909,  pulmonary  arteriosclerosis  has  been 
associated  in  the  clinical  and  pathological  liter- 
ature with  the  name  of  Ayerza.  Unfortunately 
‘Ayerza’s  Disease’  has  come  to  mean  many  dif- 
ferent things  to  different  writers.  To  some  it  is 
any  case  of  cardiac  failure  associated  with  pul- 
monary arteriosclerosis.  To  others  it  means  pri- 
mary pulmonary  sclerosis  and  to  still  others  it 
is  a clinical  syndrome  characterized  by  dyspnea, 
cyanosis  and  polycythemia.  In  view  of  the  com- 
plete lack  of  definition,  it  would  seem  desirable 
from  the  pathologic  viewpoint  to  avoid  the  use 
of  this  term  altogether.” 

Dammin  comments  that  the  following  lesions 
of  the  pulmonary  arteries  found  in  primary  pul- 
monary hypertension,  (a)  the  dilatation  of  the 
pulmonary  artery  and  its  major  branches  with 
intimal  thickening,  atheromatosis  and  atrophy 
of  muscular  components  of  the  media,  (b) 
acute  arteritis  with  morphologic  sequelae  in 
the  form  of  focal  atrophy  of  the  media  in- 
volving the  muscular  and  elastic  fibers,  (c) 
the  plexiform  lesion  with  endothelial  pro- 
liferation, and  (d)  the  arteriolar-capillary 
sinus-like  formation,  result  mainly  from  pul- 
monary hypertension,  and  have  been  observed 
in  secondary,  as  well  as  primary  pulmo- 
nary hypertension.  Thrombi  observed  in  the 
pulmonary  arterial  system  in  cases  of  pulmonary 
hypertension,  may  occur  on  the  basis  of  vascular 
alterations  of  these  arteries  produced  by  the  pul- 
monary hypertension,  for  example  atherosclero- 
sis, arteritis,  etc.  Whether  there  is  an  anatomic 
basis  for  the  disease  in  the  sense  that  the  pul- 
monary arterial  system  in  such  a patient  differs 
from  the  normal  is  still  controversial.  The  pres- 
ence of  a muscular  media  in  pulmonary  arteri- 
oles between  the  two  elastic  laminae  has  been 
described  and  is  thought  by  Edwards  to  repre- 
sent persistence  of  the  fetal  type  of  pulmonary 


arteriole.  Another  explanation  has  been  offered 
under  the  title,  “arterial  achalasia.” 

The  case  here  reported  presented  typical  clin- 
ical, cardiodynamic  and  pathologic  features. 
Prolonged  and  progressive  exertional  dyspnea, 
cyanosis,  dependent  edema  were  particularly  in 
evidence.  There  were  also  a few  episodes  of 
hemoptysis  which  is  a more  unusual  finding. 
Paroxysmal  noctural  dyspnea  occurred  occasion- 
ally. Pulmonary  hypertension  was  found  on  car- 
diac catheterization  seven  years  before  death. 

In  common  with  other  reported  cases  and 
other  cases  in  our  experience,  the  pressure  in 
the  pulmonary  artery  approximated  that  in  the 
systemic  circulation.  In  the  present  case,  there 
was  no  evidence  by  catheterization  of  an  intra- 
or  extra-cardiac  shunt.  However  such  data  ob- 
tained by  catheterization,  unless  unequivocal 
and  confirmed,  should  not  rule  out  the  diagnosis 
of  primary  pulmonary  hypertension. 

It  is  difficult  to  explain  the  early  appearance 
of  dyspnea  which  may  be  the  only  presenting 
symptom  for  some  years  except  perhaps  an  al- 
veolar diffusion  defect*.  There  is  no  oxygen  un- 
saturation even  with  exercise.  The  murmurs  also 
are  not  simply  explained  and  they  are  non-spe- 
cific. 

Summary 

A case  of  primary  pulmonary  hypertension 
has  been  presented  which  was  followed  from  an 
apparently  healthy  state  in  1949  to  death  in 
1958.  The  course  was  characterized  by  a recur- 
rent and  progressive  right  heart  failure.  The  pa- 
tient presented  a typical  clinical  picture  except 
that  there  was  a history  of  rheumatic  fever  in 
childhood  and  the  auscultatory  findings  at  least 
to  some  observers,  both  early  and  late  in  the 
disease,  were  somewhat  suggestive  of  mitral 
disease,  but  not  substantiated  at  autopsy. 

“This  hypothesis  is  not  substantiated  in  the  studies  of  Paul 
N.  Yu,  Annals  of  Internal  Medicine,  Vol.  49,  1138,  1958. 
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BLAST  AND  THERMAL  EFFECTS,  AND  RADIOACTIVE 

FALLOUT* 

By  Capt.  John  H.  McQuilkin,  USN 
Commanding  Officer,  U.  S.  Naval  Radiological  Defense  Laboratory 
San  Francisco  24,  Calif. 


7.  INTRODUCTION: 

OU  have  just  heard  Dr.  Kinosita  describe  the 
results  of  the  atomic  bombings  of  Hiroshima  and 
Nagasaki.  These  results  were  accomplished  by 
single  bombs  whose  yields  were  about  14  and 
20  kilotons  respectively.  I was  in  Nagasaki  a few 
weeks  after  its  bombing  and  the  impression  I 
received  is  still  a vivid  one  today.  I’m  sure  that 
you  are  similarly  impressed. 

I want  to  take  the  next  half-hour  or  so  in  de- 
lineating for  you  the  predicted  effects  of  a mod- 
ern weapon  as  applied  to  a target  complex  such 
as  San  Francisco.  This  information  will  form  the 
backdrop  for  the  presentations  of  following 
speakers. 

II.  CHARACTERISTICS  OF  NUCLEAR 
EXPLOSIONS: 

A.  Introductory 

Before  getting  down  to  actual  cases,  I think 
it  would  be  helpful  to  review  a few  items  to  in- 
sure that  certain  fundamentals  concerning  nu- 
clear weapons  are  understood. 

B.  Distribution  of  Energy  in  Nuclear 
Explosions 

1.  In  the  explosion  of  a conventional  (TNT) 
bomb,  nearly  all  the  energy  released  appears 
immediately  in  the  form  of  heat.  Almost  the 
whole  of  this  converts  into  blast  and  shock.  In 
a nuclear  weapon,  however,  the  situation  is  dif- 
ferent for  we  get  three  main  effects  — blast, 
heat  and  ionizing  radiation.  Only  about  85  per 
cent  of  the  total  energy  released  appears  as  heat 
(kinetic)  energy.  Some  50  per  cent  of  the  ener- 
gy is  utilized  in  producing  blast  and  shock.  The 
other  portion,  about  35  per  cent,  appears  as 
thermal  radiation;  i.e.,  heat  and  light  rays.  This 
is  a result  of  the  very  much  higher  temperatures 
attained  in  a nuclear,  as  compared  to  a conven- 
tional, explosion.  The  fraction  of  the  energy 

“Presented  at  the  second  12th  Naval  District  Symposium  on 
“Medical  Problems  of  Modern  Warfare  and  Civil  Disaster” 
U.  S.  Naval  Radiological  Defense  Laboratory,  San  Francisco  24, 
Calif.,  June  19,  1958. 


emitted  as  thermal  radiation  varies  with  the  na- 
ture of  the  weapon  and  with  the  conditions  of 
the  explosion,  but  for  a weapon  burst  fairly  high 
in  the  air,  it  is  roughly  one-third. 

2.  The  remaining  15  per  cent  of  the  energy  of 
a nuclear  explosion  is  released  as  various  nuclear 
radiations.  Of  this,  about  5 per  cent  constitutes 
the  initial  nuclear  radiation  produced  within  a 
minute  or  so  after  the  explosion.  The  final  10 
per  cent  of  the  bomb  energy  is  emitted  over  a 
period  of  time  in  the  form  of  residual  nuclear 
radiation.  This  latter  comes  from  the  radioactiv- 
ity of  the  fission  products  themselves  and  that 
induced  in  the  bomb  residue  by  the  reaction. 
The  initial  nuclear  radiations  consist  mainly  of 
gamma  rays  and  neutrons.  As  you  know,  both  of 
these  can  travel  great  distances  through  air  and 
can  penetrate  considerable  thicknesses  of  mate- 
rial. It  is  because  these  radiations  can  have  harm- 
ful effects  on  people  that  they  are  an  important 
aspect  of  a nuclear  explosion.  The  spontaneous 
emission  of  alpha  and  beta  particles  and  gamma 
rays  from  radioactive  substances,  such  as  the 
fission  products,  is  a gradual  process.  It  takes 
place  over  a period  of  time,  at  a rate  depending 
upon  the  nature  of  the  material  and  upon  the 
amount  present.  Because  of  the  continuous  de- 
cay, the  quantity  of  radioactive  material  and  the 
rate  of  emission  of  radiation  decrease  steadily. 
This  means  that  the  residual  nuclear  radiation, 
due  mainly  to  the  fission  products,  is  most  in- 
tense soon  after  the  explosion,  but  diminishes  in 
the  course  of  time. 

C.  Types  of  Nuclear  Explosions 

1.  The  immediate  phenomena  associated  with 
a nuclear  explosion,  as  well  as  the  effects  of 
shock  and  blast,  and  thermal  and  nuclear  radia- 
tions, vary  with  the  location  of  the  point  of  burst 
in  relation  to  the  surface  of  the  earth.  For  de- 
scriptive purposes,  three  types  of  burst  are  of 
note,  although  many  variations  and  intermediate 
situations  can  arise  in  practice.  The  main  types 
are  (1)  air  burst,  (2)  surface  burst,  and  (3) 
subsurface  burst. 
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2.  AIR  BURST: 

(a)  Almost  at  the  instant  of  a nuclear  explo- 
sion, there  is  formed  an  intensely  hot  and  lumi- 
nous mass,  roughly  spherical  in  shape,  called  the 
“ball  of  fire”  or  “fireball.”  An  “air  burst”  is  de- 
fined as  one  in  which  the  bomb  is  exploded  in 
the  air,  above  land  or  water,  at  such  a height 
that  the  fireball  does  not  touch  the  surface  of 
the  earth.  For  example,  in  the  explosion  of  a 
1 -megaton  bomb,  the  fireball  may  grow  until  it 
is  nearly  5,800  feet  ( 1.1  mile)  across.  This  means 
that,  to  qualify  as  an  air  burst,  the  point  at 
which  the  explosion  occurs  must  be  at  least  3,000 
feet  above  the  earth’s  surface. 

(b)  The  quantitative  aspects  of  an  air  burst 
will  be  dependent  upon  the  actual  height  of  the 
explosion,  as  well  as  upon  its  energy  yield,  but 
the  general  phenomena  are  much  the  same  in 
all  cases.  Nearly  all  of  the  shock  energy  appears 
as  air  blast,  although  if  the  explosion  occurs 
close  enough  to  the  surface,  there  will  also  be 
some  ground  shock.  The  thermal  radiation  will 
travel  large  distances  through  the  air  and  will  be 
of  sufficient  intensity  to  cause  moderately  se- 
vere burns  of  exposed  skin  as  far  away  as  12 
miles  from  a 1-megaton  bomb  explosion,  on  a 
fairly  clear  day.  The  warmth  of  such  an  explo- 
sion may  be  felt  at  a distance  of  75  miles.  For 
air  bursts  of  higher  energy  yields,  the  corre- 
sponding distances  will,  of  course,  be  greater. 
Since  the  thermal  radiation  is  largely  stopped 
by  ordinary  opaque  materials,  buildings  and 
clothing  can  provide  protection.  Fire,  as  will  be 
described  later,  is  the  most  devastating  result 
of  thermal  radiation. 

(c)  The  initial  nuclear  radiations  from  an  air 
burst  will  also  penetrate  a long  way  in  air,  al- 
though the  intensity  falls  off  fairly  rapidly  at  in- 
creasing distances  from  the  explosion.  As  in 
X-rays,  these  nuclear  radiations  are  not  easily 
absorbed,  and  fairly  thick  layers  of  materials, 
preferably  of  high  density,  are  needed  to  reduce 
their  intensity  to  harmless  proportions.  For  ex- 
ample, at  a distance  of  1 mile  from  the  burst  of 
a 1-megaton  nuclear  weapon,  an  individual 
would  probably  need  the  protection  of  about 
one  foot  of  steel  or  four  feet  of  concrete  to  be 
relatively  safe  from  the  effects  of  such  radia- 
tions. 

( d ) In  the  event  of  a high  or  moderately 
high  air  burst,  the  fission  products  remaining 
after  the  nuclear  explosion  will  be  widely  dis- 


persed in  the  upper  atmosphere.  The  residual 
nuclear  radiations  arising  from  these  products 
will  be  of  minor  consequence  on  the  ground. 
On  the  other  hand,  if  the  burst  occurs  relatively 
near  the  earth’s  surface,  the  fission  products 
become  incorporated  with  particles  of  earth. 
This  dirt  and  other  debris  will  thus  be  con- 
taminated with  radioactive  material  and  may, 
consequently,  represent  a hazard  to  living  or- 
ganisms as  they  fall  back  to  earth. 

3.  Surface  burst: 

(a)  A “surface  burst”  is  regarded  as  one 
which  occurs  either  at  the  actual  surface  of  the 
land  or  water,  or  at  any  height  above  the  surface 
such  that  the  fireball  touches  the  land  or  water. 
The  energy  of  the  explosion  will  then  cause  both 
air  blast  and  ground  (or  water)  shock,  in  vary- 
ing proportions,  depending  upon  the  height  of 
the  burst  point  above  the  surface.  Upon  this 
will  also  depend  the  amounts  of  thermal  radia- 
tion and  initial  nuclear  radiations  escaping  from 
the  fireball.  Relative  to  an  air  burst,  there  is  a 
decrease  in  thermal  radiation  and  an  increase 
in  initial  nuclear  radiations. 

(b)  The  residual  nuclear  radiation  represents 
a very  significant  hazard  because  of  the  large 
quantities  of  contaminated  debris  that  result 
from  explosion.  It  has  been  estimated  that  if 
only  5 per  cent  of  a 1 -megaton  bomb’s  energy 
is  spent  in  vaporizing  soil,  something  like  20,000 
tons  of  soil  material  will  be  added  to  the  normal 
constituents  of  the  fireball.  This  material  is 
intimately  mixed  with  the  radioactive  products 
of  the  nuclear  device  and  is  deposited  later  over 
the  ground  as  fallout.  Fallout  can  produce  cas- 
ualties over  a wide  area.  For  example,  in  the 
case  of  a powerful  thermonuclear  device  tested 
on  the  surface  at  the  Eniwetok  Proving  Grounds 
on  March  1,  1954,  the  ensuing  fallout  caused 
substantial  contamination  over  an  area  of  7,000 
square  miles.  The  contaminated  area  was  rough- 
ly cigar-shaped  extending  220  miles  downwind 
and  having  a maximum  width  of  40  miles. 
Casualties  can  of  course  be  incurred  through  the 
nuclear  radiations  emitted  from  the  radioactive 
particles  in  the  fallout.  These  radiations  consist 
of  alpha,  beta  and  gamma  rays.  The  effect  of 
alpha  rays  is  insignificant  in  producing  early 
casualties.  Beta  burns,  as  was  shown  so  dra- 
matically by  the  experience  in  the  Marshall 
Islands  in  March  1954  can  produce  casualties. 
However,  gamma  rays  are  expected  to  be  the 
most  serious  casualty  agent  of  the  fallout. 
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4.  Subsurface  burst: 

(a)  If  a nuclear  explosion  occurs  under  such 
conditions  that  its  center  is  beneath  the  ground 
or  under  the  surface  of  water,  the  situation  is 
described  as  a “subsurface  burst.” 

(b)  In  a subsurface  burst,  most  of  the  shock 
energy  of  the  explosion  appears  as  underground 
or  underwater  shock,  but  a certain  proportion, 
which  is  less  the  greater  the  depth  of  the  burst, 
escapes  and  produces  air  blast.  Depending  upon 
the  depth  of  the  explosion,  some  of  the  thermal 
and  nuclear  radiations  will  escape,  but  the  in- 
tensities will  be  less  than  for  an  air  burst.  How- 
ever, fallout  now  becomes  of  great  significance, 
since  large  quantities  of  earth  or  water  in  the 

- vicinity  of  the  explosion  will  be  contaminated 
with  radioactive  fission  products. 

5.  Although  the  three  types  of  burst  have  been 
considered  as  being  fairly  distinct,  there  is  ac- 
tually no  clear  line  of  demarcation  between 
them.  It  will  be  apparent  that  as  the  height 
of  the  explosion  is  decreased,  an  air  burst  will 
become  a surface  burst.  Similarly,  a surface 
burst  merges  into  a subsurface  explosion  at  a 
shallow  depth,  when  part  of  the  ball  of  fire 
actually  breaks  through  the  surface  of  the  land, 
or  water.  It  is  nevertheless  a matter  of  con- 
venience to  divide  nuclear  explosions  into  the 
three  general  types  I have  defined. 

III.  THE  WEAPON: 

As  you  have  read  in  the  papers  and  heard 
elsewhere,  the  weapons  available  today  bear 
about  the  same  comparison  to  the  ones  used 
on  Japan  as  the  Continental  Mark  III  does  to 
the  Model  T.  I will  use  a nominal  yield  thermo- 
nuclear weapon  as  my  first  example  — we  say 
that  20  KT  (the  Nagasaki  bomb)  represents  a 
nominal  yield  for  a fission  weapon  — my  ex- 
ample of  today’s  model  — one  of  the  thermo- 
nuclear variety  — will  yield  15  MT.  In  this  day 
of  “super-figures”  in  budgets  or  otherwise,  the 
term  “megaton”  tends  to  lose  significance.  Even 
the  statement  that  this  is  1,000  KT  or  1 million 
tons  fails  to  register  in  our  minds.  Perhaps  it 
will  help  you  to  visualize  this  weapon  if  I tell 
you  that  a 15  MT  bomb  releases  the  same  energy 
as  the  instantaneous  detonation  of  a block  of 
TNT  — 10’  x 10’  in  cross-section  and  616  miles 
long.  We  will  assume  a surface  burst  for  this 
type  tends  to  maximize  all  types  of  effects  and 
is  the  probable  choice  of  any  attacker. 


IV.  THE  TARGET: 

A.  I have  picked  the  San  Francisco  area  as 
a target  primarily  because  this  symposium  is 
being  held  here  and  many  of  you  are  familiar 
with  the  city  and  the  surrounding  area. 

B.  Description 

In  the  downtown  sections  of  San  Francisco 
and  other  Bay  area  municipalities,  a number  of 
multi-storied,  steel  frame,  earthquake  resistant 
buildings  have  been  erected.  The  type  of  struc- 
tures found  in  the  industrial  district  is  largely 
of  light,  steel  frame  construction.  A small  pro- 
portion of  dwellings  are  apartment  type  build- 
ings while  the  remainder  are  one  or  two  storied 
wooden  frame  buildings.  Along  the  waterfront 
are  docks  and  piers  which  handle  heavy  ship 
traffic. 

Two  of  the  more  prominent  man-made  struc- 
tures are  the  Bay  and  Golden  Gate  bridges. 
These  connect  San  Francisco  with  the  adjoining 
communities  of  Oakland  and  Marin  County 
across  the  San  Francisco  Bay. 

The  waters  of  the  bay,  though  reaching  depths 
of  300  feet  in  isolated  locations,  are  surprisingly 
shallow.  Over  80  per  cent  of  the  water  area 
is  eight  feet  or  less  in  depth  making  the  pos- 
sibility of  a deep  underwater  detonation  in  the 
bay  area  improbable. 

C.  Assumptions 

1.  Hits  on  Treasure  Island  — located  roughly 
in  the  geometrical  center  of  the  Bay  area  and 
because  this  target  points  results,  for  a 15  MT 
burst,  in  maximum  casualties  in  the  target  com- 
plex. 

2.  The  weapon  is  detonated  during  the  work- 
ing hours  when  the  population  of  downtown  San 
Francisco  and  Oakland  is  at  its  peak. 

3.  A 15-mph  wind  is  blowing  uniformly  from 
the  west. 

4.  The  weather  is  fair  and  the  day  is  moder- 
ately clear. 

V.  THE  RESULTS: 

A.  Limitations  of  the  analysis 

1.  A description  of  the  results  of  a nuclear 
attack  does  not  warrant  a refined  treatment 
for  a multitude  of  reasons.  For  example,  the 
effects  of  a nuclear  weapon  detonation  on  a 
target  complex  cannot  be  predicted  with  great 
accuracy  because  of  the  lack  of  knowledge  of 
the  weapon  used,  of  the  complexity  of  the  target. 
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and  of  the  actions  of  populace  before  and  after 
the  attack.  The  actual  extent  of  fire  damage 
is  somewhat  speculative.  Prediction  of  radio- 
active fallout  patterns  is  most  uncertain  and  ap- 
parently will  be  for  some  time.  Furthermore, 
I believe  that  you  will  be  more  interested  in 
the  order  of  magnitude  of  the  effects  than  of 
details.  For  these  reasons,  my  treatment  will 
be  broad  in  nature. 

2.  It  has  been  necessary  to  make  assumptions 
where  data  is  meager.  Since  many  of  the  para- 
meters involved  can  have  a wide  range  of  values 
— for  example,  wind  speed  and  direction  — some 
of  these  parameters  have  been  fixed.  When- 
ever possible,  however,  values  have  been  taken 
which  appear  to  be  realistic. 

3.  It  must  be  recognized  that  a massive  ther- 
monuclear attack  on  the  United  States  would 
probably  involve  the  delivery  of  a considerable 
number  of  weapons  in  the  Bay  area.  For  sim- 
plicity’s sake,  my  first  example  employs  but  one 
weapon. 

B.  Immediate  Effects 

1.  The  fireball  would  have  a diameter  of 
three  miles,  with  temperatures  within  it  of 
10,000  degrees  to  100,000  degrees  C for  a frac- 
tion of  a second;  all  structures  within  it  would 
be  vaporized. 

2.  A crater  would  be  formed  with  its  center 
at  the  point  of  detonation.  This  would  have  a 
diameter  of  3,000  feet,  a depth  of  200  feet,  a 
lip  height  of  50  feet  and  a lip  diameter  of  6,000 
feet. 

3.  Treasure  Island  would  cease  to  exist.  Yerba 
Buena  would  be  swept  clean  if  not  effaced,  and 
the  Bay  Bridge  would  be  partially  vaporized. 

C.  Blast  Damage 

1.  Let’s  look  first  at  the  blast  damage.  In 
describing  such  damage,  three  categories  are 
used.  For  our  purposes  they  may  be  defined 
as  follows: 

(a)  Severe:  Essentially  requires  complete  re- 
construction. 

(b)  Moderate:  Major  repairs  required  on  es- 
sential members  such  as  truesses,  columns, 
beams  and  load  carrying  walls  before  structure 
can  be  used. 

(c)  Light:  That  degree  of  damage  which 
results  in  broken  windows,  breaking  down  of 
light  interior  partitions,  cracking  of  curtain  walls. 
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2.  Damage  criteria  related  to  overpressure  — 
the  types  of  structures  found  in  the  San  Fran- 
cisco area  varies  and  the  degree  of  damage 
which  may  be  expected  for  various  values  of 
blast  overpressure  will  vary.  Using  these  values, 
three  zones  of  damage  are  evident. 

3.  The  inner  zone  will  be  one  of  complete 
destruction  and  will  extend  to  four  miles  from 
ground  zero  (at  four  miles,  — 10  psi).  If  present 
within  this  area,  even  the  strongest  metropolitan 
buildings  of  earthquake  resistant  design  would 
be  destroyed.  Ships  and  piers  would  be  moder- 
ately to  severely  damaged  by  the  blast  and,  in 
addition,  one  could  expect  a near  tidal  wave 
that  would  greatly  augment  waterfront  damage. 
You  will  note  that  with  Treasure  Island  as 
ground  zero,  most  of  the  area  of  severe  damage 
is  over  water.  However,  it  can  be  expected  that 
the  remaining  portions  of  the  Bay  Bridge,  the 
parts  that  were  not  vaporized,  would  be  com- 
pletely demolished. 

4.  In  the  intermediate  zone,  whice  will  ex- 
tend from  four  to  eight  miles  from  ground  zero, 
the  blast  overpressures  would  range  from  10 
down  to  4 psi.  Skyscrapers,  tenement  and  apart- 
ment houses,  and  industrial  type,  light  steel 
frame  buildings  would  be  severly  to  moderately 
damaged  by  the  blast.  In  some  cases,  the  build- 
ings would  tumble  down  or  the  steel  members 
would  collapse;  in  other  cases,  walls  would 
crack  and  roofs  would  fall  while  the  structure 
would  remain  upright.  Blast  resistant  structures 
would  be  only  lightly  damaged  and  bridges 
(Golden  Gate  and  San  Rafael-Bichmond)  might 
be  passable  following  some  minor  repairs. 

5.  In  the  outer  zone,  which  will  extend  from 
eight  to  12  miles  from  ground  zero,  blast  over- 
pressures will  range  from  4 to  2 psi.  Damage 
from  blast  will  be  light.  Brick  buildings  would 
escape  with  cracked  walls  and  broken  windows; 
however,  wooden  frame  buildings  will  still  suffer 
severe  structural  damage.  Beyond  12  miles,  very 
little  blast  damage  will  occur. 

D.  Thermal  Radiation  and  Fire  Damage 

1.  While  the  blast  damage  I have  described 
is  considerable,  an  even  greater  amount  of  phy- 
sical damage  would  be  caused  by  fires  resulting 
from  the  thermal  radiation  emanating  from  the 
fireball.  It  should  be  recognized  that  from  such 
a weapon  we  can  expect  a thermal  pulse  ex- 
tending over  a time  interval  of  almost  20  seconds 
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and  producing  a total  flux  of  10  calories/cm2 
at  about  14  miles  from  the  detonation  and  even 
four  calories/cm2  at  22  miles. 

2.  Laboratory  and  field  tests  have  shown  that 
certain  materials  found  in  cities  are  highly  sus- 
ceptible to  ignition  from  such  thermal  radiation. 
These  materials  include  old  newspapers,  dried 
grass,  mops,  draperies  and  curtains  hanging  in 
windows,  rotted  wood,  etc.  These  materials  may 
ignite  at  thermal  energies  as  low  as  four  cal/cm2 
and  are  almost  certain  to  ignite  at  10.  Such 
kindling  fuels  are  extremely  abundant  in  all 
American  cities  and,  in  the  event  of  a nuclear 
attack,  they  would  be  the  points  of  ignition 
from  which  larger  fires  would  develop. 

3.  That  these  are  not  just  theories  can  be 
proved  from  Hiroshima  experience.  There,  pri- 
mary ignitions  occurred  7,000  feet  from  the 
detonation  where  the  thermal  energy  was  of 
the  order  of  five  cal/cm2.  One  might  argue 
that  Hiroshima  was  more  susceptible  to  such 
primary  ignitions  than  American  cities  would  be, 
but  we  doubt  this  to  be  the  case.  For  substantia- 
tion, I refer  you  to  your  own  home  and  back 
yard. 

4.  In  any  event,  it  is  highly  unlikely  that  sur- 
viving fire  departments  could  extinguish  the 
many  burning  ignition  points  within  the  city, 
both  inside  and  outside  buildings,  even  assuming 
they  could  reach  them.  Nor  is  it  likely  that  the 
city’s  inhabitants  could  do  so  during  the  period 
of  confusion. 

5.  As  a catastrophic  aftermath  of  these  many 
individual  fires,  we  can  confidently  expect  a 
firestorm.  This  is  borne  out  by  experience  at 
Hiroshima  and  by  the  results  of  conventional 
air  raids  during  World  War  II  on  such  towns 
as  Hamburg  and  Tokyo.  With  the  inability  to 
extinguish  the  individual  fires,  they  will  rapidly 
coalesce  and  a firestorm  will  ensue.  At  the  center 
of  this  firestorm  a thermal  column  will  form 
to  vent  the  hot  gases.  In  the  Hamburg  firestorm, 
following  an  incendiary  bomb  attack,  the  cen- 
tral column  was  more  than  2Vz  miles  high  and 
IV2  miles  in  diameter.  The  rapid  venting  of  hot 
and  burning  gases  caused  an  inrush  of  new  air 
at  the  base  of  the  column,  resulting  in  a fire 
wind  that  reached  gale-like  proportions  as  it 
headed  toward  the  fire  center.  In  this  fire  wind 
area,  trees  of  three  feet  in  diameter  were  up- 
rooted. The  time  sequence  was  rapid.  Twenty 
minutes  after  the  bombs  were  dropped  on  Ham- 


burg, the  fires  had  coalesced  to  form  a firestorm. 
Three  hours  later  it  had  already  subsided  as 
the  fuel  became  consumed.  Again  at  Hiroshima, 
the  time  between  bomb  detonation  and  the 
peak  of  the  fire  ran  about  20  minutes. 

6.  In  view  of  the  large  areas  involved,  our 
probable  inability  to  do  much  about  it  and  the 
shortness  of  time,  it  is  considered  that  a major 
portion  of  the  Bay  area  would  be  consumed 
by  flames. 

E.  Fallout 

1.  I am  not  going  to  spend  any  time  on  figures 
regarding  immediate  ionizing  radiation  coming 
from  this  hypothetical  detonation.  Suffice  it  to 
say  that  the  area  involved  is  within  the  15  mile 
radius  where  blast  and  fire  are  going  to  be 
the  major  problems  confronting  the  populace. 

2.  Fallout  — the  tens  of  thousands  of  tons 
of  radioactively  contaminated  soil  lifted  out  of 
the  crater  made  by  the  weapon  — is  another 
problem.  We  could  expect  this  material  to  be 
deposited  over  a wide  area  which  would  extend 
in  the  downwind  direction  to  300  miles  or  more 
in  a pattern  over  100  miles  wide. 

3.  In  charts,  the  dose  rate  contours  indicate 
the  intensity  of  the  radiation  field  in  r/hr  at 
one  hour  after  detonation.  This  is  a convention 
used  in  this  type  of  work.  You  must  remember 
that  in  most  of  the  area,  fallout  will  not  arrive 
until  much  later.  With  our  assumed  15  mph 
wind,  fallout  arrival  in  the  vicinity  of  Stockton, 
for  example,  will  not  be  until  about  four  hours 
after  the  burst.  In  computing  the  radiation  dose 
that  people  would  get  at  any  given  location  in 
the  area,  a number  of  things  must  be  considered: 
(a)  Time  of  arrival  of  fallout,  (b)  Intensity 
at  that  time,  (c)  Protective  measures  they  take, 
such  as,  (1)  Shelter,  (2)  Escape  — direction 
and  rate  of  travel,  (3)  Combination  of  the  two. 

4.  Based  again  on  a set  of  assumptions  such 
as  travel  at  right  angles  to  the  major  axis  of 
the  fallout  pattern,  a rate  of  travel  of  two  miles 
per  hour  (takes  into  account  warning,  trail ie 
jams,  etc.)  is  assumed  for  evacuation  beginning 
at  the  time  of  arrival  of  fallout,  etc.,  The  dose 
that  would  be  accumulated  by  a person  starting 
his  escape  at  any  point  in  the  fallout  area  and 
escaping  as  described  would  be  about  600  r. 
The  areas  covered  by  a lethal  dose  are  appalling, 
measuring  as  they  do  almost  2,500  square  miles. 
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VI.  ALTERNATE  ATTACK  ON  BAY  AREA: 

A.  I should  point  out  again  that  this  example 
of  a single  15-MT  weapon  was  chosen  for  its 
simplicity  in  presentation.  However,  its  use  in 
an  attack  on  the  San  Francisco  Bay  area  is 
somewhat  inefficient.  Most  of  its  power  is  wasted 
over  the  water  areas  separating  the  two  main 
centers  of  population  and  concentrated  activity. 
Two  1-MT  thermonuclear  weapons,  one  deto- 
nated over  San  Francisco  and  the  other  over 
Oakland,  would  cause  about  as  much  destruc- 
tion as  the  single  15-MT  weapon. 

You  should  appreciate,  too,  that  weapons  of 
this  yield  range  can  be  delivered  either  by 
missile  or  by  relatively  small  aircraft.  Both  San 
Francisco  and  Oakland  per  se  would  cease 
to  exist. 
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B.  The  fallout  from  these  weapons  would 
compare  roughly  with  that  from  the  single 
larger  one. 

VII.  CONCLUSION: 

The  results  of  a thermonuclear  attack  on  any 
city  in  this  or  any  other  country  would  be,  as 
you  can  see,  rather  appalling  ones.  Even  one 
such  attack  as  I have  described  would  severely 
tax  the  capabilities  of  a large  area  surrounding 
the  target  both  as  to  facilities  and  personnel. 
An  all-out  attack  on  the  country  could  well 
result  in  a paralysis  from  which  recovery  would 
be  measured  in  months  or  years.  My  description 
has,  of  course,  been  confined  to  effects  and  phy- 
sical damage. 
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CONTACT  DERMATITIS  FROM  CASHEW  NUT  SHELL  NOVELTIES 

By  Donald  J.  McNairy,  M.D. 

Phoenix,  Ariz. 


I N THE  PAST  few  years,  souveniers  and  nov- 
elties from  tropical  countries  have  been  imported 
in  increasing  numbers.  One  of  the  more  recent 
to  catch  the  public  fancy  is  the  Haitian  Voodoo 
Doll.  This  bar  accessory  consists  of  a cashew 
nut  shell  head,  roughly  hand  carved,  dressed 
and  mounted  upon  a wooden  stirring  rod.  These 
engaging  little  figures  have  been  supplied  at  dis- 
criminating bars  as  beverage  “swizzle  sticks” 
and,  because  they  are  unusually  attractive  novel- 
ties, not  infrequently  became  toys  fondled  by 
small  children. 

The  purpose  of  this  paper  is  to  report  three 
cases  of  severe  contact  dermatitis  venenata  reac- 
tions occurring  in  laboratory  workers  who  were 
requested  to  test  Voodoo  Doll  swizzle  sticks  by 
a distributor  of  these  items  in  order  to  deter- 
mine whether  his  stock  in  trade  was  to  remain 
marketable  or  whether  it  must  be  confiscated 
as  recommended  by  the  U.  S.  Public  Health  au- 
thorities. It  should  also  alert  all  physicians  to  the 
possibility  that  unknown  numbers  of  these  fre- 
quently sensitizing  wooden  articles  may  be  at 
large  and  will,  no  doubt,  from  time  to  time  be 
responsible  for  acute  dermatitis  of  the  hands, 
arms  and  face. 

CASE  REPORTS: 

On  Nov.  26,  1958,  the  Arizona  State  Depart- 
ment of  Health  received  a request  to  determine 
the  possible  toxicity  reactions  from  contacting 
imported  Haitian  Voodoo  Doll  swizzle  sticks. 
Accordingly,  two  of  the  laboratory  workers 
crushed  the  cashew  nut  shell  heads,  extracted 
the  oil  contained  in  the  material  and  innocula- 
ted  the  skin  of  laboratory  animals.  During  this 
procedure,  shell  fragments  and  materials  scat- 
tered extensively,  settling  on  desk  and  counter 
tops.  A file  clerk,  entering  the  laboratory  at  that 
time,  recalls  resting  her  forearms  on  the  counter 
surface.  Within  30  minutes,  she  noted  burning 
and  pruritis  of  the  ventral  right  forearm.  The 
latter  was  relieved  partially  for  several  days  with 
calamine  lotion,  then  became  acutely  vesicular. 
When  examined  on  Dec.  8,  1958,  an  irregular 
bullous  eruption  with  considerable  associated 
erythema  and  edema  involved  an  area  roughly 


10  cm.  in  diameter  in  this  location.  There  was 
temporary  improvement  on  a program  which  in- 
cluded cool  aluminum  acetate  compresses,  a 
shake  lotion  and  parenteral  antihistamines.  Four 
days  later,  the  vesiculation  and  eczematoid  fea- 
tures became  more  acute,  and  an  erythematous, 
macular  to  confluent  dermatitis  with  edema  and 
pruritis  appeared  on  the  face,  neck  and  chest. 
The  patient  became  extremely  apprehensive. 
Work  was  discontinued,  bed  rest  ordered,  and 
systemic  corticosteroid  therapy  administered. 
With  this  program,  the  acute  features  were  con- 
trolled, and  conditions  gradually  returned  to 
normal  over  a six-week  period. 

The  two  laboratory  workers  developed  simi- 
lar ventral  forearm  dermatitis  within  several 
hours  of  contacting  the  sensitizing  materials.  In 
one,  the  usual  local  therapy  was  curative  in 
three  weeks  time  without  loss  of  work.  The  other 
had  developed  extensive  vesiculation  and  edema 
of  the  forearms  and  generalized  autoeczematiza- 
tion  when  first  examined.  This  required  large 
doses  of  corticosteroids  and  supportive  bed  rest 
with  local  cutaneous  therapy  for  two  weeks,  then 
a similar  period  of  gradual  reduction  in  steroids 
and  activation  to  a normal  work  schedule.  This 
individual  was  extremely  apprehensive  and  re- 
quired considerable  reassurance  during  the  ther- 
apy regime. 

In  two  cases  there  was  a past  history  of  sensi- 
tization to  poison  ivy  or  poison  oak.  The  third 
patient  is  native  to  Arizona.  She  does  not  recall 
having  had  acute  dermatitis  previously,  although 
not  certain  of  early  childhood. 

DISCUSSION  AND  COMMENT . 

The  cashew  tree  is  extensively  cultivated  in 
Brazil,  India  and  many  tropical  countries.  ( 1,  2) 
The  kernel,  which  is  nonsensitizing,  is  a com- 
mon edible  food.  The  shell  contains  approxi- 
mately 35  per  cent  oil,  a valuable  material  uti- 
lized in  the  manufacture  of  varnishes,  floor  tile's, 
brake  linings,  cements  and  main  other  products. 
(3,4)  Since  the  cashew  tree  is  botanically  re- 
lated to  poison  ivy  (Rhus  radicans),  poison  oak 
(Rhus  toxicodendron)  and  other  dermatitis-pro- 
ducing plants,  it  possesses  similar  sensitizing 
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properties.  Individuals  contact-sensitive  to  any 
one  of  the  group  will  be  allergic  to  the  rest,  since 
there  is  a common  presence  of  phenols  with  15 
carbon  side  chains  in  all,(5)  and  these  phenolic 
constituents  have  been  identified  as  the  aller- 
genic constituents  of  the  plant  group.  Cashew 
nut  shell  oil  contains  this  allergen.  In  addition, 
it  is  a strong  primary  irritant  when  patch  tested 
in  undiluted  form. 

We  wish  to  call  attention  to  the  fact  that  in 
two  of  these  three  cases,  the  allergic  dermatitis 
assumed  violent  proportions  with  marked  vesic- 
ular to  bullous  reaction,  edema  and  autosensiti- 
zation features.  Worry,  “fear  of  the  unknown,” 
superstition  regarding  Voodoo  characteristics, 
may  have  contributed  psychosomatic  elements. 
It  is  to  be  noted  that  in  one  individual,  disturb- 
ing dreams  culminated  in  her  being  taken  to  a 
hospital  emergency  room  at  2 a.  m.  in  a state  of 
panic,  expressing  fear  that  she  was  about  to  die. 
All  three  patients  displayed  marked  apprehen- 
sion at  the  height  of  the  cutaneous  inflammatory 
stage  of  their  dermatitis. 

Present  reports  from  the  U.  S.  Public  Health 
Service(6)  indicate  that  while  many  of  these 
novelties  may  be  as  yet  distributed  among  the 
population  at  large,  all  available  sources  of  sup- 
ply are  being  eliminated  in  this  country  and  at 
their  source  by  the  Haitian  Public  Health  Serv- 


ice as  rapidly  as  possible. 

A recent  article  by  Orris (7)  describes  a simi- 
lar acute  dermatitis  in  four  boys  who  received 
toy  burros,  made  from  cashew  nut  shells,  brought 
back  from  Puerto  Rico  as  gifts  by  one  of  them. 
Thus,  it  is  possible  that  cashew  nut  shell  novel- 
ties may  be  seen  in  a variety  of  forms  in  this  and 
other  countries  in  the  future. 


SUMMARY: 


Three  cases  of  acute  contact  dermatitis  from 
cashew  nut  shell  oil  are  presented.  The  source  of 
contact  is  a common  novelty  import  — a Haitian 
Voodoo  Doll  mounted  upon  a stirring  rod  for 
drinks.  An  index  of  sensitization  similar  to  that 
of  poison  ivy  or  poison  oak  can  be  anticipated. 

Since  large  numbers  of  these  items  have  been 
distributed  in  this  country,  additional  instances 
of  dermatitis  venenata  can  be  anticipated  in  the 
future. 
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THE  HOLISTIC  APPROACH  TO  PERIPHERAL 
VASCULAR  DISEASES* 

J.  Cuthbert  Owens,  M.D. 

University  of  Colorado  School  of  Medicine 


The  most  important  aspect  of  the  treatment 
of  peripheral  vascular  diseases  is  the  apprecia- 
tion of  the  findings  at  complete  examination  of 
the  arterial,  venous,  lymphatic  and  nerologic  sys- 
tems, which  are  so  frequently  interrelated  ana- 
tomically, physiologically  and  pathologically. 
Early  recognition  of  these  germane  changes  and 
the  establishment  of  a proper  diagnosis  are 
essential  for  specific  therapy,  although  sympto- 
matic treatment  may  be  the  only  relief  for  many 
patients. 

Almost  as  important  is  recognition  of  allied 
and  associated  diseases  which  cause  or  con- 
tribute to  the  vascular  problem.  By  such  holis- 
tic therapy,  patients  can  obtain  alleviation  not 
only  of  their  presenting  complaints  but  also  of 
their  underlying  disorders. 

PERIPHERAL  ARTERIAL  OCCLUSIONS 

Arteriosclerosis  obliterans,  arteritis  and  acute 
peripheral  arterial  occlusion  due  to  embolism, 
thrombosis  or  trauma,  are  the  three  most  com- 
mon disorders  in  this  group.  Vasospasm  may  be 
superimposed  on  any  of  these  conditions,  or 
may  be  a separate  entity. 

ARTERIOSCLEROSIS  OBLITERANS  is  the 

most  frequent  of  all  peripheral  vascular  diseases. 
Symptoms  are  most  often  manifested  in  the  lower 
extremity,  but  are  brought  into  a broader  thera- 
peutic perspective  by  such  conditions  as  tran- 
sient hemianopsia,  aphasia,  and  other  manifes- 
tations of  partial,  extra  cranial  carotid  artery  oc- 
clusions; intermittent  abdominal  angina,  with 
superior  mesenteric  artery  narrowing;  and  hyp- 
pertension  or  urinary  changes  resulting  in  oc- 
clusions of  the  renal  artery.  The  histopatholo- 
gical  picture  may  vary,  but  for  general  con- 
sideration, we  divide  these  changes  into  seg- 
mental, for  which  treatment  is  chiefly  surgical, 
and  diffuse  small-vessel  or  large-vessel  arterios- 
clerosis, for  which  treatment  is  chiefly  medical. 


°9th  Annual  Post  Graduate  Medical  & Surgical  Conference!, 
Pioneer  Memorial  Hospffial,  Raleigh,  Calif. 


Lower  Extermity 
Medical  Treatment 

1.  Education.  Each  patient  is  given  a detail- 
ed instruction  sheet  which  explains  the  nature 
of  the  disease  and  the  manner  whereby  he  can 
protect  his  feet;  this  material  is  repeatedly  dis- 
cussed with  him.  Prophylaxis  is  stressed,  since 
most  foot  lesions  originate  in  minor  injuries 
and  are  preventable. 

2.  Foot  Care.  The  statement  “Don’t  put  any- 
thing on  your  foot  you  wouldn’t  put  in  your  eye!” 
is  qualified  by  advising  mild  soap  and  water 
daily  ( “If  you  wash  your  face,  wash  your  feet” ) , 
alcohol  and  talcum  in  the  morning,  and  lanolin 
or  Aquaphor  at  bedtime  to  avoid  dryness  or 
cracking.  Cutting  of  toenails,  calluses  or  corns 
should  be  done  by  the  physician  or  a responsible 
podiartrist  at  indicated  regular  intervals.  The 
patient  should  be  warned  of  the  dangers  in- 
herent in  loss  of  sensation  with  or  without  foot 
drop.  Proper  shoes,  preferably  leather  with  hard 
toe  and  heel,  are  prescribed,  to  be  worn  with 
soft  wool  socks;  at  each  visit  footwear  is  care- 
fully checked,  and  the  patient  is  constantly 
warned  of  possible  trauma  from  shoes  or  socks. 

3.  Diabetes.  Each  patient  is  checked  for  dia- 
betes by  a routine  urinalysis,  a fasting  blood 
sugar  determination  and  possibly  a glucose-  tol- 
erance test.  The  physician  should  be  certain  of 
diabetic  control. 

4.  Weight  Reduction.  Strongly  advised  for 
the  obese  patient. 

5.  Tobacco.  Abstinence  is  highly  desirable; 
however,  if  this  is  difficult  despite  good  doctor- 
patient  relationship,  it  is  no  longer  mentioned. 

6.  Buerger s Exercises  are  demonstrated,  and 
the  patient  is  ordered  to  repeat  these  at  least 
six  times  during  each  of  three  periods  a day. 

7.  Pain  may  be  of  four  types: 

(a)  Night  cramps  are  relieved  or  prevented 
by  quinine  sulfate  5 grains  or  Benadryl  50  mg., 
orally  before  bedtime. 

(b)  Intermittent  claudication,  a classic  sign 
of  muscle  ischemia,  should  be  dilferentiated  as 
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to  location  in  foot,  calf,  thigh  or  buttocks;  the 
site  of  the  pain  will  locate  the  site  of  the  par- 
tial or  complete  occlusion  as  proximal  to  the 
claudication  area,  except  in  diffuse  small-ves- 
sel occlusion.  The  patient  is  encouraged  to 
walk  greater  distances,  stopping  when  pain  oc- 
curs and  then  continuing.  Such  exercise  in- 
creases the  distance  before  claudication  occurs 
and  assists  the  patient  in  adjusting  to  his  condi- 
tion. Raising  the  heels  of  the  shoes  reduces  the 
demand  on  the  calf  muscles  and  gives  relief. 
Many  of  these  patients,  especially  in  the  younger 
group,  are  excellent  candidates  for  arterial  sur- 
gery, particularly  when  other  symptoms  or  signs 
of  arterial  insufficiency  are  minimal  or  lacking. 

(c)  Superficial  foot  pain  (causalgic)  is  vari- 
able in  description  and  location  on  the  foot  or 
ankle,  but  can  be  best  characterized  as  a super- 
ficial burning  pain  with  hyperesthesia,  sometimes 
severe  enough  to  be  disabling.  It  is  easily  iden- 
tified and  readily  relieved  temporarily,  or  in 
some  patients  permanently,  by  intra-arterial 
Priscoline  10  to  20  mg.  into  the  femoral  artery. 
Priscoline  injection  is  also  an  excellent  means 
of  estimating  the  progress  of  an  ischemic  foot; 
if  pinking  occurs,  the  outlook  is  good.  Oral 
sympatholytic  drugs  such  as  Priscoline  50  mg. 
3 to  5 times  daily,  Hydergine  0.5  to  1 mg.  sub- 
lingually 4 to  6 times  a day,  Ilidar  25  to  100 
mg.  3 times  a day,  or  Arlidin  6 to  12  mg.  3 times 
a day  are  also  beneficial.  Causalgic  pain  re- 
sponds very  favorably  to  paravertebral  procaine 
lumbar  sympathetic  nerve  injection  or  lumbar 
sympathectomy  in  patients  with  recent  trauma, 
infection  or  ischemic  ulcers.  Gratifying  sympto- 
matic response  is  frequently  erroneously  at- 
tributed to  increased  circulation. 

(d)  Ischemic  neuritis,  a disabling  deep  foot 
or  leg  pain  frequently  requiring  hospitalization, 
is  probably  the  most  difficult  to  treat.  Rest  and 
sedation  often  bring  relief.  When  edema  is 
present,  any  focus  of  infection  is  cleared  by 
heavy  antibiotics  parenterally  and  moist  saline 
soaks  plus  elevation  with  foot  movements;  this 
is  the  only  indication  for  elevation  of  an  ische- 
mic leg.  Relief  frequently  follows  subsidence 
of  the  edema.  If  the  patient  insists  on  hanging 
the  extremities  over  the  side  of  the  bed,  con- 
tinuous epidural  anesthesia  may  be  undertaken 
for  24  hours,  or  injection  of  the  involved  peri- 
pheral nerve  with  1 per  cent  procaine  until  the 
edema  subsides.  Seldom  is  amputation  re- 
quired; necessity  is  indicated  by  a viable  but 


non-functioning  extremity. 

8.  Vasodilatation.  Contrast  baths  are  seldom 
advised,  because  so  many  patients  have  de- 
creased sensation  on  the  feet;  the  benefit  of  this 
treatment  does  not  outweigh  its  danger.  Heat 
to  the  trunk  or  uninvolved  extremities  may  be 
beneficial.  Electric  blankets  or  warm  rooms 
(80  to  85°F.)  are  advised.  Alcohol  by  mouth, 
1 to  2 ounces  3 times  a day,  is  suggested  for  its 
mild  sedative  effect  and  vasodilatation,  but  cau- 
tion accompanies  the  prescription.  Oral  vaso- 
dilators are  occasionally  given  a 2-week  trial  to 
relieve  possible  vasospasm;  varying  responses 
may  be  reported  with  these  drugs,  so  that  a 
combination  has  infrequently  been  prescribed. 

9.  Bed  Elevation.  Raising  the  head  of  the 
bed  4 to  6 inches  with  blocks  during  sleep  and 
rest  periods  assists  circulation  by  means  of 
gravity. 

10.  Foot  Cradles  or  Foot  Boards.  Cradles  are 
not  used,  either  with  or  without  heat.  Danger  of 
striking  a limb  against  the  cradle  is  too  great, 
and  extremes  of  temperature  are  contraindicated. 
Foot  boards  are  necessary,  especially  when  the 
head  of  the  bed  is  elevated,  and  serve  the  pur- 
pose of  keeping  the  covers  off  the  feet. 

11.  Nutrition.  Basic  concepts  regarding  faulty 
food  habits  are  checked,  and  supplementary  vita- 
mins are  prescribed  if  necessary.  A low  animal 
fat  diet,  not  exceeding  60  grams  per  day,  or 
substitution  of  vegetable  fats,  is  encouraged  for 
all  patients  with  arteriosclerosis  obliterans. 

12.  Infection.  Any  infection  on  an  ischemic 
foot  is  so  serious  a complication  that  the  patient 
is  considered  for  admission  to  the  hospital.  Prog- 
ressive damage  leads  to  gangrene  unless  it  is 
handled  with  the  utmost  precise  care.  Warm 
inflammation  has  a good  prognosis,  cold  inflam- 
mation a poor  one.  Fungicidal  agents  are  used 
initially  on  ulcerations  to  assist  later  antibiotic 
therapy;  we  advise  potassium  permanganate 
solution  1:10,000,  3 times  a day.  Edema  may  be 
reduced  by  elevation  — the  only  indication  for 
elevating  an  ischemic  leg.  Moist  wounds  are 
kept  moist  with  bland  solutions  at  body  tem- 
perature, and  the  surrounding  skin  is  lubricated 
once  or  twice  daily  with  lanolin  to  prevent 
maceration.  Any  ointment  applied  should  be 
bland  (neomycin,  bacitracin).  Dry  gangrene 
and  ulceration  are  kept  dry.  Procaine  penicil- 
lin 600,000  units  is  given  intramuscularly  twice 
daily,  or  other  antibiotics  in  massive  dosage 
parenterally. 
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For  the  resistant  ulcer,  intra-arterial  histamine, 
2.75  mg.  of  histamine  diphosphate  in  250  cc. 
of  5 per  cent  glucose  and  saline  for  6 days,  has 
been  successful.  Antibiotics  against  organisms 
susceptible  on  culture  may  be  aded  to  this  solu- 
tion. Sympathectomy  is  performed  when  indi- 
cated. 

Surgical  Treatment.  Four  surgical  procedures 
should  be  considered,  according  to  physical  find- 
ings: 

1.  Sympathectomy.  Lumbar  sympathectomy 
is  a safe  and  relatively  simple  procedure  to 
abolish  vasospasm  and  to  aid  in  the  develop- 
ment of  collateral  circulation.  Much  can  be  done 
to  delay  sympathectomy,  and  seldom  is  it  per- 
formed without  clinical  determination  of  possible 
results.  The  only  reliable  methods  of  predict- 
ing benefits  from  sympathectomy  are  chemical 
sympathetic  denervation  with  an  intra-arterial 
vasodilator  (Priscoline  10  to  20  mg.)  or  1 per 
cent  procaine  paravertebral  sympathetic  block. 
If  one  of  these  procedures  brings  a marked 

j increase  of  warmth  and  circulation,  especially 
! with  temporary  return  of  pulses  to  the  foot,  the 
patient  should  instead  be  considered  for  direct 
surgical  approach  to  the  artery  for  relief  of  the 
occlusion.  Indications  for  sympathectomy  are 

(1)  evidence  of  sympathetic  overactivity  such 
as  arterial  spasm  with  peripheral  foot  pulses 
varying  from  day  to  day,  coolness  of  the  foot, 
increased  sweating  of  the  foot  and  superficial 
pain  with  hyperesthesia  of  burning  nature,  and 

(2)  ischemic  ulcers  slow  in  healing  with  ad- 
I vanced  age  and  diffuse  small  vessel  involve- 
i ment.  Sympathectomy  is  almost  always  con- 
traindicated in  patients  with  dependent  rubor 
or  more  marked  ischemic  changes.  Emergency 
sympathectomy  is  rarely,  if  ever,  performed. 
Prophylactic  sympathectomy  has  little  justifica- 
tion. 

2.  Arterial  Surgery.  Arteriograms  or  trans- 
lumbar  aortograms  with  35  to  50  per  cent  Uro- 
kon  may  be  necessary  for  additional  interpre- 
tation. Indications  for  these  procedures  must 
outweigh  possible  complications. 

In  general,  three  types  of  operations  are  avail- 
able in  partial  or  complete  segmental  occlusion: 
(a)  thromboendarterectomy,  dissecting  out  the 
involved  intima  and  obliterative  segment  and 
suturing  the  wall;  (b)  excision  of  the  affected 
segment  and  replacement  with  a venous  auto- 
graft, arterial  homograft,  or  synthetic  prothesis; 
or  (c)  by-pass  operation,  an  arterial  homograft 


or  synthetic  prosthesis  being  sutured  above  and 
below  the  vascular  occlusion. 

Results  of  these  procedures  depend  on  the 
judgment  and  technical  ability  of  the  surgeon, 
plus  the  assurance  of  a patent  vessel  distally. 
Routinely,  unless  contraindicated,  any  patient 
who  has  developed  his  occlusion  due  to  acute 
or  chronic  thrombosis  and  is  considered  liable 
to  thrombosis  of  other  arteries  is  placed  on 
long-standing  anticoagulant  therapy. 

3.  Incision  and  Drainage.  Exen  the  most  min- 
imal area  of  pocketed  infection  is  gently  un- 
roofed for  proper  drainage.  Deep  abscesses  are 
incised  and  drained,  and  all  necrotic  tissue  is 
debrided,  especially  in  diabetics.  If  underly- 
ing infection  is  present,  the  eschar  is  softened 
with  bland  ointment  and  then  excised.  Occa- 
sionally a sympathetic  denervation  is  indicated; 
otherwise  there  is  no  immediacy  in  therapy 
except  to  prevent  progression,  unless  amputa- 
tion is  deemed  advisable.  Enzymatic  debride- 
ment of  necrotic  ulcers  with  Tryptar  powder  or 
ointment,  or  Varidase  solution  or  jelly,  3 times 
a day,  followed  by  daily  mechanical  debride- 
ment, is  beneficial.  Anti-inflammatory  agents 
orally  or  intramuscularly  have  shown  some  ad- 
vantage in  resistant  cold  inflammation  in  obtain- 
ing subsidence  of  swelling  and  redness.  Super- 
ficial gangrene  or  osteomyelitis  may  necessitate 
debridement  to  determine  whether  the  extrem- 
ity can  be  saved  from  amputation. 

4.  Amputation.  The  use  of  intra-arterial  Pris- 
coline or  histamine  may  assist  in  therapy  and 
also  in  prognosis.  If  pinking  of  the  foot  and 
toes  occurs,  conservative  therapy  is  continued; 
if,  on  two  separate  injections,  pinking  progresses 
only  to  just  below  the  knee,  amputation  is  un- 
dertaken as  soon  as  possible  to  avoid  a long 
hospitalization  in  the  attempt  to  save  a leg  al- 
ready lost.  The  present  trend  is  toward  amputa- 
tion at  a lower  point,  preferably  midleg  or  trans- 
metatarsal, because  of  lower  mortality  rate, 
preservation  of  the  knee  joint  with  better  pros- 
pect of  rehabilitation,  and  minimal  or  absent 
stump  pain.  Types  are  single  or  multiple  toe, 
transmetatarsal,  supramalleolar  (palliative  in 
poor-risk  patients,  with  a possible  higher  ampu- 
tation later),  midleg  and  thigh.  In  all  above- 
the-knee  amputations,  a superficial  femoral  vein 
ligation  is  performed  on  the  amputated  side. 

Carotid  Artery.  Any  patient  with  central  ner- 
vous system  symptoms  and  signs  should  be  ova- 
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luated  as  to  extracranial  carotid  pulsations,  as 
in  the  other  peripheral  arteries.  Embolus  or 
thrombus  formation  in  cervical  carotid  arteries 
may  be  present  not  only  in  strokes,  but  also  in 
patients  presenting  aphasia,  extremity  sensory 
disturbances,  hemiparesis,  monocular  blindness 
and  hemianopsias.  All  of  these  may  be  of 
transient  nature. 

Possible  surgical  procedures  are  thromboen- 
darterectomy,  resection  and  reanastomosis,  or 
resection  and  grafting.  As  with  the  extremities, 
long-standing  anticoagulant  therapy  should  be 
considered,  whether  or  not  definitive  arterial 
surgery  is  performed,  to  reduce  the  occurrence 
of  additional  thrombosis  later. 

Superior  Mesenteric  Artery 

Mesenteric  Vascular  Occlusion  may  be  either 
arterial  or  venous  or  both;  differentiation  and 
diagnosis  may  be  difficult.  Arterial  occlusion 
presents  a pale-appearing  bowel,  while  venous 
occlusion  presents  an  engorged,  bluish,  edemat- 
ous bowel.  No  matter  which  side  occludes  first, 
ultimately  both  are  occluded.  Spasm  in  a prop- 
agating thrombus  should  be  considered,  as  in 
the  extremities.  Partial  ischema  to  the  bowel 
due  to  arteriosclerosis  of  the  superior  mesenteric 
artery  resulting  in  intermittent  abdominal  pain 
is  more  difficult  to  diagnose.  Pain  after  meals 
and  positional  relief  are  the  characteristic  symp- 
toms; constipation  and  or  diarrhea  with  blood 
in  the  stools  may  be  the  presenting  sign.  Abdom- 
inal exploration  may  be  rewarding.  Correction  of 
such  an  occlusion  by  arterial  surgery  is  a prom- 
ising procedure  requiring  further  clinical  in- 
vestigation, not  only  to  relieve  the  complaints, 
but  also  possible  to  prevent  later  bowel  necrosis. 

Renal  Artery.  Renewed  interest  in  the  investi- 
gation of  renal  origin  of  hyptertension  has  re- 
sulted from  findings  in  widespread  studies  of 
lower  extremity  arterial  occlusion.  Aortography 
and  physical  examination  have  occasionally  re- 
vealed either  partial  occlusion  of  the  renal  ar- 
tery or  ascending  thrombosis  of  the  abdominal 
aorta  following  Leriche  syndrome.  Patients  with 
unexplained  hypertension,  particularly  in  the 
age  group  before  25  and  after  50  years  of  age, 
should  be  investigated  for  possible  renal  artery 
occlusion.  Treatment  requires  increasing  the 
blood  supply  to  the  kidney  by  definitive  arterial 
surgery,  nephrectomy  to  reduce  hypertension, 
or  continued  anticoagulant  therapy  to  prevent 
propagation  of  any  thrombosis. 


ARTERITIS 

Arteritis  includes  a group  of  inflammatory  dis- 
eases of  the  arteries  which  are  difficult  to  clas- 
sify, and  as  a group  are  more  common  than  is 
generally  realized.  These  may  be  associated 
with  various  underlying  diseases,  such  as  the 
collagenous  group,  or  with  allergies  to  toxins, 
proteins,  antigens,  and  even  some  medications 
Any  area  of  the  body  may  be  involved  with 
protean  findings.  The  inflammation  is  usually 
localized  to  small  or  medium-sized  vessels.  Mus- 
cle biopsy  including  a small  artery  is  frequently 
necessary  for  diagnosis,  except  when  arteritis 
is  localized  to  major  arteries. 

Treatment  for  generalized  arteritis  is  basically 
symptomatic,  and  is  directed  to  the  removal  of 
the  sensitizing  factors.  In  acute  episodes,  Cor- 
tisone 200  to  300  mgm.  daily,  Prednisone  40 
to  50  mgm.  daily  is  given  until  symptomatic  re- 
lief is  obtained,  then  the  dosage  is  decreased 
until  maintenance  is  established.  Temporal  and 
cranial  arteritis,  although  localized,  should  re- 
ceive similar  corticoid  therapy  early,  lest  blind- 
ness ensue.  Biopsy  of  the  temporal  artery  brings 
diagnosis  and  sympomatic  relief. 

In  the  extremities,  prophylaxis  and  attention 
to  possible  arterial  occlusion  may  be  required. 
Sympathetic  denervation  is  occasionally  advised, 
to  protect  against  symptomatic  complaints  and 
arteriospasm.  Further  treatment  should  be  di- 
rected toward  the  system  most  involved.  Some 
patients  may  require  anticoagulants  in  the  form 
of  coumarin  drugs  for  long-term  relief. 

A second  group,  localized  arteritis,  includes 
those  due  to  anatomical  factors  or  direct  trau- 
ma, such  as  crutch  arteritis,  adductor-canal  ar- 
teritis or  thrombosis,  or  pressure  of  a cervical 
rib  resulting  in  arteritis  or  thrombosis.  Takay- 
usu’s  syndrome,  “the  pulseless  disease”  a process 
of  chronic  arteritis  obliterans  involving  the  ar- 
teries which  arise  from  the  aortic  arch,  should 
be  included  in  this  group,  although  its  cause  is 
unkown.  Treatment  consists  of  removal  of  ana- 
tomical causes  of  trauma  and  definite  surgical 
therapy. 

A third  type  of  arteritis,  thromboangiitis  ob- 
literans, may  be  either  local  or  generalized  in  its 
manifestations.  It  is  recorded  less  frequently 
today,  probably  because  of  our  better  under- 
standing of  the  diagnosis  of  arterial  disease.  We 
believe  that  this  complaint  is  a thrombotic  com- 
plication of  arteritis. 
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ACUTE  PERIPHERAL  ARTERIAL 
OCCLUSIONS 

Acute  peripheral  arterial  occlusions  are  emer- 
gencies in  medicine  and  surgery  which  demand 
early  and  accurate  diagnosis,  followed  by  prompt 
treatment.  Signs  and  symptoms  depend  on  the 
site  of  the  occlusion,  the  extent  of  the  occlu- 
sion, the  propagation  of  the  associated  thrombus 
and  the  proper  timing  and  selection  of  appro- 
priate treatment. 

Embolism,  thrombosis  or  trauma  ( with  or 
without  laceration)  may  produce  arterial  occlu- 
sion. Heart  disease  is  the  most  common  cause 
of  embolus;  atherosclerosis  is  the  most  common 
cause  of  arterial  thrombosis.  The  outlook  for 
an  embolus  is  better  than  that  for  a thrombosis, 
since  the  thrombus  occludes  over  a larger  area, 
usually  in  a vessel  which  shows  extensive  vascu- 
lar disease. 

Extremities  and  Aortic  Bifurcation.  Popliteal 
and  femoral  vessels  are  the  most  common  sites 
for  arterial  emboli.  Occlusion  of  the  upper- 
extremity  arteries  seldom  results  in  loss  of  part, 
even  without  treatment.  The  embolus  lodges  at 
a point  of  bifurcation,  because  of  the  decrease 
in  the  caliber  of  the  vessel.  Objectives  of  treat- 
ment are: 

1.  Relieve  Arterial  Spasm.  Arteriospasm  may 
be  relieved  by  intra-arterial  Priscoline  10  to 
20  mg.;  paravertebral  sympathetic  blocks  inter- 
mittently or  continuously;  continuous  epidural 
or  spinal  anesthesia;  or  sciatic  or  median  nerve 
perineural  infiltration.  Caution  must  be  exer- 
cised in  diagnosis  and  treatment  if  the  patient 
is  in  shock  or  has  a lowered  blood  volume. 

2.  Protect  Extremity  From  Trauma  with  cot- 
ton wadding  and  board  to  the  foot  of  the  bed. 
The  extremity  is  then  placed  in  dependent  posi- 
tion by  elevation  of  the  head  of  the  bed  on 
blocks. 

3.  Anticoagulants  are  administered  immedi- 
ately — preferably  heparin  75  to  100  mg.  intra- 
venously every  4 hours;  anticoagulant  therapy 
not  only  prevents  further  emboli,  but  may  also 
save  the  extremity,  obviating  surgery.  If  opera- 
tion is  contemplated,  heparin  may  be  hazardous, 
and  Dicumarol  or  some  other  coumarin  drug  is 
prescribed.  If  the  patient  has  an  embolus, 
plasma  levels  of  30  prothrombin  time  per  cent 
are  desirable  during  surgery  to  protect  against 
other  emboli. 


4.  Surgery.  The  golden  period  is  within  10 
hours  after  occlusion.  Later  exploration  is  war- 
ranted in  the  delayed  case  only  if  distal  patency 
can  be  clinically  demonstrated.  Operation  is 
definitely  indicated  for  patients  with  embolus 
to  the  bifurcation  of  the  aorta  or  the  common 
iliac.  The  operation  is  begun  below  the  clin- 
ically occluded  site  to  extract  the  propagating 
thrombus  or  additional  emboli  and  to  assure  a 
patent  distal  vessel.  Multiple  incisions  and 
retrograde  flushing  of  the  distal  arterial  bed  to 
extract  emboli  and  thrombi  may  be  required. 
Patients  with  arterial  emboli  or  thrombi  are 
continued  on  anticoagulants  even  after  operation 
to  minimize  the  danger  of  a second  thrombus 
or  embolus  elsewhere. 

When  viability  and  function  return  under  con- 
servative treatment,  definitive  arterial  surgery 
is  considered.  Deep  pain  may  necessitate  fas- 
ciotomy  or  amputation;  superficial  pain  is  re- 
lieved by  sympathetic  denervation. 

In  either  medical  or  surgical  treatment,  con- 
sider the  cause.  In  arterial  injury,  occlusion  is 
due  to  local  factors  alone;  return  of  circulation 
is  highly  possible  and  should  always  be  sought, 
no  matter  what  the  time  element,  short  of  ac- 
tual gangrene.  However,  in  embolus  or  throm- 
bosis, inherent  diseases  are  already  present, 
and  time  is  of  the  essence.  Before  undertak- 
ing any  procedure,  we  need  to  consider  not  only 
the  part,  but  the  body  as  a whole.  Anticoagu- 
lants, vasodilators,  sympathetic  blocks  and  sur- 
gery all  have  their  uses.  Treatment  should  be 
for  function;  viability  does  not  mean  return  to 
function. 

VASOSPASTIC  DISORDERS 

Raynaud’s  Phenomenon.  The  most  common 
dermal  vasospastic  condition  is  Raynaud’s  phe- 
nomenon, an  intermittent  pallor  or  cyanosis  of 
the  extremities  followed  by  a reactive  hypere- 
mia, with  pain  in  the  digits  involved  during  the 
latter  transitory  phase.  The  condition  is  found 
most  frequently  in  young  females  and  is  precipi- 
tated by  exposure  to  cold,  trauma  or  emotional 
stress.  There  is  no  clinical  evidence  of  block- 
age of  the  large  peripheral  vessels,  and  nutri- 
tional lesions  are  absent  or  limited  to  the  skin. 
The  seldom-seen  primary  group  is  loosely  term- 
ed “Raynaud’s  disease”;  the  secondary  group 
includes  disorders  due  to  associated  and  allied 
conditions.  Closely  related  are  acrocyanosis  and 
livedo  reticularis. 
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Treatment  of  Raynaud’s  phenomenon  is  gen- 
erally concentrated  on  protection  from  expo- 
sure to  cold,  trauma,  and  emotional  stress. 

Medical  Treatment 

1.  The  nature  of  the  disease  is  thoroughly  ex- 
plained to  the  patient,  with  reassurance  that 
extensive  gangrene  will  not  occur.  In  the  edu- 
cation of  the  patient,  all  facets  are  brought  out 
regarding  known  factors  which  precipitate  the 
vasoconstrictive  episodes,  such  as  cold,  emo- 
tional upset,  infection  and  trauma.  During  win- 
ter weather,  warm  clothing  is  advised,  includ- 
ing heavy  stockings  and  gloves  and  protection 
of  the  head.  Additional  protection  may  be  neces- 
sary even  during  summer  weather,  particularly 
in  drafts  or  low  evening  temperatures.  Occa- 
sionally a change  of  climate  is  advised. 

2.  Psychiatric  evaluation  is  routinely  arranged, 
especially  when  significant  manifestations  of  psy- 
choneurosis are  present,  in  an  attempt  to  reduce 
or  prevent  the  incidence  of  emotional  stress. 

3.  Use  of  tobacco  should  be  discontinued. 
Demonstration  of  the  stimulation  of  palm  per- 
spiration by  smoking  is  convincing. 

4.  Prophylaxis  of  feet  and  hands  is  empha- 
sized, and  ill-advised  attempts  at  surgery  on 
digits  are  discouraged,  since  minor  trauma  may 
precipitate  vasospasm  and  ischemia.  Patients  are 
warned  of  the  hyperesthesia  following  trauma 
or  infection  on  hands  or  feet  and  are  told  that 
this  pain  can  be  treated  by  some  method  of 
sympathetic  denervation  as  used  in  the  con- 
servative treatment  of  causalgia-like  manifesta- 
tions. 

5.  Underlying  diseases  are  constantly  search- 
ed for  and  considered  concurrently  with  treat- 
ment of  the  Raynaud’s  phenomenon,  with  the 
hope  of  relief  through  removal  or  alleviation 
of  the  initiating  cause. 

6.  Each  of  four  vasodilator  drugs  is  tried  for 
one  week,  with  investigation  of  individual  re- 
sponse. Priscoline  is  given  in  dosages  of  50  mg. 
3 to  5 times  daily;  Hydergine  0.5  to  1 mg.  sub- 
lingually 4 to  6 times  a day;  Ilidar  25  to  100 
mg.  3 times  a day;  or  Arlidin  6 to  12  mg.  3 times 
a day.  The  patient  frequently  will  adjust  the 
drug  in  relationship  to  environmental  factors. 

Surgical  Treatment.  When  the  dermal  changes 
are  disabling  and  medical  therapy  fails,  surgical 
measures  are  considered.  Thoracic  sympathec- 
tomy, excising  T-4,  T-3,  T-2,  and  the  inferior 
half  of  T-l,  is  not  encouraged  but  is  sometimes 


required;  benefit  is  frequently  short  of  the  op- 
timum, but  most  patients  do  obtain  some  relief. 
Lower-extremity  sympathectomy,  with  excision 
of  L-l,  L-2  and  L-3,  gives  uniformly  good  re- 
sults. 

Related  conditions,  such  as  acrocyanosis  and 
livedo  reticularis,  seldom  require  treatment. 
Acrocyanosis  shows  color  changes  ony,  without 
pain,  and  requires  no  specific  treatment  since 
no  complications  occur.  Livedo  reticularis  shows 
purplish  discoloration  of  the  skin  of  the  arms, 
legs  or  trunk;  superficial  ulcerations  are  treated 
symptomatically,  and  sympathectomy  is  justifi- 
able only  if  superficial  gangrene  is  present  and 
the  lesion  fails  to  heal.  The  benign  character 
of  these  diseases  is  explained  to  the  patient, 
and  he  is  advised  about  protecting  himself  from 
cold  environment. 

ARTERIAL  INJURY 

Every  practicing  physician  should  realize  that 
a major  arterial  injury  can  be  repaired  in  almost 
all  cases  by  competent  vascular  surgery.  No 
longer  should  major  arteries  be  purposely  ligated 
or  blindly  clamped  without  immediate  repair. 
Failure  to  recognize  the  criteria  indicating  that 
conservative  therapy  should  be  discontinued 
may  result  in  crippling  symptomatology,  loss  of 
limb,  or  even  loss  of  life.  For  any  patient  with 
arterial  insufficiency  (with  or  without  lacera- 
tion) localized  to  an  extremity,  we  advise: 

(1)  If  the  patient,  when  out  of  shock,  pre- 
sents a persistent  diminution  of  or  absence  of 
a major  peripheral  extremity  pulse,  brachial 
block  or  spinal  anesthesia  should  be  tried  first; 
if  pulsation  fails  to  return  in  a few  minutes, 
exploration  is  undertaken.  No  definite  time 
limit  should  be  set  after  which  exploration  will 
not  be  done. 

( 2 ) If  no  pulsation  returns  following  chemical 
sympathetic  denervation,  reoperation  is  required 
unless  contraindicated. 

(3)  Fasciotomy  in  all  fascial  compartments 
may  be  necessary  in  an  occasional  patient. 

(4)  Anticoagulants  are  not  required,  but 
heavy  antibiotics  and  tetanus  prophylaxis  are 
routine. 

Procrastination  results  in  a slow  but  definite 
decline  in  the  possibility  of  good  results.  In- 
juries are  so  frequently  multiple,  involving  also 
muscle,  nerve,  bone,  and  tendon,  that  an  overall 
surgical  approach  must  be  planned.  Competent 
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surgery  will  seldom  result  in  harm  to  the  pa- 
tient, but  the  “hands  off”  policy  is  fraught  with 
danger.  Success  is  most  gratifying,  and  plan- 
ned action  is  far  more  logical  than  wishful 
thinking. 

ANEURYSMS 

Arterial  aneurysms  are  most  frequently  of  trau- 
matic or  arteriosclerotic  origin.  The  danger  of 
loss  of  limb  or  life  in  these  patients  is  frequently 
underestimated.  Aneurysms  present  a three-fold 
hazard:  Rupture,  thrombosis,  or  peripheral  em- 
boli. The  more  peripheral  the  aneurysm,  the 
less  hazardous  is  surgical  treatment.  But  the 
prognosis  is  always  sufficiently  poor  to  demand 
prompt  surgical  innervation  by  excision  and 
grafting.  However,  we  must  differentiate  those 
who  might  die  of  their  aneurysms  and  need 
treatment,  and  avoid  those  who  will  die  from 
other  causes.  Palliative  treatment  is  seldom 
utilized;  only  the  cure  to  procedure  (excision  of 
the  aneurysm  with  or  without  graft  replace- 
ment) is  used. 

Ascending  Aorta: 

Most  are  of  syphilitic  etiology,  often  associated 
with  aortic  insufficiency.  Heart  failure  is  a great- 
er hazard  than  aortic  rupture. 

Arch  of  Aorta: 

Usually  of  syphilitic  etiology,  seldom  associ- 
ated with  aortic  insufficiency.  Surgical  approach 
has  been  rare  with  our  present  knowledge  and 
experience. 

Descending  Aorta: 

May  be  syphilitic,  arteriosclerotic,  or  traumatic 
in  origin.  Surgery  is  indicated,  but  limited  by 
the  extent  of  the  aneurysm,  and  the  age  and 
condition  of  the  patient.  Dissecting  aneurysms 
in  this  area  are  treated  surgically  by  palliative 
means. 

Abdominal  Aorta: 

Most  are  below  the  renal  arteries.  All  sympto- 
matic aneurysms  in  this  area  are  treated  to  save 
life,  since  pain  indicates  expansion  or  rupture. 
Risk  of  operation  must  be  considered  in  asymp- 
tomatic aneurysms. 

Peripheral  Arteries: 

All  symptomatic  aneurysms  and  those  with 


open  distal  arterial  bed  are  treated  surgically. 
The  patient  with  multiple  aneurysms  (except 
popliteal ) is  usually  too  old  to  require  treatment. 

Arteriovenous  Fistula: 

Treatment  is  surgical:  Correction  of  the  de- 
fect, with  or  without  grafting. 

FROSTBITE 

Early  treatment  of  frostbite  is  directed  toward 
prophylaxis,  relief  of  pain  and  excision  of  necro- 
tic tissue.  For  protection  against  infection,  the 
extremity  is  either  covered  following  antiseptic 
preparation  or  placed  on  sterile  bed  sheets.  Pen- 
icillin 300,000  units  is  administered  intramuscu- 
larly daily.  Pain  is  relieved  by  intra-arterial 
Priscoline  10  mg.,  repeated  as  necessary,  or  Hy- 
dergine  0.3  mg.  intra-arterially;  oral  Priscoline 
50  mg.  may  be  used  3 to  4 times  daily.  Sym- 
pathetic nerve  block  with  1 per  cent  procaine 
will  lessen  recurring  pain  and  relieve  the  vaso- 
spasm; this  distress  should  be  recognized  as 
sympathetic  overactivity,  the  frostbite  initiating 
the  causalgia.  Heparin  and  coumarin  drugs  are 
used  initially,  on  a prophylactic  basis,  until  the 
acute  episode  is  past  and  the  patient  is  moving 
his  extremities  well.  The  extremity  is  warmed 
to  body  temperature.  After  demarcation,  the 
wounds  are  debrided;  only  if  gangrene  is  deep 
after  debridement  should  amputation  be  done, 
with  possible  grafting. 

Late  treatment  is  sympathectomy,  if  indicated 
by  cold  sensitivity,  vasospastic  phenomena,  re- 
peated ulcerations  or  further  tissue  loss.  Debride- 
ment and  grafting  may  be  necessary. 

CONCLUSION 

Venous  and  lymphatic  diseases  have  not  been 
included  here  because  of  limitation  of  time  and 
space.  Despite  rapid  advances  in  recent  years 
in  the  diagnosis  and  treatment  of  peripheral  vas- 
cular disease,  errors  of  both  commission  and 
omission  continue  to  plague  the  clinician.  No 
longer  are  we  justifiable  in  serene  acceptance 
of  the  inevitable  process  of  necrosis  or  viability 
without  function;  an  attempt  must  be  made 
early  to  save  the  part,  symptoms  must  be  alle- 
viated, and  the  body  as  a whole  must  be  pro- 
tected from  advancement  of  the  disease. 
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THE  PHARMACEUTICAL 
MANUFACTURERS  ASSOCIATION 

T HE  PHARMACEUTICAL  Manufacturers  As- 
sociation is  to  be  congratulated  for  its  clear 
concepts  as  they  relate  to  federal  subsidy.  Then- 
basic  American  philosophy  was  well  exemplified 
when  they  adopted  the  following  principles: 

“1.  Since  our  further  progress  in  medicine 
directly  depends  upon  the  supply  of  highly- 
qualified  scientists,  the  training  of  additional 
teachers  and  research  personnel  should  have 
highest  priority. 

“2.  Government  funds  should  be  principally 
allocated  to  basic  research  objectives,  to  expand 
our  fundamental  knowledge  in  all  medical  fields, 
rather  than  to  applied  research  and  develop- 
ment. 

“3.  Except  in  unusual  circumstances,  govern- 
ment funds  should  therefore  be  allocated  to 
non-profit  institutions,  rather  than  to  private 
industry.  Private  industry  should  be  subsidized 
only  in  cases  where  no  non-profit  organization 
can  do  the  job.  In  such  exceptional  cases,  how- 
ever, full  co-operation  can  be  expected  from  a 
pharmaceutical  firm  approached  by  the  federal 
government  because  of  its  unique  qualifications.” 

It  is  indeed  heartening,  in  these  times  of  the 
“grab  for  free  federal  monies,”  to  have  those 
among  us  who,  in  spite  of  spending  $190  million 
of  their  own  money  for  research  in  1959,  still 
desire  to  preserve  our  high  standards  of  scien- 
tific attainments  which  have  been  achieved 
without  handouts. 

L.B.S. 


CORRECTION 

Volume  16  No.  4,  April,  1959  issue  of  Arizona 
Medicine  on  page  218  the  article  entitled  “Third- 
Party  Medicine,”  in  the  third  paragraph  thereof 
and  the  second  line  of  that  paragraph  the  word 
“Medicare”  should  have  been  the  two  capitalized 
words  “Medical  Care.” 
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POSITIVE  CALMING  The  development  of  TENTONE®  Methoxypromazine  Maleate 

ACTION  ADAPTED  Lederle  does  not  duplicate  primary  function  of  existing  tranquilizers. 
FOR  LOWER  RANGE  TENTONE  fills  the  need  for  a practical,  potent  agent  for  extended 
OF  EMOTIONAL  use  in  everyday  practice  (as  illustrated  above). 

DISORDERS 

Action  of  TENTONE  Methoxypromazine  Maleate  approaches  that 
of  the  strong  phenothiazines  without  their  drawbacks.  Calming  re- 
sponse is  positive  and  rapidly  apparent  to  both  patient  and  physi- 
cian. However,  as  a basic  phenothiazine  modification,  TENTONE 
allows  full  therapeutic  application  in  the  mild  and  moderate  range 
of  anxiety-tension  and  somapsychic  disorders  most  usually  seen  in 
general  practice. 


EXCELLENT 
TOLERATION - 
MARKED 
REDUCTION  IN 
COMPLICATIONS 


Incidence  of  untoward  reactions  is  exceptionally  low  and  approxi- 
mates the  mild  ataractic  drugs.  Reduction  in  sensitivity  reaction, 
intestinal  distress,  blood,  brain  or  liver  toxicity  is  striking,  particu- 
larly in  the  low  dosage  range.  TENTONE  exhibits  greater  freedom 
from  depression  and  drug  habituation.  Physical  and  psychic  orienta- 
tion is  usually  preserved.  Occasional  drowsiness  may  be  encountered, 
particularly  in  higher  dosages.  In  moderate  to  more  severe  cases,  this 
sedative  effect  may  be  desired. 


TENTONE  has  thus  been  described  as  one  of  the  easiest  tranquilizers 
to  handle  in  office  practice.  In  indicated  cases,  the  physician  may  be 
relieved  of  the  patient’s  unnecessary  concern  over  his  own  illness. 
In  contrast  to  the  previous  types  of  drugs,  complaints  over  induced 
distress  or  inadequate  benefit  are  rare. 
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WHEN  MORE  THAN  Consequently,  TENTONE  is  more  useful  than  other  ataractic  drugs 
MILD  SEDATIVE  in  two  areas:  (1)  mild  to  moderate  conditions  — when  more  than 
EFFECT  IS  DESIRED  mild  sedative  effect  is  sought,  (2)  middle  range  of  moderate  to  severe 

cases  — when  less  than  psychopathology  is  involved. 

Indications  include  ■ common  anxiety-tension  states  ■ obsessive- 
compulsive  behavior  ■ neurosis  ■ depression  ■ situational  anxiety 
and  hysteria 


And  the  emotional  components  of:  ■ agitation  ■ restlessness  ■ 
tremors  ■ insomnia  ■ alcohol-  and  drug-withdrawal  syndrome  ■ 
hyperkinesis  ■ prenatal  anxiety  n rheumatic  disorders  ■ dermatoses 
■ menopausal  syndrome  ■ premenstrual  tension  ■ peptic  ulcer, 
other  g.i.  disorders  ■ asthma,  other  allergy  ■ multiple  sclerosis,  arter- 
iosclerosis ■ malignancy,  other  progressive  diseases 


POSSIBLE 
POTENTIATION  OF 
ANALGESICS 
AND  NARCOTICS 


Since  tranquilizing  drugs  may  potentiate  the  action  of  pain-relievers, 
sedatives,  and  barbiturates,  they  should  be  used  with  caution  in 
conjunction  with  them,  or  to  achieve  a greater  response  to  these  drugs 
in  various  conditions  when  desired.  They  may  also  be  useful  in 
reduction  of  effective  dosage  to  better  tolerated,  or  non-habituating 
levels. 


ADAPTABLE  Dosage  must  be  individualized  to  severity  of  condition  and  response 

LOWER  DOSAGE  desired. 

RANGES  [n  mild  to  moderate  cases:  varies  from  30  to  100  mg.  daily. 

In  moderate  to  severe  cases:  from  75  to  500  mg.  daily. 

In  psychotic  or  institutionalized  patients,  TENTONE  may  be  useful 
as  a substitute  when  toxicity  precludes  effective  dosage  of  other 
phenothiazines,  or  as  maintenance  after  hospitalization.  Dosage  may 
range  from  100  to  1500  mg.  daily  in  divided  doses. 

Supplied:  10  mg.,  25  mg.  and  50  mg.  tablets 


'ederle)  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y, 
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MEDICAL  EDUCATION'S 

I N THE  fall  of  1958,  council  of  the  Arizona 
Medical  Association  approved  a recommenda- 
tion for  adoption  of  a plan  to  rechannel  monies 
often  used  for  the  purchase  of  Christmas  gifts 
to  physicians  and  their  families  into  the  fund 
for  medical  education  through  AMEF.  The  sub- 
stance of  the  plan  was  to  suggest  to  the  phar- 
macists, medical  and  surgical  supply  houses, 
ambulance  companies,  and  morticians  of  Ari- 
zona that  in  lieu  of  giving  Christmas  gifts  to 
doctors,  if  such  was  their  policy,  they  make 
contributions  to  medical  education  through 
AMEF. 

The  office  of  the  Arizona  Medical  Association 
circularized  the  organizations  and  individuals 
concerned  and  the  response  was  most  gratifying, 
even  though  the  decision  was  reached  very  late 
in  the  year  after  many  had  placed  their  orders 
for  the  usual  Christmas  gifts.  The  action  of  the 
Arizona  Pharmaceutical  Association  is  well  dis- 
cussed in  Arizona  Pharmacist,  Vol.  37,  No.  11, 
November  1958.  Pharmacists  and  others  who 
are  familiar  with  the  idea  are  almost  unanimous- 
ly enthusiastic  supporters. 

The  board  of  directors  of  the  American  Medi- 
cal Education  Foundation  at  its  December  meet- 
ing unanimously  endorsed  this  action.  At  the 
annual  meeting  of  state  chairmen  of  AMEF  at 
the  Palmer  House,  Chicago,  111.,  Jan.  24,  1959, 
the  plan  was  discussed  as  a major  item  on  the 
agenda.  Representatives  of  many  of  the  states 
are  already  setting  up  plans  for  adoption  of 
this  idea  in  their  states.  It  is  expected  that  it 
will  become  a nation-wide  policy. 

The  deficit  in  unearmarked  funds  which  may 
be  used  by  the  medical  schools  of  our  country 
for  necessary  expenditures  continues  to  be  a 
most  urgent  problem.  AMEF  during  the  past 
year  has  relieved  this  need  in  part  by  the  dis- 
tribution of  over  $1  million  which  was  con- 
tributed to  medical  education  through  the  gen- 
erosity and  efforts  of  the  doctors  of  medicine 
of  the  United  States,  the  women’s  auxiliary  to 
the  AMA,  and  friends  of  medical  education  from 
every  walk  of  life  including  our  pharmacists, 
morticians,  etc.  Although  the  wheels  of  this 
plan  were  set  in  motion  very  late  in  1958  in 
Arizona,  yet  the  contributions  to  medical  edu- 
cation resulting  therefrom  by  pharmacists  and 


CHRISTMAS  TREASURE 

morticians  totalled  in  excess  of  over  $1,640. 

It  is  expected  that  in  the  year  1959  a large 
sum  of  money  will  become  available  to  medical 
education  not  only  from  Arizona,  but  also  from 
the  other  states  as  the  result  of  this  plan.  The 
Arizona  Medical  Association  has  the  distinction 
of  initiating  this  movement. 

We,  the  doctors  of  Arizona,  thank  our  allied  ; 
professions  for  their  enthusiastic  interest  in  and 
contributions  to  the  support  of  free  medical 
education  in  these  United  States.  It  is  only  with 
this  type  of  support  and  the  support  of  every 
doctor  of  medicine  in  our  country  that  free 
medical  education  can  be  maintained  on  its 
highest  plane  and  that  government  control  by 
subsidies  to  our  medical  schools  can  be  avoided. 
Each  of  us  should  take  a new  look  at  our  budget 
to  see  if  our  contribution  to  free  medical  edu- 
cation actually  reflects  our  interest  in  its  con- 
tinuation. 

H.K. 


JOHN  REEDER 

Investment  Manager 

6839  North  Longview  — Phoenix,  Arizona 

AMherst  6-1221 

Independent  Professional  Business  Agent 
Planning  & Actively  Managing  Diversified  Investment 
Programs  For  Successful  People  In  Arizona 
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WHO'S  ON  FIRST? 


T HE  RECENT  controversy  and  various  news 
accounts  in  the  Arizona  newspapers  concerning 
the  contest  for  high  school  students  sponsored 
in  Arizona  this  year  by  the  Women’s  Auxiliary 
to  the  Arizona  Medical  Association  is  reminiscent 
of  the  famous  comedy  act  of  Abbott  and  Costello 
concerning  “Who’s  on  First?” 

The  members  of  the  Arizona  Medical  As- 
sociation are  entitled  to  a factual  report  to  clear 
the  air  of  the  smog  of  claim  and  counterclaim 
and  general  confusion  existing  as  of  this  writing. 

The  American  Association  of  Physicians  and 
Surgeons,  Inc.,  of  which  some  66  Arizona  phy- 
sicians are  active  members,  has  for  the  past 
12  years  sponsored  an  annual  essay  contest  for 
high  school  students  on  a national  scope.  Origi- 
nally, ( 1946 ) the  topic  of  the  contest  was,  “Why 
the  Private  Practice  of  Medicine  Furnishes  this 
Country  with  the  Finest  Medical  Care.”  AAPS 
felt  that  this  was  a real  “Americanism”  topic. 
Private  practice  of  medicine  under  the  free- 
enterprise  system  has  given  the  American  people 
a type  of  medical  care  far  superior  to  that  en- 
joyed by  any  other  people  on  earth.  On  the 
other  hand,  socialized  medicine,  or  government- 
controlled  medical  care,  is  and  always  has  been 
a wretched  failure.  ( Witness  the  deplorable  situ- 
ation in  Britain  and  Germany.) 

The  Association  of  Physicians  and  Surgeons  as- 
sumed that  all  organizations  interested  in  public 
education  in  the  United  States  would  be  glad 
to  see  its  contest  available  to  American  high 
school  students;  this  assumption  is  based  on 
the  fact  that  the  private  practice  of  medicine 
is  an  essential  and  integral  part  of  the  great 
American  story  of  freedom  and  prosperity.  Con- 
sequently, AAPS  asked  the  North  Central  High 
School  Association,  an  agency  of  the  National 
Educational  Association,  to  approve  its  contest. 
For  the  next  two  years  in  a row  this  agency 
refused  approval  on  the  grounds  that  the  AAPS 
contest  subject  matter  was  too  “controversial” 
and  that  “students  were  not  permitted  to  write 
on  the  other  side.” 

In  1954,  AAPS  added  another  topic  to  its 
high  school  essay  contest:  “The  Advantages  of 
the  American  Free-Enterprise  System.”  At  this 
same  time  it  changed  the  title  of  its  original 
topic  to,  “The  Advantages  of  Private  Medical 
Care.”  Students  now  were  given  a choice  of 
topics  and  those  who  wanted  to  compete  for 


one  of  the  association’s  prizes  would  not  be  re- 
quired to  write  on  such  a “controversial”  subject 
as  “Why  the  Private  Practice  of  Medicine  Fur- 
nishes this  Country  with  the  Finest  Medical 
Care.”  Surely,  these  new  topics  could  not  be 
controversial.  Surely,  no  one  — except  Socialists 
and  Communists  — would  regard  “The  Ad- 
vantages of  the  American  Free-Enterprise  Sys- 
tem” as  an  undesirable  topic. 

On  June  8,  1956,  the  national  chairman  of  the 
AAPS  contest  committee  went  to  Washington, 
D.  C.,  where  he  appeared  before  representatives 
of  the  National  Association  of  Secondary  School 
Principals,  another  sub-agency  of  NEA,  and 
asked  for  approval  of  the  1957  contest.  On  June 
12,  1956  the  secretary  of  the  National  Associa- 
tion of  Secondary  School  Principals  wrote  to 
the  chairman  of  the  AAPS  contest:  “After  care- 
ful review  of  your  application,  the  committee 
voted  unanimously  to  withhold  approval.  If  it 
weren’t  for  the  fact  that  principals  have  ex- 
pressed firm  opposition  to  essay  contests,  a 
different  decision  might  have  been  reached.” 

This  “opposition  to  essay  contests”  sounded 
rather  strange  to  the  officials  of  AAPS  since 
they  were  aware  of  at  least  one  other  contest 
of  national  scope  that  the  National  Education 
Association  does  give  its  blessing.  The  American 
Association  for  the  United  Nations  sponsors  a 
contest  for  high  school  students  in  which  the 
competing  students  must  participate  in  a “writ- 
ten examination”  which  “must  be  held  at  local 
high  schools”  on  a designated  date.  This  con- 
test of  necessity  must  interfere  with  the  regular 
school  activities  as  well  as  probably  involve  the 
teachers’  time.  AAPS,  in  contrast,  merely  asks 
that  packaged  informational  material,  part  of 
which  is  supplied  by  the  American  Medical  As- 
sociation, be  placed  in  school  libraries  for  stu- 
dents’ use  if  they  wish  to  enter  the  contest,  and 
that  they  be  informed  of  the  existence  of  such 
a contest  and  the  materials  available  for  refer- 
ence. This  material  is  supplied  free  of  any  charge, 
and  over  20,000  such  packaged  libraries  were 
sent  out  during  the  1958  contest  just  ended. 

In  order  to  verify  what  they  already  knew, 
AAPS  inquired  of  the  American  Association  for 
the  United  Nations  asking  whether  its  contest 
was  approved  by  the  National  Association  ol 
Secondary  School  Principals.  The  secretary  of 
the  AAUN  replied:  “As  in  the  past,  the  contest 
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has  been  approved  by  the  National  Association 
of  Secondary  School  Principals  for  the  coming 
year.”  Q.E.D.! 

Thus,  we  have  an  agency  of  the  National 
Education  Association  refusing  to  endorse  a 
high  school  contest  which  would  encourage 
students  to  think  and  write  about  the  advantages 
of  our  American  free-enterprise  system,  saying 
that  such  a topic  is  “controversial.  We  have 
an  agency  of  the  National  Education  Association 
refusing  to  endorse  the  AAPS  contest  designed 
to  encourage  students’  appreciation  of  America’s 
system  of  private  practice  of  medicine  because 
“students  are  not  permitted  to  write  on  the 
other  side.”  Yet  it  does  endorse  contests  designed 
to  encourage  students  to  think  and  write  favor- 
ably about  the  United  Nations  — a very  con- 
troversial subject  in  the  minds  of  many  people 
— and  does  endorse  AAUN  contests,  an  organi- 
zation formally  organized  to  propagandize  for 
the  U.N.  NEA,  incidentally,  was  the  instru- 
mental arm  of  organization  for  UNESCO,  the 
educational  propagandizing  agency  of  the  U.N. 
NEA  boasts  in  a published  leaflet  that  it  “circles 
the  globe”  and  “leads  in  teaching  about  the 
United  Nations  and  UNESCO.”  UNESCO  has 
been  condemned  by  the  American  Legion,  and 
others,  as  “an  agency  infiltrated  by  plotters  who 
wish  to  destroy  our  way  of  life,  capture  our 
wealth,  and  enslave  our  people  — and  are  using 
the  UNESCO  to  corrupt  the  minds  of  our  chil- 
dren by  destroying  their  love  of  country.”  “We 
deplore  the  use  of  material  furnished  by  the 
United  Nations’  educational,  scientific,  and  cul- 
tural organizations  for  use  in  our  public  schools.’ 

For  a number  of  years  efforts  have  been  made 
in  Arizona  to  enable  the  high  school  students 
of  Arizona  to  participate  in  the  AAPS  contest, 
this  effort  being  made  in  behalf  of  AAPS  by 
its  contest  chairman  in  Arizona  each  succeeding 
year.  Any  effort  to  deal  locally  with  local  school 
officials  has  met  with  failure  because  “any 
national  contest  must  have  approval  of  the  Ari- 
zona Interscholastic  Association.”  On  Jan.  23, 
1957,  the  local  committee  in  Pima  County, 
through  the  public  relations  chairman  of  the 
Pima  County  Medical  Society,  wrote  to  this 
organization  asking  for  approval  of  the  contest 
in  this  area.  The  executive  secretary  for  AIA 
replied:  “The  only  national  contests  which  are 
approved  for  Arizona  are  those  which  have 
already  received  the  approval  of  the  National 


Association  of  Secondary  School  Principals  — 
the  essay  contest  for  which  you  seek  approval 
is  not  on  this  list  and,  therefore,  member  schools 
of  the  Arizona  Interscholastic  Association  cannot 
participate  in  it.” 

Stymied  again  in  their  efforts  for  approval, 
the  commitee  in  Arizona  for  the  AAPS  contest 
decided  on  a different  mode  of  attack  for  the 
1958  contest  year.  AAPS  regards  state  and  local 
contests  as  autonomous  and  they  merely  furnish 
advice  and  material  to  state  and  local  contests, 
run  the  national  level  judging,  and  furnish  na- 
tional level  prizes.  Therefore,  for  the  year  1958, 
no  request  for  approval  from  AIA  or  the  Na- 
tional Association  of  Secondary  School  Principals 
was  sought,  knowing  full  well  that  such  request 
would  be  turned  down  anyway.  Sponsorship  by 
the  Women’s  Auxiliary  to  the  Arizona  Medical 
Association  was  sought  and  obtained.  All  con- 
test chairmen  for  the  auxiliary  were  briefed  on 
the  background  of  past  refusal  and  urged  to 
contact  all  parochial  and  private  schools  as  well 
as  those  public  schools  not  under  the  dominating 
thumb  of  the  North  Central  Association.  They 
were  also  urged  to  contact  other  public  school 
pupils  and  invite  them  to  enter  the  contest  on 
an  individual  basis.  Letters  were  written  in 
many  instances  to  the  public  school  principals 
inviting  participation  in  the  contest,  but  in  all 
instances  refusal  was  voiced  on  the  basis  of 
non-approval  by  AIA.  Despite  not  being  able 
to  place  informational  material  in  the  public 
school  libraries,  and  despite  no  adequate  “pub- 
licity” making  known  the  existence  of  the  con- 
test in  the  public  school  system,  for  the  first 
time  a number  of  contest  entries  were  written 
and  submitted  to  the  auxiliary  contest  committee. 

The  Women’s  Auxiliary  is  to  be  complimented 
on  its  effort  to  bring  the  contest  to  Arizona  for 
the  year  1958.  A few  dedicated  individuals  after 
the  conclusion  of  the  contest  decided  to  pub- 
licize the  refusal  of  local  school  officials  to 
sanction  the  AAPS  essay  contest  in  the  public 
schools  of  Arizona.  We  grant  the  right  of  the 
educationists  to  have  their  national  organizations 
just  as  other  professional  people  have  that  right. 
We  do  argue  that  local  school  authorities  for 
each  school  have  the  right  of  local  decision, 
if  they  care  to  exercise  it,  because  they  are  first 
responsible  to  the  local  taxpayers  who  support 
the  schools.  Decision  making  by  the  national 
educational  groups  very  often  gives  the  local 
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school  head  an  “out”  on  either  accepting  or  re- 
jecting contests  and  other  extra  activities. 

The  state  board  of  education  has  asked  the 
Arizona  Interscholastic  Association  for  a full  re- 
port on  its  essay  contest  regulations  and  a move 
has  been  made  to  have  the  AIA  constitution 
changed  at  the  time  of  its  next  meeting  in  May 
1959.  Both  are  salutary  and  it  will  be  interesting 
to  observe  what  happens  when  approval  for  the 
1959  contest  is  sought. 

Regardless  of  the  unfairness  and  sordidness 
of  the  entire  situation,  there  is  a bright  note. 
Through  the  untiring  and  unselfish  efforts  of 
thousands  of  physicians  and  their  wives  in  almost 
every  state  in  the  Union,  the  1958  AAPS  con- 
test has  been  participated  in  by  more  high 
school  students  than  ever  before  and  without 
the  approval  of  the  National  Association  of 
Secondary  School  Principals. 

States  sponsoring  the  1958-59  contest  are: 
Ohio,  Minnesota,  South  Carolina,  Alabama,  Mis- 
sissippi, Louisiana,  Kentucky,  Iowa,  Oklahoma, 
North  Dakota,  Texas,  Nebraska,  Colorado,  New 
York,  Oregon,  Wyoming,  Montana  and  Hawaii. 
In  addition,  there  are  250  county  medical  so- 
cieties and  auxiliaries  sponsoring  the  contest  in 
states  not  promoting  at  the  state  level. 

A record-breaking  number  of  high  school 
students  have  been  given  the  opportunity  to 
understand  and  appreciate  the  wonders  and 
glories  of  our  American  free-enterprise  system 
and  one  of  the  successes  achieved  under  this 
system,  the  advantages  of  private  medical  care. 

L.D.S. 


FOR  SALE 

100  ft.  X 150  ft.  on  2 Blvds. 
$37,500 

Will  Make  You  Money 

L.  L.  STEWARD,  Broker 

AL  4-1636 


HOW  THE  COMMUNIST  PARTY 
TREATS  BURNS 

X HE  ARTICLES  to  follow  are  taken  from  the 
November  1958  issue  of  the  Chinese  Medical 
Journal.  The  first  is  an  editorial  and  the  second 
a sermon  on  how  the  Communist  Party  of  China 
conducts  the  treatment  of  burns.  The  tone  of 
these  articles  leaves  one  with  a feeling  that 
the  level  of  medical  practice  and  co-operation 
in  China  must  be  appallingly  backward  when 
politicians  have  to  spur  doctors  to  concerted 
efforts.  One  grasps  the  insincerity  of  the  situa- 
tion in  the  sarcastic  attitude  toward  Western 
medicine.  The  hearts  of  doctors  and  the  pain 
they  try  to  relieve  are  international,  recognizing 
no  boundaries.  It  is  when  the  dogmas  take 
control  that  “blind  worship  of  established  au- 
thority” corrupts  what  is  good  about  our  pro- 
fession. If,  as  this  article  purports,  the  de- 
velopment of  medical  co-operation  is  a miracle 
in  China,  such  miracles  are  good.  But  why  the 
sarcasm  about  Western  medicine?  Sarcasm  has 
no  place  in  the  field  of  healing  human  suffering. 

A careful  reading  of  this  article  reminds  one 
of  the  White  Queen  in  “Alice  Through  the  Look- 
ing Glass”  — “Why,  sometimes  Eve  believed  as 
many  as  six  impossible  things  before  breakfast. 
For  example,  phrases  such  as  “When  politics 
take  the  lead  over  scientific  theory,  when  special- 
ists cease  in  their  blind  worship  of  established 
authority,  etc.”  And  a little  further  along,  when 
steel-worker  Ch  iu  Ts’ai-K’ang’s  wife  brings  him 
his  paycheck  in  a hospital,  he  reveals  his  wor- 
ship of  authority  by  saying  to  her,  “Have  you 
paid  my  party  dues?” 

These  Chinese  people  have  been  civilized  for 
4,000  years.  One  knows  them  to  be  more  sophis- 
ticated than  this  shibboleth-laden  article  would 
make  them  out  to  be. 

Once  again,  we  respect  those  portions  of  the 
Chinese  Medical  Journal  that  stick  to  medicine. 
We  abhor  those  medical  aspects  of  it  that  reveal 
blind  worship  to  a dogma.  We  hope  that  next 
time  Ch’iu  Ts’ai-K’ang’s  wife  visits  him  in  a 
hospital,  his  first  questions  will  be  “How  are 
you,  and  are  the  children  well?” 
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PROGRESS  IN  THE  TREATMENT  OF  BURNS 

from  the 

CHINESE  MEDICAL  JOURNAL 
November  1958 


I N MAY  this  year,  under  the  forceful  leader- 
ship of  the  party  committee,  medical  history 
was  made  in  Kwangts’e  Hospital  of  the  Shanghai 
Second  Medical  College.  It  was  the  saving  of 
the  life  of  Ch’iu  Ts’ai-K’ang,  a steel  worker, 
whose  extent  of  burn  was  89.3  per  cent  of  the 
body  surface,  with  20  per  cent  third  degree  burn. 
Expert  opinion  held  out  little  or  no  hope  for 
the  patient,  because  according  to  the  medical 
literature,  burns  extending  over  70  per  cent 
of  the  body  surface  were  fatal.  But,  in  our 
Socialist  society,  when  politics  take  the  lead 
over  scientific  theory,  when  specialists  cease  in 
their  blind  worship  of  established  authority,  then 
miracles  can  happen. 

The  successful  fight  for  the  life  of  Ch’iu 
Ts’ai-K’ang  is  described  in  the  suming-up  report 
of  the  Community  Party  committee  of  the  Shang- 
hai Second  Medical  College,  published  in  this 
issue  with  photographs. 

After  Ch’iu  Ts’ai— K’ang’s  case,  Kwangts’e  Hos- 
pital had  more  than  10  other  similar  cases,,  in- 
cluding a child  with  burns  of  70  per  cent  of 
the  body  surface  and  a man  with  94  per  cent. 
Not  only  was  there  no  mortality,  but  the  cases 
were  more  successfully  managed.  These  cases 
show  that  in  the  treatment  of  serious  burns, 
we  have  far  surpassed  the  international  level 
and  that  the  so-called  “authorities”  in  capitalist 
countries  are  left  a long  way  behind  us. 

Also,  from  July  this  year  there  have  been, 
throughout  the  country,  numerous  cases  of  seri- 
ous illness  in  which  the  patients  have  been 
literally  snatched  from  death  by  the  concerted 
effort  of  the  hospital  staff  and  the  use  of  every 
possible  means  to  save  their  lives,  as  exemplified 
in  the  records  of  the  Fourth,  Eighth  and  Ninth 
hospitals,  Chung  Shan  Hospital,  T’ungchi  Hos- 
pital, China  Welfare  Institute  International 
Peace  Maternity  and  Child  Health  Hospital  in 
Shanghai,  and  other  hospitals  in  Nanking,  Ching- 
chow,  Tungchow  and  Peking,  including  a num- 
ber of  army  hospitals.  All  these  show  the  Com- 
munist spirit  of  thinking,  speaking  and  acting 
with  courage  and  daring  that  liberates  the  in- 
itiative and  energy  of  the  people.  On  the  foun- 
dation of  these  achievements  we  shall  further 


promote  this  spirit,  so  that,  one  and  all,  medical 
workers  in  China  may  be  fully  imbued  with  it 
and  become,  in  this  era  of  leap  forward,  a 
fighter  to  protect  the  health  of  the  people  and 
at  the  same  time  to  catch  up  with  and  surpass 
the  world  level  in  medical  science  and  tech- 
nology. 

With  this  in  view,  the  ministry  of  public  health 
has  recently  instructed  the  public  health  ad- 
ministrative bureaus  in  all  the  cities  and  prov- 
inces to  emulate  Kwangts’e  Hospital  in  Shang- 
hai in  their  successful  fight  to  save  Ch’iu  Ts’ai- 
K’ang,  pointing  out  that  this  was  a result  of  the 
party’s  political  leadership  and  destruction  of 
shibboleth.  It  was  also  pointed  out  that  the 
motion  carried  at  the  All-China  Conference  for 
the  Exchange  of  Experiences  in  Technical  Revo- 
lution in  Medicine,  Pharmacology  and  Public 
Health  to  learn  from  and  emulate  the  Shanghai 
Second  Medical  College  was  a timely  and  ef- 
fective measure  to  overthrow  bourgeois  ideology 
and  establish  the  proletarian  spirit  in  medicine, 
thus  further  raising  the  political  level  of  medical 
and  health  workers  and  advancing  medical 
science  to  newer  heights. 

THE  FIGHT  TO  SAVE  STEEL  WORKER 
CHTU  TS’AI-KANG’S  LIFE 
A Summing-up  Report  by  the  Shanghai 
Second  Medical  College  Committee  of  the 
Chinese  Communist  Party 
The  process  leading  to  the  saving  of  the  life 
of  Ch’iu  Ts’ai-K’ang,  steel  worker  of  the  Shang- 
hai Third  Steel  Mill,  who  was  burnt  by  molten 
steel,  was  a process  of  grave  and  intense  strug- 
gle between  the  proletarian  and  bourgeois  medi- 
cal conceptions  and  between  proletarian  and 
bourgeois  therapeutic  methods.  The  outcome  of 
this  struggle  has  proved,  once  again,  that  a 
proletarian  party,  and  only  such  a party,  is 
capable  of  leading  every  kind  of  work,  including 
the  extremely  exacting  science  of  medicine;  that 
today,  even  in  the  seemingly  most  complicated 
work  of  healing,  only  by  departing  from  indi- 
vidual effort  alone  and  following  the  mass  line 
can  more  and  better  results  be  gained  faster 
and  more  economically;  that  the  social  picture 
in  our  country  today  has  undergone  profound 
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changes  and  the  lofty  style  of  communism  of 
“one  for  all  and  all  for  one”  and  the  spirit  of 
co-operation  are  fast  developing;  and  that  the 
potentialities  in  medical  and  health  work  are 
infinite,  and  should  and  can  produce  greater 
leaps  forward. 

THE  INTENSE  STRUGGLE  UNFOLDS 
Could  the  Final  Findings  and  Figures 
in  the  Literature  by  Authorities  in 
Capitalist  Countries  be  Surpassed 

At  2:30  in  the  morning  of  May  27,  resident 
doctors  shook  their  heads  hopelessly  when  three 
emergency  cases  of  steel  workers  burnt  by  mol- 
ten steel  were  brought  in.  These  were  Chiu 
Ts’ai-K’ang,  with  89.3  per  cent  of  his  body  sur- 
face burnt,  Liu  Ssu-Hsiao  with  94  per  cent,  and 
i a third  with  20  per  cent.  The  reason  for  this 
grave  prognosis  was  that  Evans,  the  American 
and  world  authority  on  external  wounds,  had 
stated  that  the  mortality  was  85  per  cent  when 
the  burn  exceeded  50  per  cent  of  the  body  area, 
and  100  per  cent  when  it  exceeded  70  per  cent, 
as  exemplified  by  his  own  11  cases.  It  was  held, 
therefore,  that  survival  was  impossible  with 
burns  beyond  80  per  cent  in  area. 

Although  a consultation  of  all  resident  doctors 
and  many  doctors  from  other  hospitals  was  at 
once  summoned,  a feeling  of  hopelessness  pre- 
vailed. The  doctors  at  the  consultation  unani- 
mously predicted  an  unfavorable  prognosis.  At 
this  crucial  moment,  a message  was  received 
from  the  party  committee  of  the  Shanghai  Third 
Steel  Mill  praising  the  work  already  done  and 
pleading,  for  the  sake  of  steel  production  and  in 
order  not  to  disappoint  the  workers  of  the  whole 
mill,  to  save  the  wounded  workers  at  all  cost. 
The  party  committee  of  the  Shanghai  Second 
Medical  College  analyzed  the  ideologic  state  of 
the  doctors,  and  correctly  pointed  out  that  what 
could  not  be  done  in  capitalist  countries,  we 
could  do,  and  what  the  capitalist  literature  did 
not  record,  we  would  record.  This  is  possible  be- 
cause our  social  system  and  theirs  differ.  The 
people  burnt  there  are  the  exploited  workers. 
The  capitalist  whose  only  concern  is  for  profits 
and  more  profits  will  most  certainly  not  expend 
money  and  energy  to  save  a worker.  No  more 
would  the  intelligentsia  who  serve  the  capitalists. 
Ours  is  a country  where  the  working  class  is  the 
master.  Ours  is  a hospital  the  sole  aim  of  which 
is  to  wholeheartedly  serve  the  working  people. 
For  the  sake  of  our  steel  production,  we  must 
try  every  possible  means  to  save  these  steel 


workers. 

The  letter  from  the  steel  mill  and  the  party 
secretary’s  words  startled  the  doctors  into  a new 
frame  of  mind  and  pointed  out  to  them  the 
course  they  had  to  take.  They  also  gave  them 
confidence  in  success.  Things  then  started  mov- 
ing. Forty-odd  doctors  covered  in  one  morning 
all  the  available  literature  accumulated  over 
scores  of  years  on  burns  and  decided  on  15  al- 
ternative methods  of  treatment.  The  doctors 
quickly  passed  over  from  a state  of  stupor  into 
a state  of  activity,  devising  ways  and  means  of 
saving  the  patients.  They  said  that  the  general 
line  for  Socialist  construction  through  the  Third 
Steel  Mill’s  party  committee’s  message  and  the 
analysis  of  the  college  party  committee,  had 
roused  them  and  made  them  feel  that  in  times 
like  these  when  industry  and  agriculture  were 
all  taking  tremendous  leaps  forward,  doctors  also 
should  and  could  work  miracles. 

AS  LONG  AS  THE  WILL  TO  WORK 
MIRACLES  EXISTS , MIRACLES  WILL 
HAPPEN 

The  Main  Problem  is  Grasped 

After  the  patient’s  period  of  shock  was  over, 
the  doctors  discovered  B.  pyocyaneus  in  his 
blood  stream.  This  is  a very  active  and  potent 
type  of  bacillus  which,  if  not  controlled  in  time, 
could  easily  cause  septicemia  and  certain  death. 
The  only  existing  drug  for  treating  B.  pyocy- 
aneus infection  is  polymyxin.  But,  according  to 
the  literature  of  capitalist  countries,  animal  ex- 
periments showed  that  polymyxin  could  only  be 
administered  in  small  doses,  and  generally  for 
seven  days  only;  exceeding  this  dosage  might  af- 
fect the  kidney.  The  party  committee  again 
grasped  this  problem  and  laid  it  out  for  the  doc- 
tors to  study:  The  main  problem  confronting 
them,  the  major  contradiction,  was  the  threat  of 
B.  pyocyaneus  to  the  patient’s  life.  B.  pyocyan- 
eus infection  must  be  controlled.  As  for  the  kid- 
ney, protective  treatment  should  be  given.  The 
experiments  recorded  in  the  literature  of  capi- 
talist countries  were  animal  experiments.  True, 
man  is  also  an  animal,  but  surely  of  a different 
caliber.  Therefore  their  experiments  did  not  nec- 
essarily always  hold  true.  The  results  of  treat- 
ment showed  that  although  the  dosage  and  pe- 
riod both  exceeded  the  conventional  ones,  B.  py- 
ocyaneus infection  was  finally  controlled  with- 
out damage  to  the  kidney. 

After  the  septicemia  was  controlled,  B.  pyo- 
cyaneus infections  were  discovered  again  on  the 
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lower  extremities.  At  this  stage  most  doctors 
thought  that  amputation  was  unavoidable,  and 
they  were  not  confident  that  even  with  amputa- 
tion comrade  Ch’iu  Ts’ai-K’ang’s  life  could  be 
saved.  At  this  juncture,  the  party  committee 
again  called  on  everyone  to  seek  for  means  of 
treatment.  The  members  of  the  department  of 
microbiology  suggested  bacteriophage  treatment 
which  had  been  recorded  in  the  world  literature 
but  had  not  as  yet  been  tested  clinically.  To  ob- 
tain these  specimens  of  phage,  more  than  60  stu- 
dents from  the  college  combed  the  rural  areas 
every  day  for  days,  bringing  back  samples  of 
feces  and  sewage  water  for  isolation  and  cul- 
ture, until  the  necessary  bacteriophage  was  ob- 
tained. Bacteriophage  cured  the  wounds  of  B. 
pyocyaneus  infection  and  saved  the  patient  from 
another  crisis. 

The  successful  clinical  application  of  bacterio- 
phage is  another  landmark  in  world  medicine. 

The  successive  use  of  polymyxin  and  bacterio- 
phage finally  controlled  B.  pyocyaneus  infection. 

This  proved  that  in  whatever  work,  medicine 
included,  the  objective  condition  must  always  be 
analyzed,  and  major  and  minor  problems  differ- 
entiated so  that  the  major  contradiction  can  be 
grasped  and  no  efforts  spared  to  solve  it.  Unfor- 
tunately, our  medical  workers  often  employ  the 
patchwork  method  of  organizing  treatment,  lim- 
iting themselves  to  seeing  only  the  part  and  not 
the  whole,  seeing  only  the  malady  and  not  the 
patient. 

Changes  are  Carefully  Observed  and  Creative 

Diagnostic  and  Therapeutic  Measures  Taken 

In  a burnt  patient,  skin  grafting  is  another 
exacting  and  painstaking  procedure  after  the  pe- 
riod of  shock  and  infection  is  over.  In  the  case 
of  comrade  Ch’iu  Ts’ai-K’ang,  the  burnt  area  was 
so  exceedingly  great  and  the  degree  so  severe 
that  it  was  necessary  to  first  excise  the  burn  tis- 
sue, do  dermatoheterografts,  and  then  finally 
dermatoautografts. 

As  to  when  to  excise  the  burn  tissue,  the  cus- 
tomary period  is  two  weeks  after  injury.  But 
such  a long  interval  often  causes  the  wound  to 
worsen.  This  has  long  been  a difficult  problem 
in  treating  burns. 

Ch’en  Teh-Chang,  a young  doctor,  in  his 
round-the-clock  vigil  at  the  patient’s  bedside, 
discovered  that  burn  tissue  separated  from  the 
subcutaneous  tissue  before  nine  days.  But  being 
fettered  to  established  medical  experience,  he 


only  casually  mentioned  this  matter  to  some  par- 
ty members,  and  did  not  dare  to  suggest  excising 
and  grafting  before  two  weeks.  Finally,  only  upon 
the  party  committee’s  firm  insistence  did  the 
doctors  observe  reality  and  advance  the  date  of 
grafting. 

In  actually  practicing  early  grafting  and  de- 
vising improvements,  it  was  discovered  that  even 
nine  days  was  not  necessary;  as  a matter  of  fact, 
grafting  could  be  done  as  soon  as  the  patient’s 
wounds  were  sterilized  on  admission.  Thus  not 
only  were  the  chances  of  infection  greatly  di- 
minished and  the  recovery  of  tissue  enhanced, 
but  the  process  of  grafting  and  growing  skin  was 
also  greatly  shortened. 

We  demanded  of  everyone  attending  the  pa- 
tient that  he  should  observe  the  minutest  details, 
exchange  views  on  any  change  in  his  condition, 
make  early  diagnosis,  and  decide  on  the  course 
of  treatment  at  every  stage.  New  mesthods  of 
treatment  were  first  tried  out  on  a small  area. 
The  method  of  rapid  preparation  of  the  wound 
surface  receiving  the  graft  and  that  of  exposed 
grafting  were  first  tried  out  on  a small  area,  and 
when  we  found  that  the  effect  was  quite  satis- 
factory, we  extended  the  use  of  these  methods. 

The  Socialist  Principle  of  Collectivism 

Burns  have  always  been  considered  a simple 
surgery  problem,  and  only  when  they  show  gen- 
eral symptoms  is  it  considered  necessary  to  call 
into  consultation  the  department  of  medicine. 
This  practice  of  only  considering  the  appear- 
ances and  not  the  patient  as  a whole  and  of  giv- 
ing more  local  treatment  and  less  over-all  treat- 
ment used  to  be  quite  common  in  surgery.* 

In  the  process  of  treating  Ch’iu  Ts’ai-K’ang, 
our  doctors  gradually  broke  away  form  narrow- 
minded departmentalism  and  rid  themselves  of 
the  false  notions  that  the  more  a department 
calls  in  others  for  consultation  the  less  capable 
it  is,  and  that  consultations  are  only  a means  of 
shirking  responsibility.  As  a result,  over-all  treat- 
ment came  into  full  play. 

Consultations  were  held  daily  with  the  depart- 
ments of  dermatology,  surgery,  medicine  and 
urology,  and  the  disease  was  considered  from 
every  aspect  before  the  day’s  treatment  was  de- 
cided upon.  Consequently,  a well-known  profes- 
sor of  internal  medicine  declared  that  the  gen- 
eral change  induced  by  deep  burns  involved  all 

°In  1955,  a cook  in  Kuangts’s  Hospital  was  very  badly  scald- 
ed and  the  body  area  burnt  was  about  the  same  as  in  Ch’iu 
Ts’ai-Kang’s  case,  although  the  burns  were  first  and  second 
degree.  He  died  on  the  fourth  day,  one  of  the  causes  of  death 
being  inadequate  over-all  treatment. 
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the  theory  of  internal  medicine,  and  a professor 
of  dermatology  likewise  stated  that  burns  in- 
volved the  whole  process  of  destruction,  growth 
and  development  of  the  skin.  Not  only  the  de- 
partments directly  involved  were  concerned 
about  our  progress,  but  other  departments  like- 
wise showed  great  concern.  There  was  only  one 
vein  on  Cli’iu  Ts’ai-K’ang’s  calf  by  which  plasma 
transfusion  and  additional  nutrition  could  be 
given.  But  prolonged  use  increased  the  possibil- 
ity of  thrombosis,  and  repeated  injections  also 
increased  the  possibility  of  damaging  the  vein. 
Then  a pediatrician  reminded  us  that  there  was 
a vein  on  the  forehead  frequently  used  in  pedi- 
atrics for  transfusion,  thus  giving  us  an  addi- 
tional route  for  fluid  administration. 

We  paid  close  attention  to  the  patient’s  diet, 
devising  means  of  stimulating  his  appetite, 
studying  his  likes  and  dislikes,  and  having  the 
dietician  discuss  his  menu  with  him  everyday. 
His  ability  to  take  nutritious  and  tasty  foods  en- 
abled us  to  cut  down  greatly  on  additional  par- 
enteral food  administration. 

All  these  could  not  but  lead  our  doctors  to  one 
conclusion.  The  closer  the  co-operation,  the 
greater  the  talent,  the  more  the  ideas  and  the 
higher  the  courage.  The  day  of  working  in  isola- 
tion in  medicine  has  passed  never  to  return. 

WHY  WE  WON 

A Victory  of  Party  Leadership,  Irrefutable  Proof 
that  the  Unskilled  Can  Lead  the  Skilled.  Another 
Fruit  Born  of  the  General  Line. 

When  we  speak  of  the  party’s  leadership,  we 
do  not  mean  simply  technical  leadership,  but  po- 
litical guidance  of  technology,  not  just  partial 
aspects,  but  the  consideration  of  partial  aspects 
in  their  relation  to  the  problem  as  a whole.  What 
we  mean  by  political  or  over-all  guidance  is  per- 
sistency in  following  the  mass  line.  We  called 
for  members  of  the  Communist  Party  and  the 
Communist  Youth  League  to  take  the  lead  in 
everything  and  set  an  example  in  doing  every- 
thing possible  for  the  patient.  We  did  not  relax 
our  attention  to  political  and  ideological  educa- 
tion either  among  the  staff  or  with  Comrade 
Chiu  Ts’ai-K’ang  himself;  advanced  ideas  and 
actions  were  duly  praised  and  backward  ideas 
and  wrong  actions  criticized  (the  nursing  staff 
held  a general  meeting  to  criticize  a nurse  who 
refused  to  attend  Ch’iu  Ts’ai-K’ang  for  fear  that 
B.  pyocyaneus  infection  would  be  transmitted 
through  her  to  her  son ) . 


When  we  speak  here  of  the  party’s  leadership, 
we  do  not  mean  pretending  to  know  what  we  do 
not  know  concerning  technical  details,  but  the 
decisive  handling  of  crucial  problems.  When  it 
became  apparent  that  the  doctors  could  not 
break  away  from  the  established  beliefs  of  bour- 
geois authorities,  the  party7  demanded  that  they 
dare  to  think  and  speak,  appealed  to  their  self 
respect,  and  encouraged  their  every  success  and 
achievement.  Again,  whenever  they  bogged 
down  over  a single  detail,  the  party  showed  them 
the  fallacy  of  seeing  only  one  finger  and  missing 
the  whole  hand. 

The  party’s  leadership  that  we  know  is  the 
close  alliance  of  the  leadership  and  the  masses, 
of  politics  and  technology,  of  proletarian  ideol- 
ogy and  skill.  We  won  because  of  the  city  party 
committee’s  direct  leadership  and  the  ideology 
taught  by  the  central  committee’s  policies  of  the 
general  line. 

Triumph  of  the  Noble  Virtues  Possessed  Only 
by  the  Working  Class 

The  sphere  of  general  knowledge  among  se- 
nior medical  workers,  especially  among  senior 
doctors,  is  often  limited.  They  are  obsessed  by 
their  own  work;  they  do  not  understand,  and 
hold  in  contempt,  and  even  deny  the  existence 
of  others’  labors  and  achievements.  They  very 
often  know  nothing  of  the  lives  of  the  workers, 
the  peasants  and  the  broad  masses,  and  care 
even  less.  If  occasionally  some  of  them  read 
books  describing  the  lives  of  the  people,  they 
hesitate  to  believe  that  such  things  as  described 
in  “Kao  Yu  Pao”*  and  “The  Young  Guards”** 
could  be  true.  But  the  living  reality  of  the  work- 
ing class’s  noble  virtues  displayed  by  Ch’iu  Ts  ai- 
K’ang  moved  them,  and  deeply. 

When  his  dressings  were  changed,  Gh  in 
Ts’ai-K’ang  suffered  intense  pain,  but  to  the  doc- 
tors he  said,  “Just  so  long  as  my  eyes  can  see  the 
steel,  I don’t  mind  the  pain  ..."  "Cure  me.  1 m 
needed  in  production.  I can  leave  my  wife  and 
child,  but  not  my  furnaces”. 

To  his  wife  he  said,  You  have  brought  m\ 
pay,  did  you  pay  my  Party  duesP 

These  selfless  words  from  a noble  soul  brought 

0Kiio  Yu-Pao,  a peasant's  son  who  could  not  read  and  write 
before  liberation,  is  now  a student  at  the  People  s l niversitx 
in  Peking.  Opportunity  of  education  came  to  him  when  he 
joined  the  Chinese  People's  Liberation  Army,  and  alter  only 
two  years  of  classes,  he  started  to  write  his  life-history.  Ills 
name  became  famous  all  over  China  after  three  chapters  ol 
his  autobiographical  novel  were  published  in  a leading  literary 
magazine  in  1951.  _ , 

00The  Young  Guards  is  a Soviet  novel  by  uexnniler  eiuleyev 
depicting  the  fight  of  a group  of  Soviet  youths  in  the  German 
rear  during  World  War  II. 
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tears  to  the  staff  members’  eyes. 

Not  only  were  these  noble  selfless  traits  dis- 
played by  comrade  Ch’iu  Ts’ai-K’ang,  but  also 
by  other  burnt  patients  transferred  here  in  suc- 
cession from  far  off  places.  Some  were  army  men, 
some  were  members  of  agricultural  co-ops.  Their 
heroism  in  the  face  of  pain  and  willingness  to 
co-operate  galvanized  the  hospital  staff  into  ac- 
tion and  made  them  feel  that  for  the  sake  of  the 
patients,  their  families,  and  the  cause  they 
worked  for,  everything  possible  must  be  done  to 
cure  them. 

As  soon  as  news  of  Ch’iu  Ts’ai-K’ang’s  fight 
for  life  appeared  in  the  newspapers,  the  300,000 
steel  and  machine  tool  workers  of  Shanghai 
pledged  themselves  to  a new  target  in  their  pro- 
duction leap  forward  as  a token  of  welcome  to 
Ch’iu  Ts’ai-K’ang  upon  his  return  after  complete 
recovery.  Workers  from  other  factories  also  sent 
delegates  to  visit  him.  The  workers’  solicitude 
for  each  other  was  truly  moving.  Sun  Ts’ai-Yi,  an 
old  worker  at  the  Shanghai  Medical  Appliances 
Factory,  crossed  the  greater  part  of  Shanghai  on 
foot  at  night  just  to  contribute  a few  of  his  sug- 
gestions to  the  making  of  Ch’iu  Ts’ai-K’ang’s  re- 
volving bed. 

These  facts  clearly  show  that  the  noble  virtues 
of  the  working  class  are  a great  and  very  real 
force.  It  spurred  on  the  doctors’  thinking,  and 
made  them  feel  more  acutely  the  need  of  re- 
molding their  ideology  in  order  to  accomplish 
the  tasks  given  them. 

Victory  of  the  Lofty  Style  of  Communism,  “One 

for  All  and  All  for  One,”  and  the  Mass  Line 

Ordinarily,  when  a patient  is  hospitalized,  he 
comes  into  contact  only  with  a few  doctors, 
nurses  and  attendants.  But  in  the  fight  to  save 
Ch’iu  Ts’ai-K’ang,  all  of  Shanghai  participated, 
and  his  progress  was  followed  closely  by  the 
whole  country.  The  city  party  committee  and 
the  city  people’s  committee  incessantly  inquired 
about  his  condition  and  gave  us  timely  advice 
and  support.  Aside  from  the  party’s  concern,  the 
people  of  Shanghai  were  also  most  solicitous. 
Young  pioneers  brought  the  biggest  and  choicest 
apples.  Cultural  workers  gave  visiting  perform- 
ances. Even  cadres  working  in  the  countryside 
came  to  pay  visits  on  their  furlough. 

To  produce  on  short  notice  a special  revolving 
bed,  inflatable  mattresses,  emergency  drugs,  nu- 
tritional drugs,  etc.,  the  workers  in  the  Shanghai 
Second  Plastic  Works,  the  Shanghai  Medical  Ap- 


pliances Factory,  the  Shanghai  Pharmaceutical 
Co.,  civil  airlines,  and  in  Kuangts’e  Hospital’s 
workshop,  dispensary,  blood  bank  and  labora- 
tory, all  gave  their  fullest  support  by  sacrificing 
holidays  and  sleep. 

All  the  other  departments  and  faculties  of  the 
Shanghai  Second  Medical  College  also  showed 
the  closest  concern  for  Ch’iu  Ts’ai-K’ang.  Mem- 
bers of  the  college  staff  vied  with  one  another 
in  donating  blood  and  skin  for  grafting.  The  de- 
partments of  basic  medicine  and  clinical  medi- 
cine worked  in  close  co-operation.  In  order  to  be 
able  to  transfuse  with  antibiotic  blood,  a fourth 
year  student  and  a nurses’  school  student  volun- 
tarily took  B.  pyocyaneus,  streptococcus  and 
staphylococcus  vaccine  injections,  then  waited 
anxiously  for  signs  of  fever,  for  fever  would 
mean  that  the  vaccine  had  induced  the  forma- 
tion of  antibodies  so  that  their  blood  when  trans- 
fused into  Ch’iu  Ts’ai-K’ang  could  increase  his 
resistance  to  these  three  micro-organisms. 

It  can  be  clearly  seen  from  the  above  that  the 
lofty  style  of  communism  and  the  spirit  of  co-op- 
eration are  rapidly  developing  in  our  country.  It 
can  also  be  seen  that  medical  and  health  work 
must  and  can  follow  the  mass  line. 

Victory  of  the  Party  in  Leading  and  Remolding 
Intellectuals  to  Better  Serve  the  People 

Although  for  most  medical  workers,  the  anti- 
rightist struggle  and  the  rectification  campaign 
have  solved  politically  the  question  of  choosing 
between  the  two  social  systems,  still,  in  their  ac- 
tual work,  they  have  not  completely  settled  the 
questions  as  to  how  to  accept  the  party’s  lead- 
ership, how  to  serve  wholeheartedly  the  working 
people,  etc. 

During  the  two  months’  fight  to  save  Comrade 
Ch’iu  Ts’ai-K’ang,  the  leading  role  played  by  the 
party  convinced  the  senior  doctors  and  they  ac- 
knowledged with  all  their  heart  that:  “It’s  true 
that  diseases  can  be  treated  by  Marxism-Lenin- 
ism,” and  that  “Without  the  party,  intellectuals 
like  us  could  not  possibly  have  broken  out  from 
the  established  rules  of  bourgeois  experts.” 

One  professor  declared,  “People  call  me  an 
expert  on  surgery,  but  actually  I’m  only  expert 
in  a very  limited  part  of  surgery.  Only  the  party 
can  analyze  a problem  as  a whole  and  give  over- 
all leadership.” 

Others  said,  “When  the  party  first  told  us  to 
save  him  at  all  cost,  I thought  that  this  was  a 
case  of  laymen  demanding  the  impossible.  But 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  151/2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  SO,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Brown,  S.  S.;  Libo,H.W.,  and  Nussbaum,  A.  H : Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20*23,  1958. 
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as  the  days  went  by,  and  I saw  how  the  party 
solved  problems  at  every  crucial  point,  how  the 
masses  enthusiastically  offered  help,  how  Ch’iu 
Ts’ai-K’ang  himself  could  not  forget  his  steel 
even  though  his  own  life  hung  by  a thread,  I be- 
came convinced.  I am  convinced  that  only  by 
relying  upon  the  party  and  the  people  can  we 
intelligentsia  turn  our  knowledge  into  useful 
strength  and  ourselves  into  useful  people.” 

The  party  led  the  doctors  forward  step  by 
step.  It  involved  repeated  shattering  of  old 
beliefs,  instilling  of  new  beliefs,  and  raising 
of  their  political  consciousness  by  degrees.  This 
was  putting  into  practice  the  party’s  policy 
toward  intellectuals.  It  was  truly  said  that  in 
this  fight  to  save  Ch-iu  Ts’ai-K’ang,  on  the  one 
hand,  the  doctors  cured  Ch’iu  of  his  bums,  but, 
on  the  other  hand,  through  this  curing  the 
doctors  themselves  were  cured:  Cured  of  their 
blind  reverence  for  foreign  authoroties,  their 
blind  faith  in  textbooks,  their  doubts  in  the 
party  and  in  the  masses,  their  unrealistic  ap- 
proach to  problems.  Another  observation  was 
that  the  day  Ch’iu  Ts’ai-K’ang  recovered,  some 
of  the  diseases  the  doctors  suffered  from  would 
also  have  been  cured.  How  true! 

Proof  That  Medical  and  Health  Work 
Should  and  Can  Leap  Forward 

Forward  leap  in  medicine  has  encountered 
many  obstacles.  According  to  some  people’s  way 
of  thinking,  “Medicine  is  different  from  industry 
and  agriculture;  it  involves  the  life  and  death 
of  human  beings.  Steel  can  be  retempered,  and 
crops  can  be  resown,  but  a human  life  is  given 
but  once.”  Behind  this  lurks  much  of  the  bour- 
geois individualistic  standpoint.  The  claim  that 
life  is  not  matter  to  tamper  with  only  serves 
as  an  excuse  for  callousness  toward  life.  “Human 
life  is  given  but  once”  is  an  excuse  to  hide  their 
refusal  to  bear  responsibility  to  the  patient  and 
refusal  to  actively  serve  the  people.  Unfortunate- 
ly, this  kind  of  thinking  is  still  widespread  among 
the  medical  profession. 

“Can  everybody  treat  diseases?”  one  doctor 
asked.  “My  bit  of  knowledge  took  me  20  years  of 
hard  work  to  accumulate.”  Behind  this  lurk 
unmeasurable  arrogance,  self-conceit  and  de- 
tachment from  reality. 

“The  curing  of  disease  cannot  be  hurried,” 
another  said.  “How  fast  the  course  runs  is  be- 
yond our  control.  In  medical  work,  you  just  can’t 
apply  the  more  and  faster  stipulated  in  the 
general  line.”  Such  self-absement  and  disregard 


of  the  latent  potentialities  in  man  are  actually 
a desire  to  go  to  sleep  in  an  easy  chair  and  wake 
up  in  a ready-made  Communist  society. 

“Healing  is  a very  complicated  business,”  says 
yet  another.  “The  changes  in  the  human  body 
are  unpredictable.  How  can  you  plan  a leap 
forward  here?”  Behind  this  lurks  the  servile 
idea  that  science  has  already  reached  its  very 
peak,  and  there  is  nothing  more  to  be  done. 

The  successful  treatment  of  Chi-iu  Ts’ai-K’ang 
as  well  as  the  10  or  more  severe  burn  cases  has 
proved  that  the  potentialities  in  medicine  are 
infinite,  and  the  possibility  for  leaps  forward 
is  immense.  The  very  fact  that  burn  surgery 
in  such  a serious  case  as  Ch’iu  Ts’ai-K’ang’s  was 
able  to  catch  up  with  and  exceed  the  current 
world  level  proves  this.  If  it  can  be  done  in 
burn  surgery,  naturally  the  same  holds  for  other 
departments.  Therefore,  the  above  ideas  should 
all  burst  like  soap  bubles. 

OUR  FUTURE  TASKS 

1.  The  fight  to  save  Ch-iu  Ts’ai-K’ang  has 
proved  that  politics  can  play  the  guiding  role 
in  medical  science  and  has  also  enabled  us  to 
gain  some  experience  in  how  to  apply  political 
guidance.  The  reasons  and  methods  should  be 
made  known  to  everyone  and  everywhere.  Re- 
cently our  college  established  departments  to 
study  hypertension,  schistosomiasis  and  measles 
vaccination.  In  each  of  these  departments  there 
is  a concurrent  political  head.  Also,  Communists 
and  members  of  the  Communist  Youth  League 
are  in  charge  of  the  different  research  projects 
so  as  to  expedite  the  intellectuals’  and  their  own 
proletarian  remolding  and  the  advancement  of 
their  technology. 

2.  A burn  surgery  department  will  be  estab- 
lished to  systematically  study  and  sum  up  the 
political  and  technical  experiences  gained  during 
these  past  two  months.  A training  course  will 
be  opened  where  these  experiences  will  be 
shared  with  other  workers.  This  will  undoubted- 
ly contribute  toward  advancing  burn  surgery  in 
our  country.  Before  this,  we  did  not  do  enough 
toward  systematically  summing  up  our  experi- 
ences and  making  them  known  to  others,  con- 
sequently when  many  hospitals  met  with  severe 
burn  cases  that  they  could  not  treat  themselves, 
they  could  only  transfer  them  to  us. 

3.  We  shall  make  it  our  duty  to  cure  all 
burn  patients  henceforth  with  burns  within  90 
per  cent,  at  less  expense  and  in  less  time.  Our 
political  work  was  inadequate;  on  the  first  two 
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days  of  the  fight  to  save  Ch’iu  Ts’ai-K’ang  we 
did  not  give  the  necessary  political  guidance. 
Even  afterwards,  we  did  not  follow  up  immedi- 
ately with  ideological  education  of  every  worker. 
Consequently,  there  were  some  instances  of  com- 
placency and  carelessness.  For  instance,  not 
enough  emergency  drugs  were  prepared  for  gen- 
eral anesthesia  to  do  grafting,  so  when  the  need 
arose  we  were  caught  off  guard.  This  nearly 
caused  complications,  and  unnecessarily  in- 
creased the  patient’s  suffering. 

4.  We  shall  take  stock  of  the  experiences 
gained  in  the  fight  to  save  Ch’iu  Ts’ai-K’ang  and 
through  this  educate  all  our  workers,  improve 
the  work  of  the  college,  further  temper  our 
workers  and  strengthen  them,  and  further 
strengthen  the  role  of  the  party  organization  in 
our  college. 

LETTER  TO  THE  EDITOR 

Dear  Sir: 

IT  MAY  be  of  interest  for  you  to  know  how 
I became  interested  in  your  Journal. 

As  a resident  at  the  city  and  county  hospital, 
here  in  Houston,  I used  to  have  and  still  have 
scientific  exhibits.  It  never  occurred  to  me 
to  submit  all  my  articles  to  a journal  for  pub- 
lication. I only  mimeographed  them  and  placed 
these  in  the  scientific  exhibits. 

Dr.  Harold  Turner  and  Dr.  Weem  Turner,  of 
this  city  mailed  these  mimeographed  papers 
to  your  journal  unknown  to  me.  They  were 
published  without  me  ever  seeing  the  proofs. 
The  response  all  over  America  was  better  than 
any  journal  down  this  way,  even  our  state  medi- 
cal journal. 

Since  then,  I have  started  sending  my  articles, 
most  of  which  have  never  been  published  any- 
where. 

I am  now  director  of  the  Obstetrical  and 
Gynecological  Research  Institute  where  I also 
have  my  office.  It  is  the  policy  of  this  institute 
that  all  original  articles  are  first  mailed  to  your 
journal. 

Your  journal  is  doing  excellent  jobs  on  these 
articles.  The  physicians’  response  by  writing  one 
about  articles  in  your  journal  is  encouraging. 

I,  too,  wish  to  thank  all  there  for  your  kind- 
ness to  me  over  the  years.  I am,  with  kindest 
regards, 

Sincerely  yours, 

KARL  JOHN  KARNAKY,  M.D., 
Houston,  Tex. 


in  Acne 

Routine  cleansing  with  pHisoHex  augments 
standard  acne  therapy.  “No  patient  failed  to 
improve.”1  pHisoHex  helps  check  the  infec- 
tion factor  in  acne.  Used  exclusively  and  fre- 
quently, it  will  keep  the  skin  surface  virtually 
sterile.  Contains  3 per  cent  hexachlorophene. 


(antibacterial  detergent,  nonalkaline,  nonirritating,  hypoallergenic) 

tips  the  balance  for  superior  results 


1.  Hodges,  F.T.: 

GP  14:86,  Nov.,  1956. 


LABORATORIES 
New  York  18,  N.Y. 
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<J~Cistorical  <J\[otes 


EARLY  DAYS  OF  THE  ARIZONA  MEDICAL  SOCIETY 


By  John  W.  Kennedy, 

” OCTOR  Orville  Harry  Brown  was  apparently 
one  of  the  first  members  of  our  state  society 
to  make  an  organized  attempt  to  collect  ma- 
terial about  early  medicine  in  Arizona,  or  es- 
pecially about  the  early  physicians  of  Arizona. 

An  article  in  the  Arizona  Daily  Star,  Tucson, 
by  Dr.  Whitmore  of  that  city  stated  in  part, 
after  the  1931  convention,  “For  the  first  time 
an  attempt  is  being  made  to  prepare  a history 
of  Arizona  medicine  — to  be  a part  of  the 
medical  history  of  the  United  States.  Dr.  Orville 
H.  Brown,  of  Phoenix,  associate  editor  of  South- 
western Medicine,  is  in  charge  of  the  work. 
The  difficulty  will  be  in  securing  adequate  data 
concerning  the  deceased  members  of  the  pro- 
fession. Dr.  Whitmore  has  consented  to  assist 
in  this  work  for  Pima  County.  This  county  — one 
of  the  original  four  divisions  of  Arizona  formerly 
included  both  Cochise  and  Santa  Cruz  coun- 
ties.” Those  who  have  perused  early  numbers 
of  Southwestern  Medicine  have  been  well  re- 
paid for  their  efforts  since  Dr.  Whitmore  has 
contributed  many  articles  about  individual  doc- 
tors in  those  issues. 

Now  about  Dr.  Brown  to  whom  was  delegated 
some  of  this  effort.  Well,  he  was  born  near 
Sabetha,  Brown  County,  Kan.,  July  18,  1875. 
He  graduated  from  the  University  of  Kansas 
with  a Bachelor  of  Arts  degree  in  1901.  He 
remained  there  one  year  as  an  assistant  in  phy- 
siology; from  1902  to  1904,  he  was  assistant 
in  physiology  at  the  University  of  Chicago,  and 
in  1905  received  a Doctor  of  Philosophy  degree 
from  that  institution.  He  served  as  assistant  pro- 
fessor of  pharmacology  at  the  Medical  School 
of  St.  Louis  University  and  in  1905  received 
his  Doctor  of  Medicine  degree  from  that  insti- 
tution. He  traveled  abroad  and  then  returned 
to  serve  as  assistant  professor  of  medicine  at 
St.  Louis  University  from  1910  to  1916.  At  the 
latter  date  he  located  in  Phoenix,  Ariz.,  and 
conducted  a private  practice.  He  specialized  in 
internal  medicine  and  was  nationally  known 
for  his  work  on  asthma. 

Dr.  Brown  collected  over  1,900  items  and 
articles  relating  to  physicians  of  early  Arizona 
and  to  medical  practice  in  this  state.  At  his 
death,  this  material  was  turned  over  to  the  state 


A.B.,  B.S.,  M.A.,  M.D. 
medical  society. 

The  present  committee  on  history  and  obituary 
of  the  state  association  has  organized  and  alpha- 
betized this  material  and  hope  to  see  it  bound. 
This  might  be  considered  the  first  material  for 
a projected  archives  of  the  history  of  medicine 
in  Arizona.  Among  the  papers  was  found  a note 
concerning  the  organization  of  the  Arizona  Medi- 
cal Association  and  for  the  benefit  of  those  of 
us  who  have  not  before  had  the  opportunity  to 
study  this  material,  it  is  quoted  in  full  as 
follows : 

“The  Arizona  Medical  Association  was  organ- 
ized in  Phoenix,  Ariz.,  in  1892  pursuant  to  a 
call  by  the  president  and  secretary  of  the  Mari- 
copacopa  County  Medical  Association.  The  let- 
ter sent  to  each  Arizona  physician  read  as  fol- 
lows : 

“ ‘Dear  Doctor:  At  a meeting  of  the  Maricopa 
County  Medical  Association  held  in  Phoenix 
on  the  first  Tuesday  in  this  month,  the  following 
preamble  and  resolution  were  unanimously 
adopted: 

“ ‘WHEREAS,  It  is  evident  that  there  are 
many  earnest  and  zealous  physicians  in  Arizona 
who  are  willing  to  contribute  of  their  time  and 
talent  towards  the  general  interest  of  the  medi- 
cal profession  and, 

“ ‘WHEREAS,  the  greatest  need  of  the  profes- 
sion can  be  accomplished  through  organization, 
therefore  be  it : 

“‘RESOLVED,  First:  That  we  call  a meeting 
of  the  physicians  of  the  Territory  for  the  purpose 
cf  organizing  a Territorial  Medical  Society,  and 
that  said  meeting  be  held  in  Phoenix,  on  May 
25,  (Wednesday)  in  order  that  we  may  elect 
delegates  to  the  American  Medical  Association 
which  meets  in  Detroit,  Michigan,  June  7,  1892. 

“‘RESOLVED,  Second:  That  a committee  of 
three*  be  appointed  to  invite  all  ‘regular’  phy- 
sicians residing  in  the  Territory  to  attend  said 
meeting. 

“ ‘In  compliance  with  said  resolution  you  are 
most  cordially  invited  to  be  present  and  partici- 
pate in  the  organization  of  the  Territorial  Associ- 
ation. We  deem  it  unnecessary  to  enumerate  the 
many  reasons  why  we  should  organize  as  we 

°H.  A.  Hughes,  W.  H.  Ward,  A.  E.  Martin,  Committee 
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take  it  for  granted  that  they  are  evident  to  all 
thinking  physicians’.” 

Yours  Fraternally,  J.  MILLER,  PRESIDENT 
L.  D.  DAMERON,  SECY. 

“The  first  meeting  was  on  May  25th  in  the 
old  Commercial  Hotel  in  Phoenix.  The  constitu- 
tion and  by-laws  were  adopted  at  that  time.  This 
particular  item  further  relates,  ‘Among  the  early 
members  most  of  them  are  still  active  in  the 
practice  in  Arizona,  are:  Drs.  George  M.  Broad- 
way, who  joined  the  society  in  1895,  Win  Wylie 
and  J.  W.  Drane  who  joined  in  1897,  all  of  Phoe- 
nix, W.  V.  Whitmore  of  Tucson,  B.  B.  Mueller 
and  John  Dennet  of  Phoenix  who  joined  in  1898, 
John  W.  Flinn  of  Prescott,  and  E.  Payne  Palmer 
of  Phoenix  and  A.  M.  Tuthill  of  Morenci,  who 
were  made  members  in  1901.’ 

“This  further  continues:  ‘The  first  ten  presi- 
dents of  the  Association  in  order  of  their  election 
were:  Drs.  J.  A.  Miller,  H.  A.  Hughes,  Ancil 
Martin,  all  of  Phoenix,  P.  G.  Potter  of  Yuma,  D. 
M.  Purman  of  Phoenix,  Charles  H.  Jones  of 
Tempe,  W.  V.  Whitmore  of  Tucson,  Win  Wylie 
of  Phoenix,  T.  B.  Davis  of  Prescott,  and  H.  W. 
Fenner  of  Tucson.  Of  the  first  20  meetings,  14 
of  them  were  held  in  Phoenix,  two  in  Tucson, 
and  four  in  Prescott’. 

“To  name  the  men  who  deserve  special  com- 
mendation for  their  contributions  to  the  success 
of  the  Arizona  State  Medical  Association  through 
the  years  would  be  almost  like  having  a roll  call. 
Among  the  older  members,  however,  who  de- 
serve mention  are:  D.  F.  Harbridge,  who  has 
been  secretary  of  the  society  for  20  years  and  is 
still  the  secretary,  John  E.  Bacon  of  Miami  who 
has  been  active  in  the  society  in  many  ways,  but 
especially  as  chairman  of  the  medical  defense 
committee,  C.  E.  Yount  of  Prescott  who  has  been 
the  treasurer  for  about  20  years;  other  local  ac- 
tive members  who  cannot  be  omitted  are:  Drs. 
John  W.  Flinn,  W.  W.  Watkins,  A.  M.  Tuthill, 
E.  Payne  Palmer,  J.  E.  Drane,  W.  V.  Whitmore, 
W.  A.  Holt,  and  B.  D.  Kennedy.  Dr.  Whitmore 
had  the  privilege  of  nominating  every  president 
of  the  Association  for  many  years. 

“The  Secretary  of  the  Medical  Association  is 
always  the  important  officer.  During  the  45  years 
in  which  the  organization  has  had  annual  meet- 
ings, Drs.  Green,  H.  E.  Stroud,  and  W.  W.  Wat- 
kins of  Phoenix  were  the  only  ones  that  served 
just  one  term.  Dr.  L.  D.  Dameron,  deceased,  for- 
merly of  Phoenix,  served  four  years,  Dr.  O.  E. 


Plath,  also  deceased,  and  also  of  Phoenix,  served 
two  terms,  Dr.  Chas.  H.  Jones  of  Tempe,  also  de- 
ceased, served  three  terms,  Dr.  John  W.  Foss, 
also  deceased,  and  also  of  Phoenix,  served  five 
terms,  Dr.  John  W.  Flinn  of  Prescott  served  four 
terms  and  Dr.  C.  E.  Yount  of  Prescott  served  five 
terms. 

“Dr.  W.  W.  Watkins  edited  the  Arizona  State 
Medical  Journal  for  several  years  which  in  1916 
was  merged  with  the  medical  journals  published 
by  New  Mexico  and  El  Paso  County,  Texas,  and 
became  Southwestern  Medicine.  Dr.  Watkins 
soon  became  editor  of  this  new  journal  in  which 
position  he  continued  until  Jan.  1 of  last  year. 
The  present  editor  is  Dr.  Orville  Harry  Brown 
of  Phoenix.  In  addition  to  being  editor,  Dr. 
Brown  has  taken  upon  himself  the  task  of  com- 
piling the  medical  annals  of  Arizona.  He  has  a 
considerable  amount  of  material  regarding  the 
present  as  well  as  the  earlier  Arizona  physicians. 
It  is  particularly  difficult  to  get  material  about 
those  living.  He  is  anxious  to  have  the  physicians 
of  this  State  give  him  their  complete  biographi- 
cal sketches  to  be  filed  in  the  Archives."  Remem- 
ber this  was  written  in  1931. 

The  present  committee  then  would  like  noth- 
ing better  than  to  receive  contributions  from 
physicians  all  over  the  State  of  Arizona,  which 
in  any  way  relate  to  the  history  of  medical  prac- 
tice in  the  fair  state  of  Arizona  or  to  the  fabu- 
lous physicians  who  made  this  history. 

Drs.  Brown  and  Whitmore  made  a notable 
and  auspicious  contribution  to  this  effort  and  it 
is  up  to  each  of  us  to  continue  it. 

2021  N.  Central  Avenue, 
Phoenix,  Ariz. 
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CJopics  of  ^/Vtodical  interest 

ARIZONA  POISONING  CONTROL  CENTER 


INTENTIONAL  INHALATION  OF 
VAPORS  FROM  PLASTIC  CEMENT 

t!  IGHT  incidents  of  intentional  inhalation  of 
vapors  from  a commercial  plastic  cement  in- 
volving teenage  boys  in  Phoenix,  Ariz.,  have  been 
made  known  to  the  Arizona  Poisoning  Control 
Information  Center.  The  method  of  administra- 
tion employed  by  the  youths  was  to  squeeze  a 
portion  of  the  contents  of  a tube  of  the  cement 
in  a handkerchief  and  then  to  inhale  the  vapors 
after  placing  the  cloth  over  the  face.  One  of  the 
youths,  who  was  encountered  shortly  after  he  in- 
haled the  vapors,  was  found  to  be  in  a condition 
resembling  inebriation.  He  was  incoherent  and 
staggered.  The  systematic  effects  of  the  vapors 
lasted  for  approximately  one  hour,  after  which 
time  he  had  apparently  recovered  from  all  effects 
with  the  exception  of  a headache.  A recent  com- 
munication from  the  manufacturer  producing 
the  brand  of  plastic  cement  involved  indicated 
that  the  active  constituent  of  the  product  is  to- 
luene. * 

MANAGEMENT  OF  PHENOLPHTHALEIN 
OVERDOSAGE 

The  Phenolphthalein  Research  Institute  has 
recently  provided  information  concerning  the 
treatment  of  phenolphthalein  overdosage.  It  is 
the  impression  of  this  group  that  there  is  a tend- 
ency to  employ  excessive  measures  to  counteract 
the  supposed  adverse  effects  of  overdosage  from 
this  chemical  agent.  This  practice  is  considered 
to  be  needless  and  is  more  likely  to  be  fraught 
with  harm  than  prove  of  benefit.  The  following 
suggestions  for  the  management  of  phenolph- 
thalein overdosage  have  been  made  ( 2 ) : 

1.  No  gastric  lavage  is  recommended.  In  the 
early  stages  it  is  unnecessary;  later,  it  is  useless. 
It  may  give  rise  to  complications. 

2.  Vomiting  should  not  be  induced  in  children, 
as  aspiration  of  particles  vomited  may  cause 
complications. 

3.  Activated  charcoal,  USP,  in  teaspoonful 
doses,  suspended  in  milk,  water  or  a carbonated 
beverage  ( but  not  in  fruit  juices ) should  be  ad- 

"Information  concerning  the  degree  of  toxicity  and  treatment 
of  poisoning  from  toluene  can  be  found  in  the  Poisoning  Con- 
trol card  file  provided  for  each  of  the  Arizona  Hospital  Poison- 
ing Control  Treatment  Centers. 


ministered  every  1 or  2 hours.  If  excessive  taxa- 
tion develops,  administration  of  charcoal  should 
be  continued  until  the  laxative  action  subsides. 

4.  If  a very  large  quantity  of  phenolphthalein 
has  been  taken,  it  may  be  advisable  to  administer 
a therapeutic  dose  of  castor  oil.  This  will  aid  in 
eliminating  the  major  portion  of  the  phenolph- 
thalein ingested.  No  saline  cathartic,  alkalies, 
glycerin,  propylene  glycol,  alcohol,  or  other  sol- 
vents of  phenolphthalein  should  be  given,  as 
they  may  increase  laxative  action. 

5.  The  person  should  remain  quiet,  but  not 
confined  to  bed.  The  regular  diet  may  be  main- 
tained with  no  restriction  of  fluids,  except  fruit 
juices. 

6.  Bismuth,  kaolin  or  other  bowel  movement 
restraining  drugs,  except  activated  charcoal,  are 
contraindicated.  They  prolong  the  action  of  the 
retained  portion  of  the  laxative  by  slowing  up 
evacuations. 

The  above  research  group  reports  further,  that 
the  number  of  bowel  movements  following  phe- 
nolphthalein overdosage  seldom  exceeds  six  in 
the  first  24  hours,  with  two  or  three  movements 
occurring  after  that  time.  The  bowel  action  usu- 
ally returns  to  normal  not  later  than  the  third 
day.  In  the  cases  studied  by  this  group,  no  in- 
stances of  prostration,  vertigo,  dyspnea  or  any 
other  systemic  effects  from  phenolphthalein 
overdosage  have  been  observed.  Aside  from  lax- 
ation,  the  course  is  likely  to  be  uneventful. 

Phenolphthalein  is  a constituent  of  many  pro- 
prietary cathartic  preparations.  Popular  among 
these  are  Feen-A-Mint  and  Ex-Lax.  Several  in- 
stances of  accidental  ingestion  by  children  of  the 
latter  product  have  been  reported  by  the  Arizona 
Hospital  Poisoning  Control  Treatment  Centers. 

ACUTE  POISONING  FROM  USE  OF 
ISOPROPYL  ALCOHOL  IN  TEPID 
SPONGING 

Isopropyl  alcohol  is  sometimes  used  for  tepid 
sponging  of  febrile  children.  A case  report  de- 
scribing acute  poisoning  in  a child  following  this 
procedure  has  recently  appeared  in  the  litera- 
ture. (3)  The  case  involved  a 2V2-year-old  girl 
with  a fever  which  accompanied  an  ear  infec- 
tion. In  addition  to  drug  therapy,  alcohol  spong- 
ing was  prescribed.  At  midnight,  the  child  was 
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wrapped  in  a towel  saturated  with  12  ounces  of 
70  per  cent  isopropyl  alcohol.  A second,  dry  tow- 
el was  used  to  cover  the  first,  and  the  patient 
was  placed  in  bed  with  her  aunt.  A window  in 
the  bedroom  was  partly  open.  The  following 
morning  the  child  could  not  be  aroused,  and  she 
was  limp  and  totally  unresponsive.  Her  pupils 
were  small  and  did  not  respond  to  light;  only 
corneal  reflexes  were  observed.  The  patient  be- 
came apneic  for  a short  period  and  artificial  res- 
piration was  required.  Urinalysis  revealed  the 
presence  of  acetone  in  the  urine,  and  the  odor 
on  the  breath  resembled  acetone.  The  blood  con- 
tained 130  mg.  of  isopropyl  alcohol  per  100  ml. 
The  treatment  was  mainly  supportive  and  in- 
cluded intravenous  fluids,  oxygen  and  antibiot- 
ics. An  endotracheal  tube  was  inserted  because 
of  the  poor  pulmonary  ventilation.  By  the  fol- 
lowing morning  the  patient  was  fully  conscious; 
however,  she  remained  irritable  and  inactive  for 
several  more  days.  It  was  thought  that  the  coma 
resulted  from  inhalation  of  isopropyl  alcohol. 

A similar  case  history  reported  in  1953(4)  in- 
volved a 22-month-old  boy  in  whom  acute  poi- 
soning also  occurred  as  a result  of  inhalation  of 
large  quantities  of  isopropyl  alcohol.  In  this 
case,  bed  linens  drenched  with  1%  pints  of  iso- 
propyl alcohol  were  used  in  the  sponging  proce- 
dure. Within  five  hours  after  the  procedure,  the 
child  was  in  a comotose  state  such  as  that  de- 
scribed in  the  above  case.  The  blood  of  this  child 
was  found  to  contain  128  mg.  of  isopropyl  alco- 
hol per  100  ml. 

In  view  of  the  potential  hazards  of  employing 
alcohol  in  tepid  sponging  to  reduce  body  tem- 
perature in  fever,  it  would  appear  that  water 
would  be  a more  desirable  liquid  to  use  in  the 
sponging  procedure.  The  use  of  water  should, 
indeed,  be  considered  in  preference  to  alcohol 
in  febrile  states  in  children  resulting  from  acute 
poisoning  from  chemical  agents. 

When  water  is  employed  in  sponging,  water 
temperatures  below  78  degrees  F.  should  prob- 
ably not  be  used,  not  only  because  they  are  some- 
times painful,  but  also  because  they  generate 
reflex  vasoconstriction  which  impairs  their  ef- 
fectiveness. Ice  packs  and  ice  water  baths  are 
considered  to  be  unnecessarily  violent  and  dan- 
gerous. ( 5 ) 

ESOPHAGEAL  STRICTURE  FROM  ACCI- 
DENTAL INGESTION  OF  CLIN1TEST 
TABLETS 

Ingestion  of  lye  is  a well-known  cause  of  chem- 


ical burns  and  stricture  of  the  esophagus.  Ap- 
proximately 50  per  cent  of  such  burns  and  al- 
most all  strictures  result  from  the  ingestion  of 
this  agent. (6)  One  product  which  contains  this 
caustic  and  is  often  found  in  homes  is  Clinitest, 
the  tablets  of  which  are  frequently  employed  by 
diabetics  in  urine  testing.  Recently,  two  cases  of 
accidental  ingestion  by  children  under  five  years 
of  age  of  Clinitest  tablets  were  reported.  ( 6,7 ) 
In  each  case,  a single  tablet  was  ingested  and 
esophageal  stricture  resulted.  In  one  case,  the 
stricture  was  complete  and  surgical  intervention 
was  required. 

Clinitest  tablets  contain  a combination  of  an- 
hydrous sodium  hydroxide,  copper  sulfate,  citric 
acid,  and  sodium  bicarbonate.  If  a tablet  is  in- 
gested, the  heat  produced  when  the  sodium  hy- 
droxide comes  in  contact  with  moisture  and  the 
caustic  action  of  the  lye  can  cause  a thermal  and 
chemical  burn  with  resultant  scarring  and  stric- 
ture of  the  esophagus.  These  effects  are  prob- 
ably augmented  somewhat  by  the  astringent  and 
irritant  qualities  of  the  copper  sulfate  in  the  tab- 
let. 

It  is  recommended  that  esophagrams  be  car- 
ried out  to  confirm  the  clinical  impression  of 
esophageal  stenosis  or  stricture.  If  the  patient 
has  contact  with  a diabetic  and  no  etiology  is  ap- 
parent, ingestion  of  Clinitest  tablets  should  be 
considered.  ( 6 ) 
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STATISTICS  OF  53  POISONING  CASES 
REPORTED  IN  ARIZONA  DURING 
FERRUARY  1959 


per  cent 

Number 

Age:  Under  five  years 

81.1 

(42) 

Six  to  15  years 

1.7 

( 1) 

16  to  30  years 

6.9 

( 4) 

31  to  45  years 

3.4 

( 2) 

Over  45  years 

0.0 

( 0) 

Not  reported 

6.9 

( 4) 

Nature  of  Incident:  Accidental  92.5 

(49) 

Intentional  7.5 

( 4) 

Outcome:  Recovery 

100.0 

(53) 

Fatal 

0.0 

( 0) 

Time  of  Day:  Between  6 a.m. 

and  noon 

41.5 

(22) 

Between  noon 

and  6 p.m. 

37.7 

(20) 

Between  6 p.m. 

and  midnight 

5.7 

( 3) 

Between  midnight 

and  6 a.m. 

0.0 

( 0) 

Not  reported 

15.1 

( 8) 

CAUSATIVE  AGENTS: 

Internal  Medicines  Number 

Per  cent 

Aspirin 

14 

26.4 

Other  analgesics 

0 

0 

Barbiturates 

7 

13.2 

Antihistamines 

1 

1.9 

Laxatives 

2 

3.8 

( Ex-Lax ) 

Cough  Medicine 

1 

1.9 

Tranquilizers 

1 

1.9 

Others 

1 

1.9 

Subtotal 

27 

51.0 

External  Medicines 

Liniment 

4 

7.5 

Antiseptics 

1 

1.9 

Others 

2 

3.8 

( Nose  drops ) 


Subtotal  7 13.2 
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Household  Preparations 


Soaps,  detergents,  etc. 

1 

1.9 

Disinfectants 

0 

0 

Bleach 

1 

1.9 

Lye,  corrosives,  drain 

cleaners 

0 

0 

Furniture  and  floor 

polish 

0 

0 

— 

— 

Subtotal 

2 

3.8 

Petroleum  distillates 

Kerosene 

0 

0 

Gasoline 

1 

1.9 

Others 

0 

0 

— 

— 

Subtotal 

1 

1.9 

Cosmetics 

0 

0 

Pesticides 

Insecticides 

4 

7.5 

( Antrol  ant  killer ) 

Rodenticides 

1 

1.9 

Others 

0 

0 

— 

— 

Subtotal  5 

9.4 

Paints,  varnishes, 

solvents,  etc. 

3 

5.7 

Plants 

1 

1.9 

( castor  beans ) 

Miscellaneous 

4 

7.5 

( red  ink- 
three  cases ) 
( chlorophyll 
deodorizer ) 

Unspecified 

3 

5.7 

— 

— 

TOTAL 

53 

100.0 

WILLIS  R.  BREWER,  Ph.D. 
Dean,  College  of  Pharmacy, 
University  of  Arizona 

ALBERT  L.  PIC CHION1,  Ph.D. 
Pharmacologist  and  Director, 
Arizona  Poisoning  Control  Program 

LINCOLN  CHIN, 
Pharmacologist 
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cyanocobalamin,  Crystalline  Vitamin  Biq 


A tiny  tablet  of  redisol  to'stimulate  the  appetite  — 
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vitamin  for  growth  and  the  fundamental 
metabolic  processes. 
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dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC 


1958-59  ANNUAL  REPORT  OF  DELEGATE 
TO  AMA 

T THE  request  of  the  speaker  of  the  house  of 
delegates  of  the  American  Medical  Association, 
your  delegate  attended  the  annual  session  of  the 
AMA  in  June  1958,  San  Francisco,  Calif.,  in  the 
capacity  of  vice  president,  rather  than  Arizona 
delegate.  Our  alternate  delegate,  Doctor  Robert 
E.  Hastings,  consented  to  represent  our  state  in 
the  house  of  delegates.  Although  not  able  to  stay 
until  the  close  of  all  the  meetings,  Doctor  Hast- 
ings did  attend  and  was  duly  registered  to  serve 
in  the  house. 

Mr.  Robert  Carpenter,  executive  secretary,  at- 
tended both  the  San  Francisco  session  as  well  as 
the  Minneapolis  clinical  session,  in  December 

1958,  at  which  time  your  delegates  registered 
and  were  seated  in  the  house.  Roth  of  us  attend- 
ed all  the  sessions.  Upon  return,  a synopsis  of  the 
proceedings  was  prepared,  and  this  summary 
was  published  in  Arizona  Medicine,  January 

1959. 

As  a member  of  the  advisory  committee  to  the 
board  of  directors  of  the  American  Medical  Edu- 
cation Foundation,  in  company  with  Doctor 
Harold  Kohl,  chairman  of  the  State  AMEF  com- 
mittee, your  delegate  attended  the  annual  meet- 
ing of  the  advisory  board,  board  of  directors  and 
state  chairman,  in  Chicago,  on  Jan.  24  and  25, 
1959. 

During  the  meeting  of  the  state  medical  coun- 
cil, Jan.  18,  1959,  some  matters  acted  upon  by 
the  AMA  house  of  delegates,  particularly  those 
concerned  with  the  report  of  the  commission  on 
medical  care  plans,  were  presented  to  council 
for  appropriate  action.  These  were  received  and 
referred  to  appropriate  state  committees  for 
study  and  recommendation.  It  is  hoped  that  the 
council  will  have  these  matters  ready  for  action 
by  the  house  of  delegates  when  it  convenes  the 
latter  part  of  April  in  annual  meeting.  Specifical- 
ly, the  national  body  adopted  the  recommenda- 
tion of  the  reference  committee  on  insurance  and 
medical  services  that  each  constituent  state  as- 
sociation be  urged  to  review  the  report  of  the 
commission  on  medical  care  plans,  and  transmit 
their  decisions  with  regard  to  the  following  basic 
points : 

1.  Free  Choice  of  Physician: 

Acknowledging  the  importance  of  free  choice 


of  physician,  is  this  concept  to  be  considered  as 
a fundamental  principle,  incontrovertible,  unal- 
terable, and  essential  to  good  medical  care  with- 
out qualifications? 

2.  Closed  Panel  Systems: 

What  is  or  will  be  your  attitude  regarding 
physician  participation  in  those  systems  of  medi- 
cal care  which  restrict  free  choice  of  physician? 

These  suggestions  (those  contained  in  the  re- 
port of  the  commission)  acknowledge  that  the 
policy  of  the  American  Medical  Association  to 
encourage  and  support  the  highest  quality  of 
medical  care  for  all  patients  remains  unchanged. 
They  question,  however,  whether  attitudes  to- 
ward the  free  choice  of  physician  and  the  closed 
panel  system  may  be  undergoing  evolutionary 
change. 

It  is  hoped  that  replies  to  the  foregoing  ques- 
tions can  be  transmitted  to  the  AMA  headquar- 
ters 60  days  in  advance  of  the  June  1959  annual 
AMA  session  so  that  necessary  analysis  and  eval- 
uation of  the  material  can  be  submitted  to  the 
board  of  trustees  and  house  of  delegates  prior  to 
the  annual  meeting. 

Respectfully  submitted, 

JESSE  D.  HAMER,  M.D. 

Delegate  to  AMA 

1958-59  ANNUAL  REPORT  OF  NORTH- 
WESTERN DISTRICT  COUNCILOR 

X HE  following  is  a report  from  the  northwest- 
ern district  in  which  there  has  been  considerable 
activity  and  development  of  various  aspects  of 
medicine.  Recause  of  its  rapid  growth,  most  of 
the  activity  has  been  in  Coconino  County  as  the 
report  will  illustrate. 

(1)  In  January  1957  the  members  of  Coconino 
County  Medical  Society  in  the  Flagstaff  area  be- 
gan panel  medical  coverage  for  indigent  patients 
because:  (a)  Patients  have  a choice  of  physi- 
cians; (b)  Complete  medical  coverage  is  avail- 
able 24  hours  a day;  (c)  This  type  of  a set-up 
prevents  over-burdening  of  a single  doctor  with 
care  of  the  indigents. 

The  1957  industrial  commission  fee  schedule 
is  being  used  to  compensate  the  physicians.  So 
far,  this  arrangement  has  proved  to  be  very  sat- 
isfactory to  the  patients,  the  county  board  of  su- 
pervisors and  the  doctors. 

(2)  In  mid-1958,  a Coconino  County  Health 
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Department  was  formed  and  a county  board  of 
health  of  five  members  was  appointed,  one  of 
the  members  being  a member  of  the  County 
Medical  Society.  A full  time  M.D.  director  was 
employed.  This  is  a marked  improvement  over 
the  previous  set-up. 

(3)  The  Coconino  County  Medical  Society 
: formed  a grievance  committee  and  publicized  its 

existence.  To  date,  one  case  has  been  investiga- 
ted and  satisfactorily  handled.  Yavapai  County 
is  now  organizing  a grievance  committee. 

(4)  The  northwestern  district  held  a dinner 
dance  honoring  Doctor  W.  R.  Manning,  presi- 
dent of  the  state  association. 

(5)  The  Coconino  County  Medical  Auxiliary 
held  a benefit  bridge  party  and  raised  approxi- 
mately $500  for  the  pediatric  department  of  the 
Flagstaff  Hospital.  This  was  their  initial  project 
and  was  considered  an  outstanding  success  in 
spite  of  the  infancy  and  few  members  of  the  or- 
ganization. 

(6)  Through  the  efforts  of  the  Flagstaff  Hos- 
pital board  of  trustees,  administrator,  the  Coco- 
nino County  Medical  Society,  and  other  inter- 
ested friends,  $100,000  was  obtained  from  funds 
provided  by  the  Hill-Burton  Act  for  an  obstetri- 
cal wing  to  be  added  this  year. 

(7)  Through  professional  procurement  activi- 
ties of  the  Coconino  County  Medical  Society, 
the  following  new  physicians  are  now  practicing 
in  the  county:  (a)  A general  practitioner,  (b)  a 
pediatrician,  (c)  An  EENT  specialist. 

On  May  1,  1959,  a full  time  radiologist  who  is 
now  professor  of  radiology  and  head  of  the  de- 
partment of  radiology  at  the  University  of  Ala- 
bama Medical  School,  will  be  in  Flagstaff  and 
will  serve  four  hospitals  in  this  area. 

( 8 ) Through  the  efforts  of  the  Coconino  Coun- 
ty Medical  Society  and  the  co-operation  of  the 
Arizona  Division  of  the  American  Cancer  Soci- 
ety, a Papanicolaou  laboratory  is  now  function- 
ing in  the  Flagstaff  Hospital  under  the  super- 
vision of  a qualified  physician. 

(9)  Four  members  of  the  Coconino  County 
Medical  Society  are  now  in  the  process  of  form- 
ing a Northern  Arizona  Post-Graduate  Medical 
Seminar  which  will  meet  for  the  first  time  in 
Flagstaff,  Aug.  6,  7,  8. 

(10)  A radio  and  press  advisory  committee 
for  dissemination  of  medical  information  was 
formed  in  January  1959,  in  Flagstaff.  This  com- 
mittee is  composed  of  representatives  from  the 
three  radio  stations,  the  Arizona  Daily  Sun,  the 


Flagstaff  Hospital  administrator  and  a member 
of  the  Coconino  County  Medical  Society. 
Respectfully  submitted, 

ROY  O.  YOUNG,  M.D., 
Councilor,  Northwestern  District 

1958-59  ANNUAL  REPORT  OF  THE  AIR 
POLLUTION  COMMITTEE 

HE  air  pollution  committee  has  little  to  report 
at  this  time. 

The  Arizona  State  Health  Department  with 
Phoenix  Community  Council  backing,  is  spon- 
soring a bill  for  statewide  study  of  air  pollution. 
Such  a bill  and  study  is  desirable  and  back- 
ground for  further  action,  although  it  will  do 
nothing  to  relieve  the  current  pollution  now  pres- 
ent in  Maricopa  County.  So  far,  I know  of  no 
other  proposed  legislation. 

It  is  my  personal  opinion  that  study  and  con- 
trol should  go  hand  in  hand  and  that  as  sources 
are  uncovered,  some  steps  should  be  taken  to 
reduce  or  eliminate  them. 

Respectfully  submitted, 

GEORGE  G.  McKHANN,  M.D., 
Chairman,  Air  Pollution  Committee 

1958-59  ANNUAL  REPORT  OF  THE 
ARIZONA  AMEF  COMMITTEE 

0 N DEC.  31,  1958,  there  were  85  medical 
schools  in  the  United  States.  Of  these,  78  had 
approved  four-year  programs,  four  were  ap- 
proved two-year  schools  of  basic  medical  sci- 
ence, and  three  were  developing  four-year  med- 
ical schools.  The  three  schools  having  newly  de- 
veloping programs,  Albert  Einstein,  University 
of  Florida,  and  Seton  Hall,  are  not  yet  fully  ap- 
proved, but  their  first  two  years  have  been  pro- 
visionally approved  and  the  final  two  years  will 
be  approved  when  they  complete  their  develop- 
ment to  four  years  of  medical  education. 

In  1958  the  85  medical  schools  enrolled  8,030 
freshmen.  This  is  the  largest  first  year  class  on 
record.  In  addition  to  this  number,  the  medical 
schools  of  the  United  States  were  charged  with 
the  responsibility  of  teaching  64,600  other  than 
medical  students.  This  vast  number  included 
dental  students,  pharmacy  students,  nurses,  stu- 
dents in  technical  subjects,  other  undergraduates, 
arts  and  science  majors,  candidates  for  higher 
degrees,  internes,  residents  and  physicians  en- 
rolled in  continuation  courses.  This  represents  a 
facet  of  medical  school  responsibility  frequently 
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overlooked  by  those  not  familiar  with  these  ac- 
tivities. 

There  were  15,791  individual  applicants  for 
admission  to  medical  schools  in  1958.  Of  this 
number  8,030  were  admitted.  This  represents  a 
ratio  of  greater  than  one  admission  for  every  two 
applicants.  Forty-one  per  cent  of  all  the  first  year 
students  admitted  were  from  six  states  (New 
York,  Pennsylvania,  California,  Ohio,  Illinois, 
Texas).  In  these  six  states  there  are  32  medical 
schools  or  38  per  cent  of  the  total.  Seven  schools 
(all  state  owned)  enrolled  as  first  year  students 
only  residents  of  the  state  in  which  the  school  is 
located.  The  college  grade  records  of  the  8,030 
freshmen  admitted  to  medical  schools  in  the  fall 
of  1958  were  as  follows  in  percentage:  A.  17.7 
per  cent;  B.  66.0  per  cent,  and  C.  16.3  per  cent. 

The  attrition  rates  of  medical  students  in  ap- 
proved United  States  medical  schools  during  the 
session  1957-58  were  as  follows:  First  year  — 7.8 
per  cent;  Second  year  — 3.2  per  cent;  Third  year 
— 1.3  per  cent;  Fourth  year  — 0.3  per  cent. 

These  percentages  of  enrollment  loss  repre- 
sent not  only  those  students  who  failed,  but  those 
who  withdrew  with  poor  standing  and  those  who 
withdrew  in  good  standing.  Many  factors  such 
as  finances,  dislike  of  medicine,  illness,  etc.,  ac- 
count for  those  who  withdrew  in  good  standing. 
For  example,  although  the  attrition  rate  of  the 
first  year  class  was  7.8  per  cent,  only  5.5  per  cent 
can  be  accounted  for  by  those  who  failed  or 
those  who  withdrew  in  poor  standing.  The  tui- 
tion and  fees  range  in  private  medical  schools 
was  $592  - $1,280,  and  in  public  schools,  $120  - 
$900  for  residents,  and  $416  - $1,300  for  non- 
residents. 

COSTS  OF  MEDICAL  EDUCATION 

The  medical  school  with  less  than  10  per  cent 
of  the  student  population  takes  from  30  per  cent 
to  40  per  cent  of  the  university  budget.  The  ac- 
tual distribution  of  sources  of  funds  for  medical 
school  expenditures  1957-1958  for  all  schools  re- 
porting was  essentially  as  follows : 

1.  Income  from  tuition  — 6.4  per  cent. 

2.  Income  from  endowment  — 6.1  per  cent. 

3.  Income  from  general  university  funds  and 
expenses  provided  by  universities  — 16.7  per 
cent. 

4.  Income  from  non-governmental  grants  for 
research  and  teaching  — 17.1  per  cent. 

5.  Income  for  teaching  expenses  paid  by  hos- 
pitals, clinics,  or  medical  service  funds  — 6.8  per 
cent. 


6.  Miscellaneous  income  — 1.1  per  cent. 

7.  Government  grants  for  research  and  teach- 
ing including  federal  (27.9  per  cent)  and  state 
(17.9  per  cent)  — 45.8  per  cent. 

It  is  to  be  noted  that  this  represents  a com- 
posite picture  for  sources  of  funds  and  does  not 
present  the  analysis  of  any  single  institution.  For 
example,  the  majority  of  the  private  schools 
would  receive  no  state  support  and  many  state 
(publicly  supported)  schools  would  have  little 
or  no  income  from  endowment,  etc. 

The  American  Medical  Education  Foundation 
was  established  in  1951  for  the  sole  purpose  of 
aiding  to  perpetuate  free  medical  education  in  i 
our  country.  Failure  to  perpetuate  that  system 
will  inevitably  lead  to  federally  supported  and 
controlled  schools.  During  the  eight  years  since  ; 
AMEF  was  founded,  a total  of  $7,876,402  has  j 
been  contributed  and  distributed  to  the  medical 
schools  of  our  country.  In  1951,  the  total  AMEF 
income  was  $745,918  and  in  1958  it  was  $1,133,- 
654.  The  cost  of  educating  the  future  physician 
is  high;  so  high,  in  fact,  that  the  tuition  he  pays 
covers  only  approximately  18  per  cent  of  the  ac- 
tual cost  of  his  training.  Some  of  this  deficit  is 
made  up  by  endowment  income  coupled  with 
grants  and  bequests  from  individuals  and  foun- 
dations. But  a gap  remains.  AMEF  funds  enable  j 
the  school  to  keep  valued  faculty  members,  at- 
tract others,  purchase  necessary  equipment  at 
the  time  it  is  needed.  Unrestricted  money  from 
AMEF  provides  the  means  of  helping  the  medi- 
cal schools  face  a great  problem  without  resort- 
ing to  federal  aid  and  its  eventual  control. 

In  1951,  the  number  of  individual  contributors 
to  medical  education  through  AMEF  was  1,876 
and  in  1957  this  number  had  increased  44,155. 

In  addition,  from  records  made  available  to  the 
American  Medical  Association,  50,364  alumni 
contributed  directly  to  medical  schools  in  the 
amount  of  $3,020,000.  It  is  to  be  noted  that  con- 
tributions to  medical  education  through  AMEF 
are  entirely  unrestricted  funds  although  the  con- 
tributor may  designate  the  school  to  which  his 
contribution  is  to  go.  On  the  other  hand,  most  of 
the  direct  contributions  through  alumni  associa- 
tions are  earmarked  for  one  purpose  or  another. 
All  monies  contributed  to  medical  education 
through  AMEF  are  distributed  in  their  entirety 
to  the  medical  schools  and  no  part  of  these  con- 
tributions are  used  for  administrative  purposes. 

In  1958,  Arizona  contributed  a total  of  $12,638.97 
to  medical  education  through  AMEF.  This  total 
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represents  $10  per  member  of  The  Arizona  Med- 
ical Association,  Inc.,  as  a dues  increase,  and  the 
balance  is  made  up  of  contributions  from  the 
Women’s  Auxiliary,  from  individual  doctors  who 
realized  that  $10  per  year  did  not  represent  their 
ability  and  desire  to  aid  medical  education,  and 
from  pharmacists,  medical  and  surgical  supply 
houses,  ambulance  companies,  morticians,  etc. 

In  its  report  for  the  year  1957,  your  committee 
for  AMEF  included  among  its  recommendations 
that  pharmacists,  medical  and  surgical  supply 
houses,  ambulance  companies,  morticians,  etc., 
be  asked  to  consider  making  contributions  to 
medical  education  through  AMEF  at  Christmas 
time  in  lieu  of  gifts  to  physicians  and  their  fam- 
ilies if  giving  gifts  had  been  their  policy.  Coun- 
cil approved  this  recommendation  in  the  fall  of 
1958.  The  Arizona  Pharmaceutical  Association 
by  action  of  its  board  of  directors  enthusiastical- 
ly endorsed  the  idea  and  their  reaction  to  it  is 
reflected  in  two  articles  which  appear  in  Arizona 
Pharmacist,  Volume  37,  No.  1,  November  1958. 
As  a result  of  the  approval  of  council  of  the  Ari- 
zona Medical  Association,  many  pharmacists, 
morticians,  etc.,  did  make  contributions  to  medi- 
cal education  through  AMEF  at  Christmas  time 
1958  in  lieu  of  their  usual  gifts  to  doctors.  Even 
though  this  action  was  taken  late  in  the  season 
after  many  of  our  friends  had  placed  their  orders 
for  Christmas  gifts,  the  total  monies  contributed 
by  our  friends  to  medical  education  in  1958 
amounted  to  $549.  The  board  of  directors  of  the 
American  Medical  Education  Foundation  has 
approved  this  method  and  this  idea  and  because 
Arizona  was  first  to  recognize  this  untapped 
source  of  funds  for  medical  education,  requested 
your  chairman  to  outline  the  plan  at  the  annual 
meeting  of  state  chairmen  at  the  Palmer  House 
in  Chicago,  Jan.  24,  25,  1959.  From  the  enthusi- 
asm of  the  state  chairmen  of  the  47  other  states 
who  were  present,  it  was  likely  that  most  states 
will  adopt  this  same  policy  and  it  is  impossible 
at  the  present  time  to  estimate  the  large  sum  of 
money  which  will  become  available  for  the  sup- 
port of  medical  education  as  the  result  of  these 
Christmas  gifts. 

A great,  if  not  the  greatest,  motivating  force 
in  AMEF’s  efforts  was  in  1958,  as  it  has  been 
every  year,  the  Women’s  Auxiliary  to  the  Ameri- 
can Medical  Association  and  the  state  auxiliaries 
which  form  the  parent  organization.  Our  ladies 
have  made  AMEF  their  number  one  project 


annually.  Their  zeal  and  untiring  efforts  have 
permeated  the  entire  foundation  and  have  served 
both  as  an  impetus  to  the  doctors  and  as  a 
medium  for  education  concerning  the  needs  of 
medical  education  and  for  conversion  of  dis- 
believers. In  1958,  the  women’s  auxiliary  con- 
tributed over  $120,000  to  medical  education 
through  AMEF.  These  monies  were  not  lifted 
from  the  pockets  of  sleeping  doctors,  but  rather 
were  funds  raised  by  many  and  novel  means 
as  well  as  by  the  expenditure  of  much  time 
and  effort  on  the  part  of  the  ladies.  The  Women’s 
Auxiliary  to  the  Arizona  Medical  Association 
was  responsible  for  a magnificent  contribution 
of  $1,246  in  1958.  We,  as  doctors,  can  take  a 
lesson  from  our  wives  who  have  apparently 
realized  the  gravity  of  the  financial  crisis  which 
continues  to  confront  free  medical  education 
far  more  than  we  have.  Ladies,  ive  salute  you! 

RECOMMENDATIONS: 

Your  committee  has  no  specific  recommenda- 
tions for  1959.  It  does  believe,  however,  that 
if  every  physician  in  the  State  of  Arizona  would 
give  some  time  and  tought  to  the  great  problem 
of  financing  which  faces  medical  education 
today,  each  one  would  feel  his  responsibility  in 
a much  larger  way  and  as  a result  would  send 
a contribution  to  medical  education  through 
AMEF  in  addition  to  the  less  than  three  cents 
a day  that  he  contributes  in  his  $10  per  annum 
dues  increase. 

Respectfully  sumbitted, 

HAROLD  W.  KOHL,  M.D., 
Chairman, 
Arizona  AMEF  Committee 
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^ ^federal  ^/dction  ^lQelated  to  <^ldedicine 

SOCIAL  SECURITY  FOR  PHYSICIANS?* 


By  Thomas  Parker,  M.D. 

I Greenville,  S.  C. 

I N THE  consideration  of  social  security  in  There  are  many  reasons  why  doctors  should 


general,  it  might  be  well  to  start  with  the 
premises  upon  which  the  social  security  pro- 
gram is  based. 

The  first  is  that  everyone  upon  attaining  a 
given  age  or  condition  of  decrepitude  is  entitled 
to  federal  benefits,  primarily  money,  but  possibly 
other  services.  As  the  grasshopper  sang,  “The 
world  owes  me  a living/'  Under  certain  condi- 
tions, the  benefits  may  be  denied  because  of 
excessive  residual  initiative  or  failure  to  comply 
with  technicalities. 

The  next  proposition  is  that  it  is  right  for 
everyone  to  be  forced  to  provide  these  benefits 
for  himself.  This,  of  course,  is  the  authoritarian 
concept  that  it  is  right  actively  to  force  people 
to  do  something  someone  else  thinks  is  right, 
as  opposed  to  the  libertarian  concept  that  force 
should  be  used  only  to  prevent  wrong-doing. 
One  has  to  use  force  occasionally  to  train  ani- 
mals and  children,  but  authoritarians  treat  adults 
as  children. 

Third,  the  force  to  be  exerted  for  the  provision 
of  these  benefits  is  taxation.  It  is  assumed  that 
this  is  a fair,  democratic  and  desirable  means. 

Fourth,  it  has  been  asserted  that  since  taxa- 
tion is  used  for  the  provision  of  the  benefits, 
those  being  taxed  are  paying  their  own  way.  It 
is  becoming  increasingly  obvious,  however,  as 
congress  changes  the  law  year  after  year  in- 
creasing “benefits”  and  taxes,  that  the  present 
beneficiaries  did  not  provide  that  which  they 
receive,  but  that  it  is  in  reality  federal  largesse, 
extracted  from  present  taxpayers  who  will  have 
to  get  theirs  later  from  still  other  and  younger 
taxpayers.  For  those  who  receive  benefits  to 
provide  them  for  themselves,  it  is  obvious  that 
taxes  should  be  collected  before  benefits  are 
disbursed  and  that  once  a person  becomes  a 
beneficiary,  his  benefits  are  fixed,  because  he 
will  never  pay  any  more  taxes.  In  a backhanded 
though  important  way,  the  federal  government 
recognizes  that  social  security  payments  do  not 
represent  earned  income,  since  they  are  classi- 
fied as  charity  and  hence  tax-exempt. 

“Reprinted  from  the  October  1958  issue  of  The  Journal  of  the 
South  Carolina  Medical  Association,  Vol.  LIV,  No.  10. 


oppose  being  included  in  social  security.  Per- 
haps the  most  obvious  is  that  the  system  is 
financially  unsound.  Prior  to  this  year,  social 
security  income  exceeded  outgo,  primarily  be- 
cause eligible  beneficiaries  represented  only  a 
small  percentage  of  those  included  in  the  sys- 
tem. The  majority  of  those  paying  taxes  were 
not  eligible  to  receive  benefits.  This  year,  how- 
ever, as  more  and  more  people  become  eligible 
to  receive  benefits,  payments  exceeded  receipts. 
Although  taxes  are  scheduled  to  rise  progres- 
sively every  few  years  for  some  time,  there  are 
many  who  feel  that  income  will  never  again 
exceed  disbursements  for  very  long,  even  with- 
out the  addition  of  extra  benefits  by  congress 
every  year  or  two.  Liability  for  present  promised 
benefits  will  always  exceed  the  estimated  in- 
come. And  how  high  can  such  taxes  go?  For  the 
self-employed  they  are  presently  scheduled  to 
reach  6 per  cent  by  1975,  but  in  some  South 
American  countries  now  they  are  25  per  cent 
of  payroll,  and  in  France  as  much  as  35  per  cent 
of  payroll.  Bill  S.  3508,  proposed  by  Senator 
Morse,  would  periodically  increase  the  tax  rate 
so  that  by  1975  the  employe  and  employer  each 
would  be  paying  5.5  per  cent  on  a wage  base 
of  $6,000,  and  self-employed  would  be  paying 
8.25  per  cent.  Certain  increased  benefits  in 
public  assistance  are  provided  and  the  funds 
for  this  increase  would  come  from  increased 
appropriations  from  general  revenues.  One 
should  realize  that  the  social  security  taxes  are 
deducted  prior  to  income  taxes  and  there  are 
no  allowances  for  dependents,  etc.,  so  that  this 
is  an  additional  tax  on  gross  income.  (JAMA, 
July  19,  1958,  p.  1520.) 

More  Than  National  Debt 
In  addition,  there  are  those  equipped  to 
calculate  such  things  who  estimate  (for  social 
security  experience  and  practice  do  not  permit 
sound  actuarial  computation)  that  the  present 
obligations  of  the  social  security  system  exceed 
$280  billion  — more  than  the  current,  nominal 
national  debt.  This  sum  is  represented  by  $20 
million  in  cash  — the  petty  cash  account  which, 
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with  the  tax  income,  keeps  the  present  payments 
going  — and  the  remainder  in  government  bonds, 
the  actual  cash  having  been  transferred  to  the 
general  treasury  funds  and  spent.  This  means 
that  when  the  social  security  system  needs  its 
money  for  payments,  it  must  endeavor  to  redeem 
its  bonds,  which  can  only  be  done  by  collecting 
the  cash  a second  time  from  the  taxpayers. 

In  addition  to  the  above  financial  considera- 
tion, it  should  be  said  that  in  other  countries 
which  have  provided  social  security,  such  as 
Germany  and  England,  the  special  taxes  counted 
upon  to  support  the  system  have  proved  inade- 
quate and  general  tax  revenues  have  had  to  be 
tapped.  But  what  excess  general  revenues  are 
available  to  the  United  States,  currently  oper- 
ating annually  billions  of  dollars  in  the  red,  and 
where  shall  we  find  a daft,  rich  uncle  to  sub- 
sidize our  folly  for  free? 

In  addition  to  the  disreputable  financing  de- 
scribed above,  it  should  be  realized  that  social 
security  numbers  have  no  cash  surrender  value 
or  value  as  collateral,  as  conventional  insurance 
policies  do  — since  indeed,  as  explained,  the 
so-called  savings  have  already  been  spent,  and 
benefits  promised  are  not  guaranteed,  but  de- 
pendent upon  the  whim  of  congress  which  can 
change  the  law  any  time. 

Further  discussion  of  the  premise  that  every- 
one is  entitled  eventually  to  a government  sub- 
sidy is  in  order.  At  least  in  the  world  of  nature, 
both  among  animals  that  operate  as  individuals, 
and  those  that  are  organized  into  communities, 
in  order  to  receive,  one  must  produce.  (We  hope 
that  the  consideration  of  man  as  an  animal  is 
i not  offensive,  but  in  discussing  sociological  prob- 
lems we  must  use  sociological  concepts;  and  in 
the  welfare  state  we  are  discussing  animal  hus- 
bandry, with  no  regard  for  morals.)  By  analogy 
at  least,  therefore,  only  individuals  who  are  or 
who  have  been  productive  should  receive  such 
benefits  — which  in  turn  is  the  capitalistic  con- 
cept, as  opposed  to  the  welfare  state  proposal. 
Nonproducers,  therefore,  if  they  receive  benefits, 
I would  receive  them  as  charity  for  moral  reasons 
(again  a capitalistic  concept),  and  not  as  a right. 

The  proposal  that  individuals  should  be  forced 
to  provide  for  themselves  is  intriguing.  One  sus- 
pects that  often  the  presentation  of  such  schemes 
, as  good  will  toward  men  is  quite  the  reverse, 
and  is  composed  of  a combination  of  a desire 
to  do  good  with  someone  else’s  goods  (assump- 
tion of  un-earned  power),  the  unwillingness  per- 


sonally to  provide  for  others,  and  contempt  for 
the  abilities  and  standards  of  one’s  fellow  men. 
Surely  all  doctors  have  seen  old  people  who 
prefer  their  own  squalor  to  the  opulence  of  in- 
stitutional residence. 

T wo  Alternatives 

The  necessity  of  forcing  everyone  to  provide 
for  himself  is  presented  as  the  only  alternative 
to  a situation  of  distress  otherwise  intolerable. 
As  a matter  of  fact,  there  are  two  traditional 
alternatives.  The  first  is  that  the  individual 
should  be  allowed  to  do  without  if  he  chooses, 
like  the  grasshopper  in  Aesop’s  fable.  The  other 
is  for  wealthy  philanthropists  to  alleviate  the 
conditions  through  endowments,  foundations 
and  memorials.  It  is,  of  course,  true  that  such 
charities  do  not  alleviate  all  the  existing  distress 
— but  it  is  also  true  that  they  are  usually  ad- 
ministered in  such  a way  as  not  to  create  papuer- 
ism  and  additional  need.  Of  course,  for  a con- 
firmed Socialist,  both  wealth  and  philanthropy 
are  as  objectionable  as  economic  suffering;  in- 
deed they  are  themselves  varieties  of  economic 
illness,  and  should  be  done  away  with. 

As  regards  taxation,  it  should  merely  be  men- 
tioned that  all  methods  of  taxation  are  not  fair 
and  equal,  and  that  one  must  always  consider 
whether  the  purpose  of  taxation  is  to  raise  money 
for  legitimate  governmental  functions,  or  to  pro- 
duce forcible  economic  change  or  redistribution 
of  wealth  under  the  guise  of  legal  respectability. 
Whether  the  taxpayer  is  in  fact  paying  his  own 
way,  or  the  way  of  another,  would  also  seem 
pertinent. 

The  rules  governing  eligibility  for  social  se- 
curity benefits  are  so  strange  and  changeable 
that  they  will  not  be  discussed  here.  Suffice 
it  to  say  that  if  the  benefits  are  rights  provided 
by  taxation,  or  gifts  provided  by  federal  largesse, 
it  hardly  seems  just  to  deny  them  to  anyone 
superficially  eligible  on  grounds  of  age  or  de- 
crepitude because  of  minor  technicalities. 

The  objections  to  the  social  security  system 
given  above  are  general  and  apply  to  people 
in  all  classes  of  life.  There  are,  however,  par- 
ticular reasons  that  should  cause  doctors  to 
wish  not  to  be  included.  The  first  is  that  phy- 
sicians rarely  retire  at  the  age  of  65.  II  they 
don’t,  and  earn  $1,200  per  year  from  their  pro- 
fession, they  will  receive  no  benefits  until  they 
reach  72  — so  that  the  chances  of  their  bone! its 
equalling  their  payments  are  poor,  given  normal 
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life  expectancy  and  fair  health.  The  second  is 
that,  barring  trick  situations  such  as  that  of 
the  young  physician  who  became  the  father  of 
twins  18  months  after  he  entered  the  social  se- 
curity system  and  then  dropped  dead,  they  can 
obtain  better  insurance  cheaper  from  private 
companies,  and  this  coverage,  in  addition,  will 
have  cash  surrender  and  collateral  value  and 
a guaranteed  eventual  payment  regardless  of 
the  financial  success  the  insured  person  may 
have  achieved  in  the  meantime.  ( 1 ) A situation 
so  much  more  common  and  probable  that  it 
can  hardly  be  called  trick  is  given  in  the  Journal 
of  the  South  Carolina  Medical  Association  for 
July  1958:  “Social  security  says:  ‘A  wife  or 
widow  under  62  or  the  divorced  wife  of  an 
insured  person  may  receive  payments  only  while 
she  has  in  her  care  a child  (under  18  years  of 
age)  who  is  entitled  to  monthly  payments/ 
Thus,  many  widows  who  married  in  their  20s 
and  lost  their  husbands  in  their  40s,  would  not 
receive  any  survivors’  benefits  until  they  reached 
age  62  because  their  children  would  be  18  or 
older.’’  It  cannot  be  denied  that  it  is  possible 
for  physicians  of  63  to  enter  the  system,  make 
payments  for  18  months,  and  then  retire  and 
draw  lifelong  benefits;  but  surely  most  phy- 
sicians are  not  looking  for  a chance  to  defraud 
their  fellow  citizens  and  descendants  through 
legal  technicalities. 

The  final  reason  for  physicians  is  this:  No 
one  can  in  good  faith  and  with  honor  seek  to 
obtain  federal  cash  benefits  for  himself  and 
his  family,  but  oppose  on  lofty  moral  grounds 
the  provision  of  federal  medical  benefits  ( social- 
ized medicine),  such  as  are  currently  proposed 
in  the  Forand  bill,  for  example.  No  honorable 
person  should  exchange  his  birthright  for  a 

mess  of  pottage.  THOMAS  PARKER,  M.D. 

REFERENCE 

1.  Webster,  R.  C.  and  Coffey,  R.  L.  JAMA.,  162:231  (Sept. 
15,  1956). 

UNION  ABANDONS  CLOSED 
PANELS  AS  'ANTIQUATED'* 

T RUSTEES  of  a large  union  health- welfare  plan 
have  decided  to  abandon  two  closed  panel 
clinics  because  they  now  are  convinced  that 
the  best  medical  care  can  only  be  provided  when 
there  is  free  choice  of  physicians  and  hospitals. 

The  complete  reversal  of  union  health  care 
trends  was  made  this  month  by  Chicago  Truck 

eReprinted  by  permission  by  The  AMA  News,  March  23,  1959. 


Drivers,  Chauffeurs  and  Helpers  Union,  Local 
705  (Ind. ),  whose  9,500  members  have  35,000 
dependents. 

In  explaining  the  decision  to  close  the  six- 
year-old  clinics,  in  favor  of  a new  union  health 
plan  which  allows  free  choice,  Edward  Fenner, 
the  union’s  Columbia  University-educated  ex- 
ecutive director,  told  the  AMA  News: 

“The  so-called  closed  panel  method  of  main- 
taining medical  clinics  and  making  them  avail- 
able is  antiquated. 

Free  Choice 

“We  believe  members  should  have  the  right 
to  choose  their  own  physicians  and  hospitals 
rather  than  have  this  dictated  to  them.  Only  in 
this  way  will  they  seek  adequate  treatment  and, 
therefore,  have  the  best  possible  medical  care.” 

Fenner  also  said  he  hopes  the  United  Mine 
Workers  “will  go  back  to  a plan  giving  the 
members  free  choice  of  physicians.” 

Asked  about  rumblings  by  steel  workers  and 
auto  workers  that  they  may  also  adopt  a closed 
panel  system  for  their  health  care  program, 
Fenner  exclaimed: 

“That  would  be  a gross  error!” 

According  to  the  labor  leader,  one  of  the 
reasons  for  the  union  clinic  failure  in  Chicago 
was  that  the  people  were  spread  over  a wide 
area  and  transporting  them  to  the  health  centers 
was  not  practical. 

Labor  Leader  Praised 

Dr.  Charles  E.  Thompson,  the  union’s  medical 
consultant,  said  a basic  reason  for  the  change 
was  that  the  members  “wanted  to  go  to  then- 
own  doctors.” 

Dr.  Thompson  praised  Fenner  in  this  way: 

“He  is  an  extremely  responsible  labor  leader 
whose  basic  philosophy  is  to  serve  the  people 
and  not  just  create  large  cash  reserves  or  build 
large  buildings.” 

Significantly,  the  change  was  made  even 
though  the  workers  did  not  have  to  pay  extra 
for  medical  care  at  the  clinics,  while  the  union’s 
new  plan  involves  a participating  policy  under 
which  members  and  dependents  will  pay  part 
of  the  cost. 

Others  Closed  Clinics 

The  Chicago  union’s  action  was  the  third  of 
its  kind  in  the  past  few  months.  Last  December, 
two  Amalgamated  Meat  Cutters’  clinics  in  the 
New  York  City  area  closed  their  doors. 

Fenner  said  he  is  very  pleased  that  the  Chi- 
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cago  Medical  Society  is  co-operating  with  the 
new  plan.  The  society  has  a grievance  committee 
to  which  the  union’s  medical  consultant  can 
report  any  charges  of  abuse,  either  on  the  cost 
or  quality  of  medical  care. 

An  outstanding  feature  of  the  new  plan  is 
that  it  has  scrapped  a schedule  of  rates  for 
medical  treatment. 

Other  basic  features  of  the  new  plan  are: 

Members  and  dependents  will  have  free  choice 
of  physicians  and  hospitals. 

Union  pays  75  per  cent  of  medical  and  surgical 
costs  incurred. 

A $25  deductible  for  visits  for  non-surgical 
care  per-family,  per-year. 

No  deductible  for  surgery.  Plan  pays  the  first 
$25  for  surgery  and  75  per  cent  of  the  cost  in 
excess  of  $25. 

Plan  pays  all  hospital  costs  up  to  $200  and 
then  pays  75  per  cent  of  the  charge  above  this 
amount. 

A brochure  explaining  the  new  plan  is  being 
prepared.  The  new  program  will  go  into  effect 
July  1,  and  the  clinics  will  gradually  cut  down 
their  functions  and  close  for  good  at  the  end 
of  the  year. 

AMA  INTERNATIONAL  MEDICAL 
RESEARCH  BILL 

Senate  bill  (SJ  Res.  41),  backed  by  58 
senators  of  both  parties,  calling  for  an  institute 
for  international  medical  research  has  received 
some  impressive  indorsements  from  organized 
medicine,  and  leading  medical  scientists  during 
hearings  by  the  labor  and  public  welfare  com- 
mittee. Dr.  Gunnar  Gundersen,  of  LaCrosse, 
Wis.,  president  of  the  AMA,  offered  “full  support 
and  assistance”  to  the  setting  up  of  the  institute 
and  the  creation  of  a national  advisory  council 
for  international  medical  research. 

Commented  Dr.  Gundersen:  . . we  believe 

that  the  promotion  of  international  health 
through  research  is  one  of  the  best  means  of 
promoting  international  co-operation  and  under- 
standing . . . There  is  a growing  recognition 
that  medicine,  with  its  resources  and  influence 
fully  mobilized,  can  perhaps  do  more  for  world 
peace  than  the  billions  of  dollars  being  poured 
into  armaments.  There  is  a mounting  conviction 
that  the  time  has  come  when  medical  states- 
manship must  be  used  to  augment  the  methods 
of  political  diplomacy.” 


Dr.  Gundersen  made  several  suggestions  for 
the  committee’s  consideration:  (1)  that  the 

World  Medical  Association  be  included  among 
the  international  groups  to  be  co-operated  with, 
(2)  that  due  care  be  taken  not  to  “rob”  other 
countries  of  experts  in  medical  care  and  scien- 
tific research  through  support  grants  not  geared 
to  salary  differentials,  (3)  that  the  program 
should  be  primarily  one  of  research  itself  rather 
than  construction  of  research  facilities,  (4)  that 
the  greatest  care  be  exercised  in  setting  up  the 
research  grants  and  research  programs  to  avoid 
overlapping. 

In  reply  to  a question  on  the  reported  high 
number  of  Russian  medical  graduates,  Dr.  Gun- 
dersen said  it  was  his  impression  that  many  of 
these  graduates  were  distinctly  inferior  to  their 
U.  S.  counterparts.  He  expressed  the  view  that 
the  physician  in  Russia  did  not  enjoy  profes- 
sional standing  anywhere  near  that  of  other 
Soviet  scientists. 

PRESIDENT  APPROVES  NEW 
VA  BED  POLICY 

P 

I RESIDENT  Eisenhower  has  given  his  approval 
to  a new  veterans’  administration  hospital  bed 
policy  which  VA  Chief  Sumner  Whittier  calls 
“a  real  milestone  in  the  hospitalization  of  our 
nation’s  veterans.”  At  the  same  time  it  strength- 
ens the  hand  of  VA  in  its  disputes  with  the 
budget  bureau  and  veterans’  groups  on  bed 
numbers  and  bed  policies.  The  policy  was  out- 
lined to  the  house  veterans’  affairs  committee 
and  met  general  approval.  It  includes: 

1.  The  President  sets  a 125,000  authorized  bed 
capacity  in  VA  installations,  for  service-con- 
nected cases  and  for  non-service-connected  cases 
unable  to  defray  expenses  and  where  beds  are 
available.  Ratio  today  is  about  60  per  cent  non- 
service-connected and  40  per  cent  service-con- 
nected. Mr.  Whittier  says  the  gap  in  these 
percentages  will  continue  to  widen  because  serv- 
ice-connected load  will  decline. 

2.  Greater  flexibility  in  locating  beds  where 
need  is  greatest.  In  other  words,  the  adminis- 
trator can  shut  down  a hospital  for  lack  of 
patients  or  inability  to  recruit  personnel,  and 
have  them  transferred  to  another  facility. 

3.  Authority  to  shift  utilization  of  beds,  say 
from  tuberculosis  to  neuro-psychiatric  cases.  In 
1950  VA  had  16,195  TB  beds  in  operation;  last 
year  this  had  declined  to  10,250. 


Vol.  16,  No.  5 


Arizona  Medicine 


401 


PUBLIC  APATHY  THREATENS 
POLIO  GAINS 

Recent  progress  against  paralytic  polio  is 
threatened  by  the  fact  that  only  half  the  U.  S. 
population  under  the  age  of  40  has  had  the 
full  series  of  Salk  inoculations. 

In  its  monthly  statistical  bulletin,  Progress  in 
Health  Services,  the  foundation  pointed  out  that 
the  number  of  cases  of  paralytic  polio  rose  in 
1958  after  declining  each  year  since  the  intro- 
duction of  the  Salk  vaccine  in  1955. 

“Public  apathy  about  the  injections  may  be 
an  unfortunate  result  of  scientific  progress,”  said 
George  Bugbee,  foundation  president.  “Recent 
advances  against  polio  have  been  so  striking 
that  many  people  may  look  upon  it  as  a dis- 
ease of  the  past.” 

Up  to  a few  years  ago,  the  foundation  re- 
ported, “polio  was  a widespread  and  constantly 
increasing  danger,  and  little  could  be  done  to 
control  it.”  The  number  of  cases  in  this  country 
rose  steadily  through  the  first  half  of  the  cen- 
tury, reaching  a peak  of  almost  58,000  in  1952. 

With  the  coming  of  the  Salk  vaccine,  however, 
the  incidence  dropped  sharply,  and  in  1957  only 
5,500  cases  (including  2,500  paralytic)  were  re- 
ported. “The  evidence  is  now  overwhelming,” 
said  the  foundation  report  “that  the  full  series 
of  three  or  more  Salk  inoculations  provides  a 
high  level  of  protection  from  paralytic  polio.” 

“Provisional  figures  for  1958  indicate  that  the 
number  of  cases  rose  to  more  than  6,000,  in- 
cluding 3,100  paralytic  cases.  Most  of  last  year’s 
victims  were  persons  who  had  not  been  fully 
vaccinated,  and  local  epidemics  were  concen- 
trated among  the  less  advanced  socio-economic 
groups,  where  levels  of  vaccination  were  lowest. 

“The  major  problem  today  is  to  bring  the 
benefits  of  the  Salk  vaccine  to  the  entire  popu- 
lation, especially  those  under  age  40,”  the  foun- 
dation stated.  Estimates  by  the  national  founda- 
tion for  the  end  of  1958  indicates  that  41  million 
persons  in  this  age  group  had  not  been  vacci- 
nated at  all,  and  an  additional  16  million  were 
incompletely  vaccinated. 

“Only  57  million  — one  half  of  the  popula- 
tion of  this  age  group  — had  had  the  full  series 
of  three  or  more  shots.  Vaccinations  were  di- 
stressingly few  during  1958.  The  need  is  sharpest 
at  the  pre-school  ages  and  at  20-39,  where  only 
45  and  30  per  cent,  respectively,  are  fully  vac- 
cinated.” 


Medical  authorities  suggest  that  the  Salk  vac- 
cine protects  against  polio  for  at  least  three 
years  and  possibly  longer,  the  foundation  re- 
ported. Moreover,  “no  break  in  the  safety  of  the 
vaccine  has  shown  up  since  1955.” 

Current  research  efforts  cited  by  the  founda- 
tion include  an  attempt  to  develop  a more 
powerful  vaccine  that  can  be  taken  by  mouth. 
But  “universal  immunization”  with  even  the  pres- 
ent vaccine  could  signal  “the  virtual  end  of 
mankind’s  most  destructive  diseases.” 

KEOGH  BILL  GOES  TO  SENATE: 
TIMETABLE  UNCERTAIN 

With  surprising  ease,  the  house  dispatched  to 
the  senate  the  Keogh-Simpson  measure  for  tax 
deferral  by  the  self-employed  of  up  to  $2,500 
annually.  Although  there  were  rumblings  that 
the  legislation  might  encounter  stiff  resistance 
due  to  the  recent  stand  of  the  administration 
against  the  bill,  only  some  15  or  20  lawmakers 
of  more  than  200  house  members  on  the  floor 
shouted  “No”  on  the  voice  vote  tally.  Opponents 
decided  not  to  press  for  a roll  call.  The  big 
question  in  the  senate  is  whether  backers  will 
push  for  hearings  this  year  or  wait  until  next 
session  when  the  budget  issue  may  be  more 
settled.  A bill  stays  alive,  of  course,  for  the 
entire  two-year  term  of  a congress,  but  must 
start  all  over  again  through  the  entire  legislative 
process  if  not  enacted  at  the  end  of  a congress. 
There  are  almost  two  entire  sessions  now  for 
consideration  of  the  measure  in  the  senate,  unlike 
last  year  when  Sen.  Harry  Byrd  (D.  Va. ),  chair- 
man of  the  senate  finance  committee,  refused 
to  chart  hearings  on  the  house-passed  bill  on 
grounds  it  was  too  late  in  the  session. 

MISCELLANEOUS 

The  Office  of  Civil  and  Defense  Mobilization 
is  drawing  on  the  special  skills  of  the  American 
College  of  Radiology;  it  is  asking  the  5,000  mem- 
bers to  help  their  home  communities  develop 
radiological  defense  techniques.  OCDM  says 
the  radiologists  are  vital  in  getting  a rapid  and 
accurate  evaluation  of  the  extent  and  intensity 
of  fallout  across  the  nation  in  the  event  of 
nuclear  attack. 

The  housing  and  home  finance  agency  has 
made  loans  to  two  hospitals  and  one  medical 
college  under  the  college  housing  program  to 
help  build  intern  and  student  nurse  housing. 
A loan  of  an  unspecified  amount  went  to  Jeffer- 
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son  Medical  College  in  Philadelphia  for  a dormi- 
tory to  house  338  nurses;  a $234,000  loan  to 
Seaside  Memorial  Hospital,  Long  Beach,  Calif., 
for  an  apartment  for  interns,  and  a $450,000 
loan  to  Trinity  Lutheran  Hospital  Association, 
Kansas  City,  Mo.,  a home  for  180  nurses. 

Ephraim  Roos  Gomberg,  member  of  the  board 
of  directors  of  the  Pennsylvania  Citizens  Associ- 
ation for  Health  and  Welfare,  will  be  director 
of  the  1960  White  House  Conference  on  Chil- 
dren and  Youth. 

A newsman  with  nearly  20  years’  experience, 
Jack  Tait,  has  been  appointed  assistant  for 
public  affairs  to  Secretary  of  Health,  Education 
and  Welfare  Flemming.  Mr.  Tait  was  formerly 
with  the  New  York  Herald  Tribune  and  News- 
week magazine. 

Four  Soviet  scientists  are  visiting  U.  S.  re- 
search centers  in  a study  of  endocrinology.  Their 
month-long  visit  will  be  followed  by  a similar 
tour  of  the  U.S.S.R.  by  four  American  en- 
docrinologists on  an  exchange  basis. 

NEW  LEGISLATION 

A bill  (HR  3301)  has  been  introduced  that 
would  add  still  another  institute  to  the  Na- 
tional Institutes  of  Health.  Representative  Green 
( D.  Ore. ) proposes  a national  institute  of  geria- 
trics which  would  make  grants  and  award  fellow- 
ships in  the  field  of  geriatrics.  A national  ad- 
visory geriatrics  council  is  provided  for. 

Senator  Mundt  (R.  S.D. ) proposes  in  S.  936 
to  amend  the  Hill-Burton  Act  to  make  mental 
health  centers  or  clinics  eligible  for  grants  under 
the  diagnostic  and  treatment  centers  section  of 
the  act. 

In  SJ  Res.  43  by  Senator  Javits  (R.  N.Y. ) and 
others,  a 15-man  bi-partisan  health  services  study 
commission  would  be  created  and  directed  to 
make  a year-long  study  of  the  health  services 
needs  of  the  population,  as  well  as  the  effect 
which  expanded  health  insurance  would  have 
on  the  adequacy  of  the  present  number  of  health 
personnel  and  facilities. 

SENATORS  MAY  IGNORE  HEW'S 
VIEWS  ON  INTERNATIONAL 
RESEARCH  BILL 

The  chairman  of  the  senate  labor  and  public 
welfare  committee,  Senator  Hill  (D.  Ala.)  still 
favors  a new  national  institute  for  international 
medical  research,  despite  the  administration’s 
stand  that  its  creation  would  cause  too  much 
rigidity  in  the  expanded  program  of  interna- 
tional health  and  medical  research  envisioned 


in  the  Health  for  Peace  Act  (SJ  Res.  41).  Hill 
is  one  of  58  senators  of  both  parties  pushing  the 
bill.  He  indicated  committee  Democrats  would 
insist  on  the  new  institute  and  a $50  million 
a year  authorization  for  the  program  after  Secre- 
tary of  Health,  Education  and  Welfare  Flem- 
ming presented  the  administration’s  views. 
Flemming  also  questioned  an  authorization  of 
that  size,  saying  it  might  lead  other  nations  to 
expect  too  much  of  the  U.  S.  He  urged  that 
the  question  of  money  be  left  open,  but  Senator 
Hill  and  other  committee  members  hinted  the 
$50  million  figure  would  be  kept  in  the  measure. 

PUBLIC  HEALTH  CONSULTANT 
QUESTIONS  AEC  RADIATION 
SAFETY  ROLE 

Dr.  Russell  H.  Morgan,  professor  of  radiology 
at  Johns  Hopkins  University,  is  among  those 
who  question  the  Atomic  Energy  Commission’s 
dual  function  of  developing  atomic  energy  and 
determining  the  health  and  safety  factors  in- 
volved. Dr.  Morgan  recently  told  a joint  con- 
gressional atomic  energy  subcommittee  “there 
is  no  such  thing”  as  a safe  radiation  level,  despite 
widely  accepted  belief  to  the  contrary.  He  heads 
a special  advisory  committee  on  radiation  of 
the  U.  S.  Public  Health  Service  which  soon  will 
recommend  a broad  program  to  control  and 
measure  the  total  radiation  being  received  from 
fall-out.  The  report  will  deal  with  medical  treat- 
ment. The  subcommittee  which  received  his 
testimony  is  studying  radiation  hazards  in  re- 
lation to  possible  new  legislation  in  industrial 
and  other  fields. 

HOUSE  COMMITTEE  APPROVES 
HOUSING  BILL;  GOES  TO  RULES 
COMMITTEE 

The  house  banking  and  currency  committee 
has  approved  a slightly  different  version  of  the 
senate-passed  omnibus  housing  bill  for  eventual 
house  consideration.  Both  bills  authorize  pro- 
prietary nursing  homes  to  seek  FHA  loan  guaran- 
tees on  new  construction  or  renovation  up  to 
75  per  cent  of  the  project  cost.  Unlike  the  senate 
bill,  the  measure  does  not  provide  any  appeal 
provision  when  a nursing  home  is  refused  a 
certificate  of  need  by  the  state  Hill-Burton 
authority.  The  senate  bill  permitted  the  appli- 
cant to  appeal  a turndown,  with  the  final  de- 
cision then  resting  with  the  federal  housing  ad- 
ministrator. The  bill  now  goes  to  the  house  rules 
committee,  where  it  faces  an  uncertain  future. 
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patients  health  is  always  important,  but  have  you  ever 
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CANCER  — HEALTH  INFORMATION  FOUNDATION 


A LTHOUGH  great  progress  has  been  made  re- 
cently in  cancer  research  and  treatment,  this 
disease  constitutes  a “steadily  increasing  health 
problem”  in  this  country. 

In  its  monthly  statistical  bulletin.  Progress  in 
Health  Services,  the  Health  Information  Founda- 
tion pointed  out  that  more  than  250,000  Ameri- 
cans died  of  cancer  last  year.  The  present  death 
rate  is  about  60  per  cent  higher  than  the  1900 
rate.  During  the  last  half-century,  cancer  has 
risen  from  seventh  to  second  leading  cause  of 
death. 

Certain  types  of  cancer  — notably  leukemia 
and  cancer  of  the  respiratory  system  — have 
become  steadily  more  important  causes  of  death 
in  the  last  25  years. 

On  the  other  hand,  cancer  of  the  digestive 
system  has  shown  a relative  decline  during  the 
same  time  period,  although  it  still  kills  more 
people  than  any  other  type  of  cancer.  Cancer  of 
the  digestive  system  caused  half  of  all  the  cancer 
deaths  in  1930,  but  only  one  out  of  three  such 
deaths  in  1958. 

Another  cancer  trend  noted  is  a shift  in  the 
sex  ratio.  Early  in  the  century  more  of  the  cancer 
victims  were  women,  but  the  male  mortality 
rate  now  exceeds  the  female  by  22  per  cent. 


The  mortality  rate  for  women  has  been  de- 
clining since  the  1930s.  In  contrast,  male  mor- 
tality from  cancer  has  continued  to  rise  — “in 
part  because  of  the  rapid  rise  of  respiratory 
cancer  among  men,  but  also  because  in  general 
cancers  afflicting  males  more  often  occur  in 
less  accessible  sites.” 

“Whereas  a few  years  ago  only  one  cancer 
patient  out  of  every  four  survived  for  five  years 
or  more,  now  the  record  shows  one  of  every 
three  so  surviving.  Thanks  to  modern  methods 
of  treatment,  an  estimated  150,000  individuals 
were  saved  from  cancer  deaths  last  year.” 

The  picture  would  be  brighter,  George  Bug- 
bee,  foundation  president,  continued,  if  more 
people  saw  their  doctors  for  regular  checkups 
so  that  the  disease  would  more  often  be  diag- 
nosed in  its  early  stages.  He  cited  a recent 
survey,  sponsored  by  the  foundation  and  con- 
ducted by  the  University  of  Chicago’s  National 
Opinion  Research  Center,  which  showed  that 
45  per  cent  of  the  persons  in  the  65-and-over 
group  had  not  had  a medical  checkup  for  five 
years  or  more.  A quarter  of  all  the  older  people 
had  never  had  such  an  examination.  Yet  more 
than  half  the  cancer  deaths  nowadays  occur 
among  people  in  this  age  group. 


COMMON  HYPOTHESIS  — ? REFUTED 


T HE  AMERICAN  Cancer  Society  disclosed  an 
intensive  statistical  study  of  social,  economic, 
emotional  and  other  factors  suspected  as  causing 
cancer  has  been  under  way  for  more  than  two 
years.  Scientists  at  Roswell  Park  Memorial  In- 
stitute are  conducting  it. 

The  study,  which  was  organized  on  July  1, 
1956  and  may  be  concluded  this  year,  already 
has  begun  to  yield  data,  some  of  which  confirms 
or  challenges  various  hypotheses  of  the  cause 
of  the  commonest  kinds  of  cancer. 

The  research  was  made  by  Dr.  A.  M.  Lilien- 
feld  (now  at  Johns  Hopkins  University)  and 
Dr.  Morton  L.  Levin  as  responsible  investigators 
and  Dr.  Saxon  Graham  as  research  director.  It 
covers  the  health  histories  of  about  30,000  pa- 
tients admitted  to  the  Roswell  Park  Memorial 
Institute  for  12  years  perior  to  the  start  of  the 
study,  and  the  physical,  social  and  other  charac- 
teristics of  3,500  patients  admitted  during  each 
year  of  the  study. 


While  almost  all  the  results  of  the  study  must 
await  final  coding  and  punch  card  correlation, 
as  well  as  careful  analysis  of  the  data,  a few 
observations  already  have  come  to  light. 

One  of  the  earliest  analyses  may  tell  whether 
stout  women  are  much  more  prone  to  cancer 
of  the  body  of  the  uterus  than  are  slender 
women. 

One  phase  of  the  study  casts  doubt  upon  the 
authenticity  of  reports  by  several  scientific 
groups  that  the  wives  of  unscircumcised  men 
have  much  more  cancer  of  the  neck  of  the 
uterus  than  do  women  whose  husbands  have 
been  circumcised.  Physical  examinations  here 
disclosed  that  34  per  cent  of  the  men  studied 
apparently  were  misinformed  as  to  whether 
or  not  they  had  been  circumcised  — 75  of  the 
213  men  reported  erroneously  that  they  had  or 
had  not  been  circumcised.  The  Buffalo  scien- 
tists feel  that  the  statements  of  wives  as  to 
whether  or  not  their  husbands  were  circumcised 
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— the  evidence  on  which  some  scientific  groups 
base  their  conclusions  — are  no  more  reliable 
than  the  statements  of  the  men  themselves. 

Among  common  hypotheses  which  may  be 
confirmed  or  invalidated  by  the  Buffalo  studies 
are: 

Stomach  cancer  is  said  to  be  commonest 
among  middle  and  lower  social  and  economic 
groups,  people  with  unhealthy  teeth  and  gums, 
descendants  of  immigrants  from  Middle  and 
Eastern  Europe,  heavy  drinkers,  and  eaters  who 
don’t  chew  their  food  sufficiently  or  who  take 
very  hot  foods  and  drinks. 

Cancer  of  the  uterine  cervix  is  reputedly  most 
frequent  in  women  who  marry  early  in  life, 
have  children  early  and  lots  of  them,  have 
menstrual  pains,  tensions  and  nervousness  and 
have  been  divorced  or  widowed  or  recently 
bereaved. 

Lung  cancer  is  reported  commonest  among 
people  who  smoke  many  cigarets  and  smoke 
them  short.  Some  contend  their  emotional  status 
is  responsible  for  lung  cancer  and  the  smoking 
habit. 


Breast  cancer  is  said  to  be  commonest  in 
women  who  don’t  marry  or,  if  they  do,  have 
no  children  or  few  children  and  who  can’t 
or  don’t  nurse  their  babies. 

Leukemia  is  reported  most  frequent  in  people 
whose  mothers  were  irriadiated  while  pregnant 
and  in  people  with  a history  of  allergies  and 
infections.  Others  say  it  may  be  caused  by  a 
transmissible  virus. 

Atherosclerosis  is  said  to  be  common  in  pa- 
tients with  lung  cancer  and  uncommon  in  those 
with  cancer  of  the  breast,  prostate  or  stomach. 

Among  the  factors  under  investigation  for 
cancer  generally  and  for  individual  sites  are 
race,  religion,  marital  status,  social  and  economic 
status,  number  of  marriages,  length  of  time 
married,  rural  or  urban  residence,  occupation, 
unemployment,  history  of  previous  drugs,  men- 
strual complaints,  history  of  pregnancies  and 
nursing  practices,  exposure  to  cancer,  history 
of  cancer  and  other  diseases  in  the  family,  how 
one  smokes,  body  build,  personality  traits  and 
personal  hygiene. 


CORTISOL 


T HE  CHEMICAL  block  responsible  for  one 
kind  of  pseudo-hermaphroditism  has  been 
worked  out  by  a scientist  at  Children’s  Hospital 
in  Philadelphia.  The  condition  is  controlled 
with  cortisol,  a hormone  the  patient  can  not 
make. 

This  was  reported  by  the  American  Cancer 
Society,  which  supports  research  by  Dr.  Alfred 
M.  Bongiovanni. 

The  studies  were  carried  out  over  a period 
of  years  in  people  with  congenital  adrenal  hyper- 
plasia, or  CAH. 

Girls  with  CAH  become  masculinized  — they 
have  a male  muscular  build,  deep  voices,  poorly 
developed  breasts,  overdeveloped  secondary 
sexual  structures  resembling  the  male,  and  they 
can  not  menstruate,  ovulate  or  become  pregnant. 

Boy  victims  of  CAH  are  sexually  precocious 
and  overmasculinized  — in  male  babies  the  con- 
dition is  known  as  Infant  Hercules. 

Dr.  Bongiovanni  for  many  years  has  studied 
the  chemical  manner  in  which  adrenal  glands 
manufacture  hormones.  His  big  chance  to  trace 
the  distorted  adrenal  chemistry  of  CAH  came 
when  other  scientists  sent  him  the  adrenal  glands 
of  two  children,  18  and  30  months  old,  who  were 
victims  of  CAH. 


The  CAH  adrenals  were  incubated  in  labora- 
tory dishes  and  the  hormones  they  contained  and 
produced  were  identified  and  measured.  The 
CAH  adrenal  hormones  then  were  compared 
with  those  produced  by  incubated  adrenals  from 
normal  children,  normal  adults  and  cows.  The 
human  adrenals  were  obtained  shortly  after 
death,  at  autopsy,  or  following  surgery. 

The  comparisons  told  the  story: 

Both  CAH  adrenals  manufactured  20  or  more 
times  the  normal  amount  of  17-hydroxyproges- 
terone.  But  the  CAH  glands  were  totally  lacking 
the  completed  hormone,  cortisol,  which  normal 
glands  manufacture. 

Dr.  Bongiovnni  learned  that  on  the  chemical 
assembly  line  of  normal  adrenals  the  last  four 
conversions  transform  17-HP  ( 17-hydroxy  prog- 
esterone) to  11-DC  ( 11-desoxycortisol)  and 

lastly  to  cortisol. 

The  Philadelphia  scientist  found  enormous 
amounts  of  17-HP  in  the  CAH  adrenals  but  no 
Il-DC.  When  he  incubated  11-DC,  the  assembly 
line  started  up  and  cortisol  was  produced. 

The  defect  in  CAH  glands  became  obvious  — 
it  was  due  to  the  absence  of  an  enzyme  system 
which  adds  hydrogen  and  oxygen  atoms  at  the 
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21  carbon  atom  in  the  hormone  molecule. 

The  results  indicate  that,  theoretically,  the 
CAH  children  whose  glands  were  tested  could 
have  been  treated  successfully  with  cortisol. 
They  can. 

The  CAH  children-donors  of  glands  were  not 
hypertensive,  as  many  CAH  victims  are.  It  re- 


mains to  be  seen  whether  hypertensive  CAH 
patients  have  a different  block  in  the  cortisol 
assembly  line.  If  this  can  be  located,  it  may 
throw  light  on  the  chemical  mechanism  re- 
sponsible for  some  forms  of  hypertension  and 
suggest  ways  of  treating  this  common  and  severe 
disease. 


SEDOHEPTULOSE  PHOSPHATE 


T HERE  may  be  “nothing  new  under  the  sun” 
— but  there’s  something  new  out  of  the  sun. 

Scientists  at  Tufts  University  School  of  Medi- 
cine and  the  New  England  Center  Hospital  have 
found  a photosynthetic  carbohydrate  in  the 
liver. 

The  product  of  photosynthesis  is  called  sedo- 
heptulose  phosphate.  It  was  extracted  from 
calves’  liver. 


The  scientists  are  Drs.  Vijai  N.  Nigam,  Hsien- 
Gieh  Sie  and  William  H.  Fishman.  They  don’t 
know  how  the  compound  was  formed  in  mam- 
malian liver.  Scientists  previously  had  believed 
it  to  be  made  only  by  the  sun’s  action  on  chloro- 
phyl.  It  is  possible  to  produce  it  in  a test  tube 
with  a fresh  liver  extracted  acting  on  other 
sugars,  however. 


ARIZONA  STATE  DEPARTMENT  OF  HEALTH  — NURSING  HOMES 


I T IS  THE  responsibility  of  the  State  Depart- 
ment of  Health  to  inspect  and  license  all  nursing 
homes,  sanatoria,  rest  homes,  homes  for  aged 
and  infirm  persons  and  similar  institutions  in 
Arizona  which  render  nursing  care  for  two  or 
more  unrelated  persons. 

Under  the  Minimum  Standards  Rules  and 
Regulations  for  the  licensing  of  nursing  homes, 
the  co-operation  of  the  attending  physician  who 
cares  for  the  patient  in  the  home  is  necessary 
to  help  the  operator  meet  the  following  require- 
ments : 

Item  VII  — Patient  Accommodation 

18.  Individual  prescriptions  shall  be  kept  in 
the  original  container,  with  the  original  label 
intact  showing  the  name  of  the  patient,  name 
of  the  physician,  the  prescription  number,  the 
date  filled,  the  directions  for  use,  and  the  name 
of  the  pharmacy  that  filled  the  prescription. 
Prescriptions  shall  only  be  dispensed  to  the  pa- 
tient for  whom  prescribed.  Unused  medications 
except  narcotics  or  sedatives  prescribed  for  in- 
dividual patients  shall  be  given  to  the  patient 
only  on  the  doctor’s  orders  when  they  are  dis- 
charged from  the  home. 

21.  No  patient  shall  be  restrained  except  on 
written  and  signed  order  of  a physician.  If  a 
patient  becomes  suddenly  disturbed,  so  that 
he  becomes  a menace  to  himself  or  others,  safe 
restraint  may  be  applied  by  the  person  in 
charge,  but  the  physician’s  orders  shall  be  se- 


cured at  the  earliest  opportunity.  In  applying 
restraints,  consideration  should  be  given  to  the 
method  so  they  can  be  speedily  removed  in 
case  of  fire  or  other  emergency. 

22.  It  is  required  that  the  nursing  home  oper- 
ator obtain  a statement  from  a physician  on  the 
health  condition  and  needs  of  a patient  on  ad- 
mission. 

25.  A physician  shall  be  notified  immediately 
when  a patient  is  suspected  of  having  a com- 
municable disease.  Arrangements  should  be 
made  to  isolate  such  patients. 

30.  Each  operator  of  a nursing  home  shall 
keep  sufficient  records  to  identify  persons  or 
patients  present  at  the  institution  or  their  past 
presence  in  the  institution,  and  any  other  records 
which  may  be  required  by  the  State  Department 
of  Health.  The  State  Department  of  Health  re- 
quires the  following  records  for  each  person 
in  a nursing  home: 

1.  Admission  Card  — This  includes  date  of 
admission,  admission  number,  name  and  ad- 
dress of  patient,  name  of  doctor,  nearest  relative, 
and  other  pertinent  information. 

2.  Doctors’  Orders  — Must  include  all  medi- 
cations and  treatments  signed  by  their  physician. 

3.  Nursing  Notes  — Records  of  medication, 
treatment  and  observation  of  patient  in  the 
home. 

4.  Daily  Activity  Book  — For  long  term  pa- 
tients in  the  home,  who  receive  only  sheltered 
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care.  Very  sincerely  yours, 

Your  co-operation  will  do  much  to  improve  CLARENCE  G.  SALSBURY,  M.D., 

the  quality  of  care  of  elderly  people  and  others  Commissioner 

who  require  the  services  of  nursing  or  rest  homes. 


DIRECTOR  OF  CARDIO-RESPIRATORY  DEPARTMENT 


S T.  LUKE’S  Hospital  wishes  to  announce  the 
association  of  Hugh  B.  Hull,  M.D.  as  full-time 
director  of  the  Cardio-Respiratory  Department. 
Dr.  Hull  graduated  with  an  M.D.  from  Ohio 
State  University  in  1944,  Interne,  Good  Samari- 
tan, Hospital,  Phoenix,  Ariz.  July  1,  ’45  to 
April  16,  ’46,  resident  in  medicine,  Ohio  State 
University  Hospital  July  1,  ’47  to  June  30,  ’49, 
resident  in  cardiology,  White  Cross  Hospital, 
Columbus,  Ohio  July  1,  ’49  to  June  30,  ’50, 
fellow  in  cardiology  and  ass’t.  instructor  in 
medicine,  Ohio  State  University,  College  of 
Medicine,  Columbus,  Ohio  July  1,  ’50  to  June 
30,  ’53,  acting  chief,  research  laboratory,  Ohio 


Tuberculosis  Hospital,  Columbus,  Ohio  Nov. 
1,  ’51  to  Sept.  30,  ’52,  ass’t.  professor  of  physi- 
ology, Ohio  State  University,  College  of  Medi- 
cine, Columbus,  Ohio  Jan.  1,  ’52  to  present,  ass’t. 
professor  of  medicine,  Ohio  State  University, 
College  of  Medicine,  Columbus,  Ohio  July  1, 
’53  to  present,  American  Board  of  Internal  Medi- 
cine, 1955. 

Dr.  Hull  will  supervise  the  cardiac  clinic  at 
the  hospital,  the  catheterization  group  and  the 
pulmonary  function  studies.  Appointment  for 
these  advanced  types  of  procedures  should  be 
made  through  the  clinic  secretary,  Miss  Margaret 
Nevin  at  AL  8-8011. 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

LOCATION  OPPORTUNITIES 


ASHFORK  — Population  700  — north  centrally 
located  — railroad  center  — contact  the  Women’s 
Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

EL  MIRAGE  - Population  2,000  - and  in- 
cluding the  trading  areas  of  Surprise,  Young- 
town,  Peoria  and  Luke  Air  Force  Base  the  popu- 
lation is  estimated  at  7,000  to  8,000  persons. 
Opportunity  for  a GP  due  to  retirement  of 
doctor  currently  serving,  with  the  possibility  of 
school  service.  Climate  is  excellent,  warm  and 
dry.  Office  facilities  are  available  and  in  the 
area  surrounding  El  Mirage  from  Glendale  (9 
miles)  to  the  east,  and  Wickenburg  (35  miles) 
to  the  west  there  are  only  two  doctors  to  serve 
this  community.  The  need  for  an  M.D.  and/or 
surgeon  is  very  real  and  one  should  do  very  well. 
For  information  write  Mr.  H.  Faulkner,  town 
clerk,  Town  of  El  Mirage,  El  Mirage,  Ariz. 

GILA  BEND  - Population  2,500  - 80  miles 
west  of  Phoenix  — nearest  town  to  the  Painted 
Rock  Dam  Project  — good  opportunities  for 
GP.  Cattle,  cotton,  and  general  farming.  Office 
and  equipment  available.  $150  monthly  income 
from  board  of  supervisors.  Contact  Mrs.  J.  F. 


Allison,  Box  485,  Gila  Bend,  Ariz. 

HAYDEN  — Population  3,000/4,000  — in- 
dustrial practice  — approximately  200  employes 
and  dependents.  Only  part-time  required.  Cover- 
age; Metropolitan  Surgical  Plan.  Physician  may 
engage  in  private  practice  also.  Small  company- 
owned  clinical  building  ( new ) available  for 
use,  with  X-ray  equipment,  diathermy  equip- 
ment, etc.  Full-time  nurse  available  to  assist; 
clerical  work  to  be  handled  by  company.  Com- 
pany housing  facilities  available  for  physician  — 
small  rental.  Contact:  American  Smelting  & 
Refining  Company,  Air.  Ben  Roberts,  Depart- 
ment Manager,  P.  O.  Box  1111,  El  Paso,  Tex. 

MIAMI  — Opportunity  for  GP  — industrial 
hospital  staffed  by  approximately  seven  doc- 
tors, who  care  for  personnel  and  families  of 
those  who  work  for  the  three  principal  mining 
companies.  Community  served  by  many  mining 
and  ranching  interests.  Contact  Robert  V.  Horan, 
M.D.,  Miami  Inspiration  Hospital,  Miami,  Ariz. 

AlORENCI  — Mining  community  near  New 
Mexico-Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Gans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon 
Dam  project.  Current  estimates  are  6,000  to 
8,000  total.  Only  one  M.D.  is  now  located  in 
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Page  and  he  has  facility  available.  Located 
about  90  miles  north  of  Flagstaff,  Ariz.,  the 
building  project  is  estimated  to  be  concluded 
in  10  years.  Write  Ivan  W.  Kazan,  M.D.,  6th 
Ave.  & S.  Navajo,  Page,  Ariz.,  for  full  details. 

SAFFORD  — Graham  County  Health  De- 
partment in  need  of  an  M.D.  In  the  heart  of  the 
cattle  and  farming  areas  of  southeastern  Arizona. 
Population  of  10,500,  elevation  is  2,920  feet. 
Schools,  churches  and  social  facilities  are  numer- 
ous. Contact  Mr.  Vearl  Lines,  chairman,  Graham 
County  Board  of  Supervisors,  Safford,  or  Fred- 
erick W.  Knight,  M.D.,  618  Central  Ave.,  Saf- 
ford, Ariz. 

SPRINGERVILLE  - Urgent  need  for  M.D. 
Population  2,000  ( Springerville  and  Egar). 

Beautiful  country.  Hunting  and  fishing.  Medical 
building  for  sale  or  lease.  Contact  Ellis  V. 
Browning,  M.D.,  Box  390,  Springerville,  Ariz. 

ST.  JOHNS  — Seriously  need  a doctor  of 
medicine,  preferably  a GP,  in  this  east-central 
Arizona  community.  Population  is  approximately 
1,500  with  several  other  small  towns  in  the 
general  area.  About  20  miles  from  New  Mexico 
in  the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trading 
population  of  from  12,000  to  15,000.  Ten  miles 
west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on 
reasonable  term  lease  or  purchase.  Contact  Mr. 
F.  E.  Babcock,  president,  Chamber  of  Com- 
merce. 9112  West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 


someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for 
consultation  service.  State  license  is  necessary 
(but  not  necessarily  an  Arizona  license).  Con- 
tact S.  Netzer,  M.D.,  Director,  Professional 
Service,  VA  Hospital,  Tucson,  Ariz. 

WINSEOW  — Population  over  7,500.  Good 
opportunity  for  GP.  Arrangements  can  be  made 
to  take  over  existing  vacancy  in  practice.  Facili- 
ties quite  desirable  and  satisfactory  terms  can 
be  arranged  to  suit  any  financial  circumstance. 
Hospital  privileges  immediately  available. 
County  work  also  available  at  $500  per  month, 
plus  lab  and  X-ray.  For  further  details,  contact 
Donald  F.  DeMarse,  M.D.,  Box  397  Holbrook, 
Ariz.,  or  Mr.  Paul  Gear,  County  Supervisor, 
Court  House,  Holbrook,  Ariz. 

FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hos- 
pital, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Ariz. 


LOCATION 

ANDERSON,  EUGENE  GRANGER,  M.D., 
6817  S.  Ridgeland  Ave.,  Chicago,  111.;  I;  1956 
graduate  of  the  University  of  Chicago;  interned 
at  Charity  Hospital  in  New  Orleans,  La.;  served 
residency  at  Tulane  University  Charity  Hospital 
and  University  of  Chicago;  holds  license  in  states 
of  Louisiana  and  Illinois;  married;  age  32;  in- 
terested in  group  or  private  practice;  available 
approximately  July  1960. 

BONNINGTON,  WILLIAM  R.,  M.D.,  Sacra- 
mento County  Hospital,  Sacramento,  Calif.;  GP; 
Graduate  of  University  of  California  1957;  in- 
terned at  Madigan  Army  Hospital,  Tacoma, 


INQUIRIES 

Wash.;  served  residency  at  Sacramento  County 
Hospital  in  California;  fulfilled  military  obliga- 
tions; holds  license  in  state  of  California;  mar- 
ried; age  31;  interested  in  general  or  associate 
practice;  available  July  1959. 

CAMPBELL,  WAYNE  LEIGH,  M.D.,  County 
Hospital,  Sacramento,  Calif.;  GP;  1954  graduate 
of  the  University  of  Minensota;  interned  at  St. 
Lukes  Hospital,  Duluth,  M'nn.;  served  residency 
at  Sacramento  County  Hospital;  military  obliga- 
gations  fulfilled;  holds  license  in  states  of  Min- 
nesota and  California;  single;  age  30;  interested 
in  general,  group  or  associate  practice;  available 
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when  pollen  allergens 
attack  the  nose . . . 

; Triaminic  provides  more  effective  therapy  in 
• respiratory  allergies  because  it  combines  two 
antihistamines' with  a decongestant. 

These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.3 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.4' 5 

triaminic  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.0’7  triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  1.  Sheldon,  J.  M.:  Postgrad.  Med.  14:465  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Thcr.,  Macmil- 
lan, New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  I).  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


Triaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  triaminic  timed-release  tablet  provides: 


Phenylpropanolamine  HC1 50  mg. 

Phcniraminc  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonlul  is 
equivalent  to  i/4  Triaminic  Tablet  or  i/2 
Triaminic  Juvclet.  triaminic  JUVELETS 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed,  noses  o rails 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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July  1959. 

COLLOPY,  BERNARD  JAMES,  M.D.,  1136 
Westmoreland  Ave.,  Norfolk,  Va.;  GP;  1955 
graduate  of  Creighton  University;  interned  at 
U.  S.  Public  Health  Service  Hospital  in  New 
Orleans,  La.;  served  residency  at  U.  S.  Public 
Health  Service  Hospital  in  Norfolk,  Va.;  military 
obligations  fulfilled;  holds  license  in  state  of 
Louisiana;  married;  age  31;  interested  in  general, 
group  or  associate  practice;  available  July  1959. 

DRAUGHON,  CLYDE  W.,  M.D.,  McGuire 
Hospital,  Box  27,  Richmond  19,  Va.;  GS;  1954 
graduate  of  Oklahoma  University  School  of 
Medicine;  interned  at  Oklahoma  General  Mercy 
Hospital  in  Oklahoma  City,  Okla.;  served  resi- 
dency at  VA  Hospital  in  Oklahoma  City,  Okla.; 
military  obligations  fulfilled;  holds  license  in 
state  of  Oklahoma;  married;  age  35;  interested 
in  clinic,  industrial,  assistant,  associate  or  insti- 
tutional practice;  available  July  1959. 

GOODILL,  FREDERICK  KENNETH,  M.D., 
245  Garrison  Ave.,  Staten  Island,  N.  Y.;  GP; 
1956  graduate  of  the  University  of  Pennsylvania; 
interned  at  Colorado  General  Hospital,  Denver, 
Colo.;  served  residency  at  U.  S.  Public  Health 
Service,  Staten  Island,  N.  Y.;  military  obligation 
will  be  completed  October  1959;  holds  license 
in  state  of  Pennsylvania;  married;  age  29;  in- 
terested in  group  or  associate  practice;  available 
October  1959. 

GRATZ,  RAY  ].,  M.D.,  1930  Oakdale  Ave., 
Richmond,  Va.;  GP  and  TS;  1951  graduate  of 
Washington  University,  St.  Louis,  Mo.;  interned 
at  George  Washington  University  Hospital  in 
Washington,  D.  C.;  served  residency  at  the 
Brooklyn  Hospital,  Brooklyn,  N.  Y.  and  the  VA 
Hospital  in  Richmond,  Va.;  military  obligations 
fulfilled;  holds  license  in  state  of  Missouri;  mar- 
ried; age  35;  interested  in  clinic  or  associate 
practice;  available  July  1959. 

KILLELEA,  DONALD  JOSEPH,  M.D.,  417 
Addison  Rd.,  Riverside,  Ill.;R,-  1953  graduate 
of  Stritch  School  of  Medicine,  Chicago;  interned 
at  Army  and  Navy  Hospital,  Hot  Springs,  Ark.; 
served  residency  at  Hines  VA  Hospital,  Hines, 
111.;  military  obligations  fulfilled;  holds  license 
in  state  of  Illinois;  married;  age  34;  interested  in 
group,  private  or  associate  practice;  available 
July  1959. 

LOERY,  WILLIAM  H.,  M.D.,  83  Taylor  St., 


Staten  Island  10,  N.  Y.,  N.  Y.;  Path;  1945  gradu- 
ate of  Cornell  University  Medical  College;  in- 
terned at  Boston  City  Hospital;  served  residency 
at  University  Hospital  in  New  York  City  and 
Columbia-Presbyterian  Medical  Center  in  New 
York  City;  military  obligations  fulfilled;  holds 
license  in  states  of  New  York  and  New  Jersey; 
married;  age  38;  available  July  1959. 

MANFRE,  ANTHONY  S.,  M.D.,  3525  Avenue 
S,  Galveston,  Texas;  GP-S;  1959  graduate  of 
University  of  Texas  Medical  Branch;  interned 
at  Mercy  Hospital,  Buffalo,  N.  Y.;  eligible  for 
military  service  under  Doctor  Draft  Act;  married; 
age  28;  interested  in  private  or  associate  practice; 
available  July  1960. 

ROYA,  RAY,  M.D.,  1222  N.  Kedzie  Ave., 
Chicago  51,  111.;  GP-S;  1944  graduate  of  Medical 
Faculty  — University  Jena  Keyomacira,  Poland; 
interned  and  served  residency  at  St.  Anthony  de 
Padra  Hospital  in  Chicago;  military  status  I A; 
holds  license  in  state  of  Illinois;  single;  age  44; 
interested  in  general  or  industrial  practice;  avail- 
able immediately. 

SMITH,  ROBERT  ELMER,  M.D.,  612  Blen- 
heim, Columbus  14,  Ohio;  Anes;  1952  graduate 
of  New  York  University  College  of  Medicine; 
interned  at  University  Hospital,  Ann  Arbor, 
Mich.;  served  residency  at  Ohio  State  University 
Hospital,  Columbus,  Ohio;  military  obligations 
fulfilled;  holds  license  in  state  of  Michigan;  mar- 
ried; age  32;  interested  in  group,  private,  as- 
sistant or  associate  practice;  available  October 

1959. 

SOLOMONSON,  CARL  EDWARD,  M.D., 
8700  W.  Wisconsin  Ave.,  Milwaukee  13,  Wis.; 
I;  1953  graduate  of  George  Washington  Uni- 
versity; interned  at  Ohio  State  University;  served 
residency  at  Milwaukee  County  General  Hos- 
pital; military  obligations  fulfilled;  holds  license 
in  states  of  Ohio  and  Wisconsin;  single;  age  30; 
interested  in  group  or  associate  practice;  avail- 
able July  1959. 

TEPPER,  SIDNEY  M.,  M.D.,  251  S.  Fifth 
Ave.,  El  Centro,  Calif;  OhG;  1938  graduate  of 
the  University  of  Illinois;  interned  at  Cook 
County  Hospital  in  Chicago;  served  residency 
at  Cook  County  and  University  Hospitals  in 
Chicago;  military  obligations  fulfilled;  holds  li- 
cense in  state  of  Illinois;  married;  age  44;  in- 
terested in  institutional  practice;  available  in 

1960. 
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New  Neocurtasal  embodies  the 
characteristic  tang,  grain  and  texture  of 
regular  table  salt.  Now  whether  food  is  seasoned 
by  New  Neocurtasal  or  salt  — few  patients 
detect  the  difference.  Insipid  dishes  are  rendered 
more  palatable,  tiresome  diets  less  exacting. 

When  you  must  say  "no  salt,"  New  Neocurtasal 
effectively  cushions  the  blow.  In  selecting  a 
most  suitable  replacement  for  salt,  more  and  more 
physicians  observe  that  New  Neocurtasal 
assures  close  adherence  to  diet  and  the  utmost 
in  patient  cooperation. 


Neocurtasal 


® "An  Excellent 

Salt  Replacement 


— available  in  convenient  2 oz.  shakers 
5 and  8 oz.  bottles. 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01%). 


When  Diuresis  Is  a frMust”~ 

SALYRGAN®-  THEOPHYLLINE 

Parenteral  • Oral 


Qy|J 


LABORATORIES  . NEW  YORK  18  N Y 


Neocurtasal  and  Salyrgan  (brand  of  mersalyl), 
trademarks  reg.  U.S.  Pat.  Off. 
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ROCKY  MOUNTAIN  CANCER 
CONFERENCE 

The  ROCKY  Mountain  cancer  conference  is 
scheduled  to  be  held  in  Denver,  July  22-23,  at 
the  Brown  Palace  Hotel.  This  hotel  is  completely 
air-conditioned  for  your  comfort.  Our  dis- 
tinguished list  of  guest  speakers  includes  the 
following: 

J.  Garrott  Alien,  M.D.,  surgeon,  Chicago,  111.; 
Benjamin  Castlemann,  M.D.,  pathologist,  Boston, 
Mass.;  James  R.  Heller,  M.D.,  Director,  National 
Cancer  Institute,  Bethesda,  Aid.;  Louis  T.  Orr, 
M.D.,  urologist,  Orlando,  Fla.;  Walter  L.  Palmer, 
M.D.,  internist,  Chicago,  111.;  Eugene  Pender- 
grass, M.D.,  radiologist,  Philadelphia,  Pa.,  and 
Edward  H.  Reinhard,  M.D.,  internist,  St.  Louis, 
Mo. 


U.S.C.  — P.G.  COURSE  IN 
HONOLULU 

Li  AST  YEAR,  the  University  of  Southern  Cali- 


fornia School  of  Medicine  held  a postgraduate 
refresher  course  in  Honolulu.  The  course  was 
so  successful  that  we  have  decided  to  offer 
another  course  in  Honolulu  and  on  board  the 
S.  S.  Lurline  from  July  29  through  Aug.  15,  1959. 

The  course  is  set  up  so  that  the  physician  may 
elect  to  attend  one  of  several  programs.  In  this 
way,  we  feel  that  each  physician  may  choose 
the  topics  which  most  meet  his  needs.  In  addi- 
tion to  lectures,  there  will  again  be  workshops 
in  ECG  and  X-ray  diagnosis  as  well  as  water 
and  electrolyte  balance  and  the  diagnosis  of 
jaundice.  Emphasis  is  placed  on  practical  diag- 
nosis and  therapy. 

The  group  will  depart  from  Los  Angeles  via 
United  Air  Lines  July  29  and  return  to  Los 
Angeles  Aug.  15  on  the  S.  S.  Lurline.  As  a time 
and  money  saver,  physicians  may  elect  to  return 
by  air  arriving  in  Los  Angeles  Aug.  11,  1959. 
Afternoons,  evenings  and  weekends  are  free  so 
that  the  participating  physicians  and  their  famili- 
lies  may  enjoy  the  recreational  facilities  of  the 
island. 
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26TH  INTERNATIONAL  CONGRESS 
AGAINST  ALCOHOLISM 

Stockholm 
July  31  -Aug.  5, 1960 

T HE  26th  International  Congress  against  Al- 
coholism will  be  held  from  July  31  to  Aug.  6 in 
Stockholm,  under  the  patronage  of  His  Majesty 
King  Gustaf  VI  Adolf.  A Swedish  organization 
committee  under  the  presidency  of  Gov.  Ruben 
Wagnsson  is  working  on  the  detailed  prepara- 
tion of  the  congress.  In  co-operation  with  this 
committee,  Prof.  Leonard  Goldberg  and  other 
leading  Swedish  experts  on  alcohol  and  alcohol- 
ism, are  advising  on  the  elaboration  of  the  pro- 
gramme which  will  present  the  latest  phases 
of  all  aspects  of  the  question. 

Great  interest  has  already  been  shown  in 
this  event  in  all  parts  of  the  world,  and  a large 
international  audience  is  expected. 


SURGERY 

POSTGRADUATE  MEDICAL  STUDY 
May  18,  19,  20,  21,  1959 

To  be  offered  at  The  University  of  Kansas 
School  of  Medicine,  Battenfeld  Auditorium 
(Student  Center-Continuation  Study  Bldg.), 
Rainbow  Blvd.  and  Olathe,  Kansas  City,  Kan. 

Fee 

A fee  of  $60  is  charged  to  help  cover  the  pro- 
gram and  administrative  costs  of  the  course. 
Partial  enrollment  for  one,  two  or  three  days 
is  accepted  at  a fee  of  $17.50,  $33  and  $50  re- 
spectively. Please  make  checks  payable  to  the 
University  of  Kansas.  Complimentary  enrollment 
is  granted  to  internes  and  residents  who  present 
written  identification  by  their  hospital  superin- 
tendents. 

Send  all  communications  to: 

Department  of  Postgraduate  Medical  Educa- 
tion, University  of  Kansas  School  of  Medicine, 
Kansas  City  12,  Kan. 


CALENDAR  OF  NATIONAL 
MEETINGS 

Date 

Meeting 

Place 

June 

3-7 

American  College  of  Chest  Physicians 

Atlantic  City,  N.  J. 

4-5 

American  Geriatrics  Society 

Hotel  Traymore,  Atlantic  City,  N.  J. 

4-6 

The  Endocrine  Society 

Chalfonte-Haddon,  Atlantic  City,  N.  J. 

4-7 

American  Medical  Women’s  Ass’n. 

Sheraton  Ritz  Carlton,  Atlantic  City,  N.  J. 

8-12 

American  Medical  Association 

Traymore  Hotel,  Atlantic  City,  N.  J. 

July 

4-9 

American  Society  of  X-ray  Technicians 

Shirley  Savoy  Hotel,  Denver,  Colo. 

22-23 

Rocky  Mountain  Cancer  Conference 

Brown  Palace  Hotel,  Denver,  Colo. 

23-30 

International  Congress  of  Radiology 

Munich,  Germany 

August 

10-13 

National  Medical  Association 

Detroit,  Mich. 

30  - Sept.  4 

World  Conference  on  Medical  Education  Palmer  House,  Chicago,  111. 

September 

6-12 

College  of  American  Pathologists 

Chicago,  111. 

7-12 

World  Medical  Association 

Montreal,  Canada 

11-12 

International  Cong,  on  Air  Pollution 

New  York  City 

28  - Oct.  2 

American  Coll,  of  Surgeons  Clinical  Cong. 

Chicago,  111. 

October 

2-3 

American  Medical  Writers’  Ass’n. 

St.  Louis,  Mo. 

19-23 

American  Public  Health  Ass’n. 

Conv.  Hall,  Atlantic  City,  N.  J. 
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AMERICAN  MEDICAL  EDUCATION  FOUNDATION 


S INCE  1951  the  American  Medical  Education 
Foundation  has  raised  more  than  $7  million  and 
distributed  it  to  the  nation’s  medical  schools 
in  unrestricted  grants  which  have  helped  to 
maintain  our  present  day  high  standards  of 
medical  education  and  practice.  The  Women’s 
Auxiliary’s  support  of  American  Medical  Educa- 
tion Foundation  has  resulted  in  contributions 
totaling  over  $470,000. 

The  Women’s  Auxiliary  continues  to  put 
American  Medical  Education  Foundation  at 
the  head  of  its  list  of  activities  knowing  full 
well  what  an  important  part  it  plays  in  keeping 
our  medical  schools  at  their  high  standard. 

There  are  just  85  medical  schools  in  the 
United  States  training  future  doctors  of  medi- 
cine. They  are  located  in  61  cities  in  40  states; 
the  District  of  Columbia  and  Puerto  Rico. 

One  of  the  most  interesting  portions  sent 
out  in  the  past  year’s  progress  report  is  the 
following  description  of  what  the  medical  schools 
do  today: 

Teach  29,334  undergraduate  medical  students, 
of  whom  approximately  7,000  per  year  will 
graduate. 

Instruct  62,964  other  students  — that  is  in- 
terns, residents,  practicing  physicians,  research 
scientists  and  dental,  pharmacy  and  nursing 
students. 

Serve  approximately  37,000  family  doctors, 
health  officers,  hospital  staff  members,  special- 
ists and  other  practitioners  through  short  courses. 

Provide  2.4  million  men,  women  and  children 
with  free  medical  care  valued  at  $120  million, 
through  associated  teaching  hospitals  and 
clinics. 

Conduct  research  projects  costing  more  than 
$60  million  for  corporation  governmental 
agencies,  hospitals  and  foundations  — plus  the 
basic  research  financed  by  teaching  budgets. 

Maintain  a steady  flow  of  new  health  and 
medical  knowledge  through  books,  pamphlets, 
professional  journals,  magazines  and  news  serv- 
ices. 


Furnish  though  their  faculty  members,  leader- 
ship and  guidance  for  thousands  of  health 
agencies,  organizations  and  foundations. 

It  is  clear  from  this  report  what  a worthwhile 
project  we  are  supporting  when  we,  as  an  aux- 
iliary, support  the  American  Medical  Education 
Foundation. 

Not  only  did  our  auxiliary  contributions  top 
all  previous  gifts  to  the  American  Medical  Edu- 
cation Foundation,  but  for  the  first  time  our 
grand  total  of  $126,366.68  included  contributions 
from  every  constituent  auxiliary  in  our  nation. 
Last  year  the  Arizona  auxiliary  contributed 
$1,386.68  and  was  second  runner-up  with  2.39 
per  capita. 

This  year  of  1958-1959  the  national  goal  is 
$160,000  and  we  in  Arizona  have  just  been  given 
a quota  of  $1,500  by  national.  Each  organized 
county  is  working  hard  to  support  this  work. 
We,  of  course  need  and  would  appreciate  any 
assistance  from  our  members  at  large,  also. 

The  “Memorial,”  “In  Appreciation,”  and  “All 
Purpose”  cards  are  well  used  in  raising  funds 
as  well  as  rummage  sales,  auctions,  fashion  teas, 
etc.  A new  idea  this  year,  “Penny  a Pound”  or 
“Put  all  your  weight  toward  AMEF”  has  proved 
successful  in  some  of  our  counties. 

Let  us  push  forward  with  our  assistance  and 
keep  ever  before  us  the  very  worthy  and  needed 
cause  we  are  supporting. 

MRS.  HENRY  A.  HOUGH, 
State  AMEF  Chairman 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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REVOLUTIONARY  NEW  TABLE  SPREAD 
CONTAINING  45%  LINOLEIC  ACID! 
DUAL  ACTION  FACTOR:  PROVIDES  ESSENTIAL 
FATS,  CONTROLS  CHOLESTEROL. 


NUTRISPREAD 


The  most  economical  and  convenient  source  of  polyunsaturated  fats: 

• For  adequate  essential  fatty  acid  supply 

• For  saturated  fat  replacement 

• For  cholesterol  normalization 


INDICATIONS 

Diets  requiring  decreased  animal  or  saturated  fats. 

Cholesterol  control  (therapeutic  and  prophylactic)  in: 

Hypercholesteremia 

Atherosclerosis 

Diabetes 

Hepatic  inadequacy 

Essential  fatty  acids  deficiency  states 

Coronary  disease  and  cardiovascular  pathology 

Linoleic  acid  is  accepted  by  medical  authorities  as  the  active 
principle  (polyunsaturated  linoleates)  in  the  management  of 
the  above  conditions. 

All  purpose  food  as  a spread,  for  cooking  and  baking. 

References: 

Boyd,  G.  and  Oliver,  M.  F.:  "Cholesterol  Chemistry,  Biochemistry 
and  Pathology."  Academic  Press,  1958. 

Bronte-Stewart,  B.:  Lancet  2:1103-1107,  1955. 

Brown,  H.  B.  and  Page,  I.  H.:  J.A.M.A.  168:1989-1995,  No. 
15,  1958. 

Gofman,  J.  W.,  et  al.:  Circulation  XIV:  691-741,  October  1956, 
No.  4. 

Jones,  J.  R.,  et  al.:  Proceedings  Soc.  Exper.  Biol,  and  Med. 
93:88-91,  1956. 

Kinsell,  L.  W.,  et  al.:  Newsletter  Gerontological  Soc.  5:3,  Sep- 
tember 1958,  No.  3. 

Mann,  G.  V.:  A.M.A.  Arch.  Int.  Med.  100:77-84,  July,  1957, 
No.  1. 

Mayer,  G.  A.,  et  al.:  J.  Clin.  Nutr.  1:316-322,  1952-1953. 


Now,  a spread  high  in  polyunsaturates  equivalent 
to  liquid  oil  products. 


HIGH  PATIENT  ACCEPTANCE 

Excellent  taste  appeal  — country  fresh  flavor. 

No  change  in  food  pattern,  no  separate  menus  required. 

Low  salt.  Reduced  calories. 

Low  cost.  Nutrispread  is  the  most  palatable  and  economical 
source  of  polyunsaturated  linoleates  available,  regardless  of 
dosage  form. 

Conventional  pound  packages,  cubed  for  convenience. 
Marketed  through  health  food  and  grocery  outlets. 


Dept.  A 

Hale  Laboratories,  Inc. 

10515  West  Pico  Blvd. 

Los  Angeles  64,  California 

Please  send  complete  literature  on  Nutrispread 
Detail  my  office  on  Nutrispread 

Name  

Address  

City  Zone  State  


Phoenix  Representative  CR  4-0474 

to  natural  vegetable  oils.  For  dietary  use  equal 
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key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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“It  is  concluded  that 

: | 
I ' • , j 

the  addition  of 
buffering  agents  to 

i 

| 

acetylsalicylic  acid  in 

I ' '■ 

the  concentrations  used 

; 

- 

serves  no  clinically 
detectable  useful  purpose!” 

‘Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 

Nonbuffered  Material  Used— Bayer 11  Aspirin. 


J 
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HIGHLIGHTS  FROM  THE  A.M.A.  COUNCIL  ON  DRUGS 
REPORT  ON  TRIAMCINOLONE 


J. A.M.A.  169:257  (January  17)  1959. 

“It  [triamcinolone]  has  an  anti-inflammatory  potency  greater  than  an  equal 
amount  of  prednisolone;  i.e.,  comparable  suppressive  effects  may  usually 
be  achieved  with  lower  doses  of  triamcinolone  than  with  prednisolone.” 

“Triamcinolone  lacks  the  sodium-retaining  and  edema-producing  effects  of 
most  other  glucocorticoids.  During  the  first  several  days  of  administra- 
tion, it  may  cause  a loss  of  sodium  from  the  body;  an  initial  mild  diuretic 
action  is  frequently  observed,  whether  the  patient  is  frankly  edematous  or 
not.  This  is  in  contrast  to  the  definite  sodium-retaining  and  fluid- retaining 
properties  of  cortisone  and  hydrocortisone  and  to  a much  lesser  extent  with 
prednisone  and  prednisolone.” 

“Except  in  exceedingly  large  doses,  triamcinolone  apparently  has  no  con- 
sistent effect  on  potassium  excretion.  Hence,  neither  sodium  restriction 
nor  potassium  supplementation  is  ordinarily  required  during  therapy  with 
this  agent.” 

“As  with  other  glucocorticoids,  the  long-term  administration  of  triamcino- 
lone results  in  definite  catabolic  effects,  as  indicated  by  impairment  of 
carbohydrate  utilization  and  negative  protein  and  calcium  balance.  This 
catabolic  effect,  coupled  with  a lack  of  appetite  stimulation  which  is  appar- 
ently peculiar  to  triamcinolone,  may  produce  weight  loss  that  might  be 
undesirable  in  some  patients  treated  for  long  periods  of  time.” 

“...the  voracious  appetite,  with  weight  gain  and  euphoria,  characteristic 
of  other  steroids,  is  not  seen  with  administration  of  triamcinolone.” 

“Triamcinolone  has  been  used  for  the  management  of  a wide  variety  of 
clinical  conditions  usually  considered  amenable  to  systemic  steroid  therapy. 
These  have  included  rheumatoid  arthritis  and  other  collagen  diseases, 
allergic  and  dermatological  disorders,  certain  leukemias  and  malignant 
lymphomas,  the  nephrotic  syndrome,  pulmonary  emphysema  and  fibrosis, 
acute  bursitis,  rheumatic  fever,  and  certain  blood  dyscrasias.  Although 
clinical  experience  with  the  drug  in  some  of  the  foregoing  conditions  is 
not  extensive,  the  many  similarities  in  action  between  triamcinolone  and 
other  potent  glucocorticoids  would  indicate  a usefulness  for  triamcinolone 
akin  to  that  of  other  agents  of  this  class.” 
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“There  is  some  evidence  that  triamcinolone  is  more  effective  at  a smaller 
dosage  than  are  other  steroids  in  controlling  both  the  skin  and  joint  lesions 
in  psoriasis,  whether  or  not  complicated  by  arthropathy.” 

“Triamcinolone  appears  to  compare  favorably  with  other  steroids  for  use  in 
those  situations  in  which  edema  and  sodium  retention  have  been  compli- 
cating problems.” 

“It  [triamcinolone]  may  also  be  the  steroid  of  choice  for  patients  in  whom 
psychic  stimulation,  euphoria,  voracious  appetite,  and  weight  gain  should 
be  avoided.” 

“...the  drug  [triamcinolone]  does  produce  the  other  side  effects  and  un- 
toward reactions  common  to  the  glucocorticoids.  At  therapeutically  equiv- 
alent doses,  the  frequency  and  severity  of  clinical  manifestations  of  liyper- 
adrenalism  — rounding  of  the  face,  fat  deposition,  and  hirsutism  — are 
essentially  the  same.  Likewise,  there  is  little  indication  that  the  relative 
incidence  of  osteoporosis  is  materially  decreased  after  the  long-term  use 
of  the  drug.” 

“Triamcinolone  apparently  does  not  cause  the  euphoria  sometimes  seen 
with  other  steroids,  and  the  occurrence  of  mental  depressions  is  uncom- 
mon.” 


“Current  evidence  suggests  that  the  drug  [triamcinolone]  may  not  produce 
as  high  an  incidence  of  peptic  ulcer  as  do  other  steroids.” 

“Cutaneous  erythema  seems  to  be  a side  effect  peculiar  to  triamcinolone.” 


“The  usual  contraindications  and  precautions  of  glucocorticoid  therapy 
should  be  followed  in  the  use  of  triamcinolone,  keeping  in  mind  that  pro- 
longed therapy  with  this  drug  will  suppress  the  function  of  the  patient’s 
own  adrenals  by  interfering  with  the  pituitary-adrenal  axis.” 


Triamcinolone  LEDEELE 


Supplied:  1 mg.  scored  tablets  (yellow) 
2 mg.  scored  tablets  (pink) 

4 mg.  scored  tablets  (white) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COM  PANT,  Pearl  River,  New  York 


CITRUS-FLAVORED 


ORAL  SUSPENSION 


ETHYL  SUCCINATE 


Never  a flavor  like  this  in  an  antibiotic  suspen- 
sion. A new  achievement  in  pharmaceutical  ele- 
gance—a ready-mixed,  stable  suspension  so  sweet 
and  good  you  can’t  tell  it’s  "medicine.” 

No  bitterness,  no  unpleasant  aftertaste — just 
pure,  sweet  citrus  flavor. 

Never  an  antibiotic  better  proved  against  every- 
day coccal  infections.  After  millions  of  pre- 
scriptions, an  unparalleled  safety  record. 

High,  peak  blood  levels  within  one  hour  — plus 
nearly  100%  effectiveness  against  coccal  infec- 
tions. And,  unlike  broad-spectrum  antibiotics, 
ErythroCin  is  classed  as  a bactericidal  agent. 

Indications:  Against  staph-,  strep-  and  pneumo- 
cocci. Especially  useful  when  patients  are  allergic 
to  penicillin  or  other  antibiotics.  Dosage:  For 
children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm., 
depending  on  severity  of  infection.  Supplied:  In 
60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful. 
represents  200  mg.  of  Erythrocin.  OL&feott 

If  you’re  concerned  with  blood  levels  . . . 

Range  of  blood  levels  obtained  from  one  dose  of 
400  mg.  Erythrocin  Suspension.  Medication  was  ad- 
ministered to  30  volunteer  adults,  and  represents  a 
dosage  of  approximately  6 mg. /Kg.  Bars  show  ranges 
— continuous  line  indicates  medians. 
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The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.1  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,2  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,3  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.4  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadecpiate 
corpus  luteum  function;  production  of  secretory  endometrium  and  descpiama- 
tion  during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 

V 

Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifenstein,  E.  C.,  Jr.:  Annals  N.  Y.  Acad.  Sci.  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  flodgkinson,  C.  P. ; Igna,  E.  ).,  and  Bukcavich, 
A.  P.:  Am.  J.  Obst.  and  Gyn.  76:279,  1958. 


Squibb  (fi| 


Squibb  Quality-  -the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 


NOW 

...  a new  way 
to  relieve  pain 
and  stiffness 


INDICATED  IN: 

MUSCLE  STIFFNESS 
LUMBOSACRAL  STRAIN 
SACROILIAC  STRAIN 
WHIPLASH  INJURY 
BURSITIS 


in  muscles 
and  joints 


SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 

FIBRO  MYOSITIS 

LOW  BACK  PAIN 

OISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


Exhibits  unusual  analgesic  properties,  different  from  those 


of  any  other  drug  ■ Specific  and  superior  in  relief  of  soMAtie  pain 
■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N'isopropyt-2-methyl-2-propyl-l,  3*propanediol  dicarbamats 


* More  specific  than  salicylates  ■ Less  drastic  than  steroids 

* More  effective  than  muscle  relaxants 


soma  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

acts  fast.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

notably  safe.  Toxicity  of  Soma  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

easy  to  use.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

supplied:  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 

Literature  and  samples  on  request. 


w WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  4. 


inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


. . . BRONCHITIS 

BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP 

Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


DENTISTS  (D.D.S.) 


General  Dentistry 

Phone 

Room 

Boynton,  C.  E. 

AL  3-1361 

817 

Hensing,  C.  R. 

AL  3-6603 

819 

Johnson,  William  J. ...  AL  3-1866 

919 

Lee,  Joseph  A. 

AL  3-6235 

920 

Miller,  Eugene 

H.  E 3-4312 

702 

Orzel,  J.  W.  . . 

AL  3-8529 

1020 

Pafford,  Ernest 

M.  . . . AL  3-3807 

718 

Scott,  E.  M.  . . 

AL  8-4277 

1017 

Sypherd,  E.  E. 

AL  4-1211 

918 

Spillane,  L.  O. 

AL  3-0461 

821 

Oral  Surgery 

Bairo,  Louis  P. 

AL  3-9362 

711 

Periodontists 

Creamer,  R.  Dean  ....  AL  3-6534 

818 

PHYSICIANS  & SURGEONS  (M.D.) 

Cardio-Respiratory 

Diseases 

Randolph,  Howell  . . . AL  4-3146 

1005 

Cardio- Vascular  Surgery 

Grant,  Austin  B 

AL  4-3146 

1005 

Dermatology 

Mackoff,  Sam  IV] 

. (A).  . AL  2-0379 

808 

Medigovich,  D. 

V.  . . . AL  3-6617 

905 

Endocrinology 

Raddin,  Joseph 

B . .AL  2-3577 

706 

PROFESSIONAL  BUILDING  DIRECTORY 

Eye,  Ear,  Nose  & Throat 


Barnet,  E.  G 

Cruthirds,  A.  E.  . . 

Melton,  B.  L 

McCurdy,  Gordon  J. 

Nelson,  W.  J 

Reese,  Forrest  L. . . 


. AL  4-3341 
.AL  3-5121 
.AL  3-8209 
. AL  3-8209 
.AL  3-5121 
. AL  4-3341 


General  Practice 

Barker,  C.  J.  Jr AL  3-2176 

Felch,  Harry  J.  (Ob.S.).AL  3-1 151 

Fox,  R.  L AL  3-2176 

Kilgard,  F.  M AL  2-8404 

Matanovich,  M.  (I.S.U.).AL  3-6509 
McKenna,  J.  F.  (A) ..  AL  4-2174 

General  Surgery 

Brewer,  W.  Albert  . . . . AL  3-4349 
Ovens,  J.  M.  (Tumor) . AL  8-8074 
Ross,  Norman  A. 

(Diag.)  AL  3-8353 

Shumway,  Ord  L.  ...  AL  3-4349 


Internal  Medicine 

Gatterdam,  E.  A.  (A).  .AL  4-2174 
Hamer,  J.  D.  (Ca)  ..AL  4-2174 
Hopkins,  Doris  F.  (A).  AL  4-7509 

Kober,  Leslie  R AL  4-4153 

Mortino,  Frank  AL  4-4153 

McKhann,  Geo.  G.  ...AL  4-8483 
Snyder,  Bertram  L. 

(Chest)  AL  4-2174 

Swasey,  Lloyd  K. 

(Chest)  AL  4-2174 


1120 

1011 

520 

Ophthalmology 

Burgess,  Roy  E 

. AL  3-5604 

French,  Harry  J.  ... 

.AL  4-1670 

Harbridge,  D.  F.  ... 

.AL  3-5604 

Zinn.  Sheldon  

. AL  4-1670 

520 

1011 

1120 

Psychiatry  & Neurology 

McGrath,  Wm.  Bede  . 

. AL  3-5559 

710 

Radiology  & Pathology 

Foster  R.  Lee  

. AL  3-4105 

705 

Gentner,  Geo.  A.  ... 

. AL  3-4105 

710 

List,  Martin  I 

.AL  3-4105 

922 

422 

Thoracic  Surgery 

910 

Melick,  Dermont  W.  . 

AL  4-3146 

Other 

Ariz.  Bancorpration 

AL  2-479S 

1116 

Laboratory  of 

1109 

Clinical  Medicine  . 

AL  4-9881 

810 

Mandel,  L.  Ph.D.  . . . 

AL  3-8177 

Nurses’  Professional 

1116 

Registry  

AL  4-4151 

Professional  Building 
Office  

AL  4-4 106 

Professional  Garage  . 

. AL  4-4833 

910 

Professional  X-Ray  & 
Clinical  Lab 

AL  3-4105 

910 

Seller,  Irene  II., 

904 

Chiropodist  

AL  4-1801 

1105 

Smith,  C.  J.,  CPA  . . 

\i ,3  ''-,1,1 

1 105 

Valley  National  Bank. 

\ i . 8-871 1 

1108 

Valley  National  Co. 

(Ins.)  

AL  4-2191 

910 

VNB  Car-Park  

AL  3-2835 

910 

Wayland’s  Prescription 
Pharmacy  

AL  4-4171 

822 

722 

822 

722 


811 


507 

507 

507 


1005 


622 

1106 

902 

703 

500 

Bsmt. 

507 

1021 

1022 

Lobby 

Lobbv 


Lobbs 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 


Julius  Citron,  D.S.C.,  A.C.F.S. 

40  E.  Thomas  Rd. 

CR  9-4161 

Samuel  Mason,  Pod.  D. 

461  W.  Catalina  Dr. 

AM  6-1009 


PHOENIX 

DANIEL  R.  NENAD,  D.S.C. 

205  E.  Camelback  Road 
AM  5-7510 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

753  E.  McDowell  Rd. 

AL  4-4414 


Irwin  D.  Shapiro,  Pod.  D. 


40  East  Thomas  Road 
CR  9-4161 


TUCSON 

Felton  O.  Gamble,  D.S.C. 

1888  N.  Country  Club  Rd. 
Phone  EA  6-3212 


Harold  E.  Mitton,  D.S.C. 

31 8 E.  Congress  St. 
Phone  MA  3-9151 


Martin  Snyder,  D.S.C. 

2629  E.  Broadway 


Phone  EA  5-6333 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix.  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


FRANK  DANIELS  MANN,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D. 

(Diplomate  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  MA  3-2531 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRAL  MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix, 

Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL 

SERVICES 

PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Pt-e^e&Aicnal  yC-Rai}  and  Clinical  Xafaratwif 


507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 


Hledica l Cento-  OC-^aif  and  Clinical  Xaba-atMf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

72  Xee  poster,  Jtl  2).,  director  JMartinX.Xi.t'JH  3X  9 QaJiologM 

C^jcoycjc  (^entner,  efi o / cgf i s t 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building 
1130  E.  McDowell  Road 


Telephone 
ALpine  8-1601 


PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D.,  Seymour  B.  Silverman,  M D.  George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  £ F.A.C.R.  $ Diplomate,  American  ^ Diplomate,  American  ^ Diplomate,  American 

Board  of  Pathology  Diplomate,  American  Board  of  Pathology  Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

CLINIC  DIRECTORY 

Department  of  Cardio-Respiratory 
Diseases 

St.  Luke's  Hospital 
1820  East  Polk 
Phoenix,  Arizona 

Facilities  available  for  special  cardiac  studies  such 
as  cardiac  catheterization  and  angiocardiography 
as  well  as  pulmonary  function  studies. 

Patients  accepted  for  diagnostic  procedures  only. 
Physician  referral  required. 

Full-Time  Medical  Director  — Hugh  B.  Hull,  M.D. 
Telephone  Cardiac  Clinic  Secretary 
AL  8-801 1 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

ARIZONASO^TYOF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

I CLINIC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  - A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  - AL  8-1586  - Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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RELIABLE  PRESCRIPTION  SERVICE 


MARR  DRUG  GO. 


3359  WEST  VAN  BUREN  _ 
PhonaVAP  8-9261  PHOENIX.  ARIZ.  1 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 


ottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
Scottsdale,  Arizona 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  — Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


BUTLERS  REST  HOME 


© Bed  Patients  and  Chronics 

• Excellent  Food 

• Television 

® State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


GLENDALE  NURSING  HOME 


Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  163/4  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 


DOCTOR'S  DIRECTORY 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  © Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 
24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  - MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

dTr^ecxory 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS  N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


m 


WATCHING  TV  IN  THE  PATIENTS  LOUNGE 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  ■ PHOENIX,  ARIZONA 

CResrwocd  7-7431 


OTTO  L.  BENDHEIM,  M.D..F.  A.P.  A.,  Medical  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


OTTO  L.  BENDHEIM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D. 

PSYCHIATRY 

ROBERT  |C.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D. 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 


5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

~ SURGERY 

EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

~ THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


PEDIATRIC  SURGERY 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 
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INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  Laurel,  North  — ALpine  4-7970 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
PHOENIX,  ARIZONA 

LEASE  YOUR  CAR 

It's  Like  Money  In  The  Bank  — 

In  Fact  - Your  Money  Stays  In  The  Bank 
★ No  Capital  Investment  ★ Relieves  Accounting  Work 

'A  Fully  Tax  Deductible  A All  License  and  Sales  Tax  Included 

Our  Contracts  DO  NOT  Have  Recovery  Clause  Or  Mileage  Limitation 
Immediate  Delivery  Anywhere  In  Arizona 
State  Wide  and  Nation  Wide  Delivery 
Leasing  Any  Make  Care,  The  Way  You  Want  It 

CADILLAC,  CONTINENTAL,  IMPERIAL,  T-BIRD,  FORD  GALAXIE,  CHEV.  IMPALA,  FOREIGN  CARS 

MAY  WE  SHOW  YOU  HOW  WE  CAN  PUT  LEASED  CARS  TO  WORK  FOR 

YOU  — PROFITABLY 

Associated  Car  Leasing  Co. 

909  No.  First  St.  ALpine  2-3006  Phoenix,  Arizona 
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UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


LOIS  GRUNOW  MEMORIAL  BUILDING 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


DERMATOLOGY 

Helen  M.  Roberts,  M.D. 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


■HI 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FROM  MODERN  PRACTICE 

What  differentiates  “renal  diabetes ” ( renal 
glycosuria ) from  diabetes  mellitus? 

Blood  sugar  levels.  In  renal  glycosuria  they  are  normal;  in  untreated  diabetes, 
fasting  blood  sugars  are  usually  130  mg.%  or  over  and  postprandial  levels 
170  mg.%,  or  more. 

Source:  Joslin,  E.  E;  Root,  H.  E;  White,  R,  and  Marble,  A.:  The  Treatment  of  Diabetes 
Mellitus,  ed.  9,  Philadelphia,  Lea  & Febiger,  1952,  pp.  701-702. 


A“URINE-SUGAR  PROFILE” FOR 
CLOSER  CONTROL 

The  new  Clinitest  Urine-Sugar 
Analysis  Set  contains  an  improved 
Analysis  Record  form  that  enables 
even  closer  control  of  the  moderate 
and  the  severe  diabetic.  Daily  urine- 
sugar  readings  may  be  connected  to 
produce  a graph— a day-to-day 
“profile”  that  reveals  at  a glance 
individual  trends  and  degree  of 
control. 

*GP  16: 121  (August)  1957. 


I color- calibrated 


CLINITEST 


FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 

the  STANDARDIZED 
urine-sugar  test  for  reliable 
quantitative  estimations 
“. . . the  most  satisfactory 
method  for  home  and 
office  routine  testing.”* 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


Univ.  of  Calif.  ..ed.Cente 
Library 

3rd  & Parnassus 

ban  F rancisco  22,  Culix 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 


® Smith  Kline  & French  Laboratories 


*T.M.  Reg.  U.S.  Pat.  Off. 
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Narcotic  prescription  not  required 
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DARVON'  COMPOUND 

(dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

lifts  the  burden  of  pain 

1 or  2 Pulvules®  three  or  four  times  daily 


helps  them  weather  the  hay  fever  season 


BENADRYL 

ANTIHISTAMINIC-ANTISPASMODIC 

gives  fast,  comprehensive  relief  of  allergic  symptoms  At  this  time  of 
year  pollens  from  trees,  grasses,  or  weeds  cause  distressingsymptoms 
in  allergic  patients.  You  can  help  your  patients  to  enjoy  greater  com- 
fort during  the  hay  fever  season  by  prescribing  BENADRYL.  Its 
potent  antihistaminic  action  rapidly  relieves  nasal  blockage,  rhi- 
norrhea,  sneezing,  itching,  and  related  allergic  reactions,  while  its 
atropine-like  antispasmodic  action  swiftly  suppresses  bronchial  and 
gastrointestinal  spasms.  BENADRYL  Hydrochloride  ( diphenhydra- 
mine hydrochloride,  Parke-Davis)  is  available  in  a variety  of  con- 
venient forms  including:  Kapseals,®  50  mg.  each;  Kapseals,  50  mg., 
with  epheclrine  sulfate,  25  mg.;  Capsules,  25  mg.  each;  Elixir, 
10  mg.  per  4 cc.;  and  Emplets ,®  50  mg.  each,  for  delayed  action. 
For  parenteral  therapy,  BENADRYL  Hydrochloride  Steri-Vials,® 
10  mg.  per  cc.;  and  Ampoules,  50  mg.  per  cc. 
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If  she  needs  nutritional  support ...  she  deserves 


Vitami'n-Mineral  Supplement  Lederle 


CAPSULES— 14  VITAMINS— 11  MINERALS 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY  Rn 

Pearl  River,  New  York  s 


American  Dairy  Ass’n.  of  Arizona  30A 

Ames  Company  36A 

Associated  Car  Leasing  Company  65A 

Astra  Pharm.  Products  Inc 26A,  44A 

Boyle  & Company  38A-39A 

Burroughs  Wellcome  20A 

Camelback  Sanatorium  62A 

G.  M.  Case  Laboratory  18A 

Diagnostic  Laboratory  60A 

Franklin  Hospital  Inc 18A 

Geigy  Pharmaceuticals  25A 

General  Electric  X-ray  Dept 34A 

Groves  Surgical  Supply  Company  472 

Hobby  Horse  Ranch  School  18A 

Hughes  Calihan  Corp 24A 

Irwin,  Neisler  Company  28A 

K.  B.  Surgical  Supply  24A 

Las  Encinas  471 

Lederle  Laboratories  2A,  21  A,  26A,  43A, 

430-431,  465,  471 

Eli  Lilly  & Company Front  Cover,  48A 
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when  pollen  allergens 
attack  the  nose . . . 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
antihistamines 1,2  with  a decongestant. 

These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.3 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.4' 5 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.6'7  triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  I.  Sheldon,  J.  M.:  Postgrad.  Med.  14:465  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-June)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Tlier.,  Macmil- 
lan, New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


Triaminic 


triaminic  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  triaminic  timed-release  tablet  provides: 


Phenylpropanolamine  HC1 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  14  Triaminic  Tablet  or  i/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


j runfiing  noses 
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and  open  stuffed  noses  or  ally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


DEXAMETHASONE 


treats  more  patients  more  effectively 

a new  order  of  magnitude  in  corticosteroid  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 

A recent  evaluation  of  corticosteroids  in  ophthalmology  + concludes  that 
DECADR0N  “offers  a superior  degree  of  anti-inflammatory  effect  with  a 
minimum  of  side  effects." 

Note:  Corticosteroid  therapy  is  contraindicated  in  dendritic  ulcer,  herpes-simplex  and  fungal  keratitis. 

■[Gordon,  D.  M.:  North  Carolina  M.  J.  19:473  (November)  1958. 

Additional  literature  is  available  to  physicians  on  request. 

DECADRON  is  a trademark  of  Merck  & Go.,  Inc. 

MgD  MERCK  SHARP  & DOHME 

▼ DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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Leslie  B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 
Chairman  (Phoenix);  Richard  O.  Flynn,  M.D.  (Tempe);  John 
W.  Kennedy,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Donald  E.  Nelson,  M.D.  (Safford);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Carl  A. 

Holmes,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Beaton, 
M.D.  (Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D.  (Phoenix); 
Leslie  B.  Smith,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  Lindsay  E.  Bea- 
ton, M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Francis 
M.  Findlay,  M.D.  (San  Manuel);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); James  E.  O’Hare,  M.D.  (Tucson);  William  B.  Steen, 
M.D.  (Tucson);  Leo  L.  Tuveson.  M.D.  (Phoenix). 
INSURANCE  PLANNING  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Delmer  J.  Heim,  M.D.  (Tucson);  Joseph 
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S.  Lentz,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
Frank  A.  Shallenberger,  M.D.  (Tucson);  Reed  D.  Shupe, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
R.  Lee  Foster,  M.JD.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  Dermont  W.  Melick,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 

R.  Green,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  Reed  D.  Shupe,  M.D.  (Phoenix); 
John  F.  Stanley,  M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D. 
(Phoenix);  Hugh  C.  Thompson,  M.D.  (Tucson. 

MEDICARE  ADJUDICATION  COMMITTEE:  Paul  B.  Jarrett, 

M. D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Everett  W. 
Czerny,  M.D.  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix); 
Clarence  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price, 
M.D.  (Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson);  Morris  E.  Stem,  M.D.  (Phoenix); 
Lacklie  L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D. 
(Phoenix);  Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Frank  W.  Edel, 
M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoenix);  Walter 

T.  Hileman,  M.D.  (Tucson). 

MEDICOLEGAL  COMMITTEE:  Ian  M.  Chesser,  M.D.,  Chairman 
(Tucson);  John  R.  Green,  M.D.  (Phoenix);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Walter  T Hileman,  M.D.  (Tucson);  William 
B.  McGrath,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Bertram  L.  Snyder,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Eleanor  A.  Waskow,  M.D. 
(Phoenix). 

OSTEOPATHY  LIAISON  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Abe  I.  Podolsky,  M.D.  (Yuma);  Lorel  A.  Stapley,  M.D.  (Phoe- 
nix); Harry  E.  Thompson,  M.D.  (Tucson);  Marcus  W. 
Westervelt,  M.D.  (Tempe). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 

S.  Cobb,  M.D.,  Chairman  (Tucson);  Frederick  E.  Beckert, 
M.D.  (Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin 
S.  Withers,  M.D.  (Tucson). 

PROCUREMENT  AND  REASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (San  Manuel); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Schultz,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman  (Phoe- 
nix); Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Phoenix);  Donald  F.  DeMarse,  M.D.  (Holbrook);  John  A. 
Eisenbeiss,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D  (Phoenix); 
Henry  P.  Limbacher,  M.D.  (Tucson);  Charles  P.  Neumann, 
M.D.  (Tucson);  Alvin  L.  Swenson,  M.D.  (Phoenix);  Wood- 
son  C.  Young,  M.D.  (Phoenix). 

SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Jack 
H.  Demlow,  M.D.,  Chairman,  (Tucson);  Trevor  G.  Browne, 
M.D.  (Phoenix);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert  A. 
Stratton,  M.D.  (Yuma);  Marcus  W.  Westervelt,  M.D. 
(Tempe);  Roy  O.  Young,  M.D.  (Flagstaff). 

ADVISORY  COMMITTEE  TO  THE  WOMEN’S  AUXILIARY: 
Melvin  W.  Phillips,  M.D.,  Chairman  (Prescott);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Hiram  D.  Cochran,  M.D. 
(Tucson). 

Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-59 

President  Mrs.  Melvin  W.  Phillips 

829  Flora  Street,  Prescott 

President  Elect  Mrs.  Hiram  D.  Cochran 

35  Camino  Espanol,  Tucson 

1st  Vice  President  Mrs.  Robert  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916  - 6th  Ave.,  Yuma 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  8th  Street,  Tucson 

Recording  Secretary  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Drive,  Tucson 

Corresponding  Secretary  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Director  (1  year)  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Director  (1  year)  Mrs.  William  E.  Bishop 

211  South  3rd  Street,  Globe 


Director  (2  years)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 
STATE  COMMITTEE  CHAIRMEN  - 1958-59 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Albert  J.  Harris 

Skyline  Drive,  Globe 

Civil  Defense  Mrs.  John  W.  Kennedy 

814  East  Palmaire,  Phoenix 

Historian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  North  Alvarado  Road,  Phoenix 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge,  Phoenix 

Public  Relations— Community  Service Mrs.  S.  B.  Silverman 

334  East  Medlock  Drive,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Revisions Mrs.  Jesse  D.  Hamer 

1819  North  11th  Ave.,  Phoenix 

Medical  Education  Fund  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Charles  S.  Powell 

698  - 9th  Ave.,  Yuma 

Publicity  Mrs.  Juan  E.  Fonseca 

2505  Indian  Ridge  Drive,  Tucson 

Mental  Health  Mrs.  Hubert  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Finance  Mrs.  James  Soderstrom 

Box  82,  Whipple 

Today’s  Health  Mrs.  Frank  Shallenberger 

345  South  Eastbome,  Tucson 

Recruitment— Paramedical  Careers ..  Mrs.  Howard  M.  Purcell,  Jr. 
100  East  Ocotillo  Road,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 


COUNTY  PRESIDENTS  AND  OFFICERS  1958-59 
COCONINO  COUNTY 


President  Mrs.  Roy  O.  Young 

Box  1058,  Flagstaff 

Vice  President  Mrs.  C.  Herbert  Fredell 

2108  North  Talkington  Drive,  Flagstaff 

Secretary  Mrs.  John  F.  Currin 

1214  North  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  Hanson 

1210  Davis  Way,  Flagstaff 


GILA  COUNTY 

President  Mrs.  Charles  T.  Collopy 

Box  623,  Miami 

Vice  President  Mrs.  A.  J.  Basse 

135  North  6th  Street,  Globe 

Secretary-Treasurer  Mrs.  Jesse  J.  Jacobs 

Box  1208,  Miami 


MARICOPA  COUNTY 

President  Mrs.  Chester  G.  Bennett 

30  West  Ocotillo  Road,  Phoenix 

President-Elect  Mrs.  Thomas  Rowley 

114  South  Miller,  Mesa 

1st  Vice  President  Mrs.  Robert  Leonard 

3041  North  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Robert  Beers 

202  West  Flyn  Lane,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 


PIMA  COUNTY 

President  Mrs.  Ian  M.  Chesser 

414  North  Country  Club  Road,  Tucson 

President-Elect  Mrs.  Max  Costin 

2648  East  4th  Street,  Tucson 

Vice  President  Mrs.  W.  Stanley  Kitt 

2043  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  George  W.  King 

3239  North  Stewart  Avenue,  Tucson 

Secretary  Mrs.  Elliot  E.  Steams 

2737  East  21st  Street,  Tucson 

Treasurer  Mrs.  Sherwood  Burr 

3135  Via  Palos  Verdes,  Tucson 


YAVAPAI  COUNTY 

President  Mrs.  Chesley  F.  Blaekler 

506  Westwood  Drive,  Prescott 

Vice  President  Mrs.  Ray  P.  Inscore 

Box  1511,  Prescott 

Secretary  Mrs.  Donald  W.  Merkle 

Veterans  Administration  Center,  Whipple 

Treasurer  Mrs.  Harry  T.  Southworth 

1107  Copper  Basin  Road,  Prescott 


President  .... 
Vice  President 
Secretary  .... 
Treasurer  . . . . 


YUMA  COUNTY 


Mrs.  Ralph  T.  Irwin 

728  - 6th  Ave.,  Yuma 

Mrs.  William  A.  Phillips 

633  - 8th  Ave.,  Yuma 

Mrs.  James  Volpe,  Jr. 

1801  6th  Avenue,  Yuma 


. Mrs.  Paul  J.  Slosser 


701  8th  Avenue,  Yuma 
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70  95% 

of  nervous,  tense  patients 
recovered  or  improved 


For  your  patients,  Miltown  promptly  checks  emotional  and 
muscular  tension.  Thus,  you  will  make  it  easier  for  them  to 
lead  a normal  family  life  and  to  carry  on  their  usual  work. 

For  you,  the  choice  of  Miltown  as  the  tranquilizer  means  the 
comfortable  assurance  that  it  will  relieve  nervousness  and  ten- 
sion without  impairing  your  patient’s  mental  efficiency,  motor 
control,  normal  behavior  or  autonomic  balance. 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets;  bottles  of  50. 


^ WALLACE  LABORATORIES,  Neii)  Brunswick, N . ./. 


AIDS  EMOTIONAL  ADJUSTMENT 
TO  CHRONIC  ILLNESS 


cerebrovascular 

disease 


hypertension 


heart  disease 


cancer 


asthma 


Through  effective  relief  of  anxiety,  irri- 
tability, insomnia  and  tension,  Miltown 
aids  the  patient  to  “live  with  his  dis- 
ease,” especially  during  difficult  adjust- 
ment periods. 

Miltown  is  well  tolerated  and  “ there- 
fore well  suited  for  prolonged  treatment 
in  chronic  disorders  with  emotional  com- 
plications” (Friedlander,  H.  S.:  Am.  J. 
Cardiol.  1:% 95,  March  1958.) 


Miltown 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar- 
coated  tablets;  bottles  of  50.  Also  available  as 
Meprospan*  (200  mg.  meprobamate  continuous 
release  capsules)  and  Meprotabs*  (400  mg. 
unidentifiable,  coated  meprobamate  tablets). 

When  mental  depression  complicates  chronic 
disease:  Deprol*  (1  mg.  benactyzine  HC1  plus 

400  mg.  meprobamate).  ♦TRADE- MAR  K 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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the  pattern  of 

GLUCOSAMINE- 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  ec\) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


: Eapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
in  uneventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
[professional  information  booklet  available  on  request. 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc! 
Brooklyn  6,  N.  Y. 

''Trademark  for  glucosamine-potentiated 
tetra  cycline  J 


•imetane  works  in 
H symptoms  of  allergic 
hiiiitis;  and  in  urticaria, 
topic  and  contact 
ermatitis.  The  summary 
inclusion  of  extensive 
inical  studies  to  date? 
mefane  provides 
icxcelled  antihistaminie 
ttency  with  minimal 
Se  effects 

rms  available:  Oral: 
tentabs®  .12  mg«)5  * 


x,r  (2  mg0/5  cc«). 

enteral:  Oimetane-Ten 
ec  table  (10  mg./cc.) 

Dimetane-100 
ectable  (100  mg„/cc.), 

J*  Robins  Co.,  Inc., 
hmond  20,  Virginia 
leaf  Pharmaceuticals 
Werit  Since  1878. 
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ANNOUNCING  TWO  OUTSTANDING  ADVANCES  IN 
PEDIATRIC  THERAPY  FROM  PURDUE  FREDERICK  RESEARCH 


ANTIPYRETIC,  ANALGESIC, 
ANTI-INFLAMMATORY 

ACTASAL 

PEDIATRIC  DROPS 

GRAND  OF  CHOLINE  SALICYLATE  U.S.  a FOREIGN  PATENTS  PENDING 


ASSURES  PEAK  SALICYLATE  LEVELS  5 
TIMES  FASTER  THAN  ASPIRIN1 2 3-WITH 
PROVEN  BETTER  GASTRIC  TOLERANCE. 


Comparative  Plasma  Salicylate  Levels  After  Oral  Adminis- 
tration of  Doses  of  ‘Actasal’  Pediatric  and  Aspirin,  Provid- 
ing Equal  Amounts  of  Salicylate. 

Clinically  proved  - In  thousands  of  cases  by 
more  than  180  investigators4 

• more  effective  • better  tolerated 
A new  and  unique  salicylate  molecule  in  pal- 
atable solution. 

DOSAGE:  Each  dropperful  (0.6  ml.)  contains  105  mg. 
Choline  Salicylate,  equivalent  to  approximately  1% 
grains  aspirin. 

Children  6-12  years:  2 to  4 dropperfuls  every  3 to  4 
hours,  or  as  required.  Children  3-6  years:  1 to  2 dropper- 
fuls every  3 to  4 hours,  or  as  required.  Children  under  3 
years:  1 dropperful  every  3 to  4 hours,  or  as  required. 
SUPPLY:  60  cc.  bottle  packaged  with  cellophane- 
wrapped  calibrated  dropper. 

cited  references:  1.  Smith,  P.  K. : Personal  Communication.  2.  Wolf,  J.t 
Aboody,  R. : Federation  Proc.  18:605,  1959.  3.  Broh-Kahn,  R.  H. : Federa- 
tion Proc.  18:17,  1959.  4.  Complete  data  available  on  request  to  the 
Medical  Director. 


ANTI-SEBORRHEIC 
FOR  CRADLE  CAP 

SOROPON 

PEDIATRIC  SOLUTION 

CONTAINS  CERAPON-C*  12.0%  IN  PROPYLENE  GLYCOL  WITH  PARABENS  0.1%  AND 
TYROTHRICIN  0.1%,  PURDUE  FREDERICK  ‘BRAND  OF  TRIETHANOLAMINE  POLYPEPTIDE 
COCOATE-CON  DEN  SATE 

Specifically  prepared  for  safe,  effective  removal  and  pre- 
vention of  cradle  cap,  by  combining  unique  proteo-lipid 
sebulytic  effect  with  anti-infective  action. 


Bialkin,  G.:  Scientific  Exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  6-9,  1959. 

case  history:  J.  D.,  a 5 month  old  white  male  developed  a dry  sebor- 
rhea capitis  at  approximately  6 weeks  after  birth  which  covered  the 
whole  scalp.  By  the  time  of  examination,  the  child  had  been  treated 
with  various  detergent  ointment  and  lotion  preparations  without 
apparent  effect.  ‘Soropon’  Pediatric  Solution  was  applied  as  a sham- 
poo, directly  to  the  scalp  to  remove  the  encrustations.  A lanolin 
ointment  was  applied  to  scalp  because  of  inherent  dryness.  A scries 
of  5 treatments  was  required  for  complete  removal  and  after  this 
treatment  period  the  seborrheic  eczema  had  virtually  disappeared. 
The  patient  has  been  symptom  free  since  then. 

Bialkin,  G. : A New  Anti-Scborrheic  Agent  in  Pediatric  Practice.  Arch, 
of  Pcd.  (to  be  published). 

SUPPLY:  ‘Soropon’  Pediatric  Solution  is  available  in 
bottles  of  4 oz. 

DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1802 

Y.  1 TORONTO  1.  ONTARIO 


NEW  YORK  14,  N. 


> Copyright  1959,  The  Purdue  Frederick  Company 
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new  fop  total 
management 

of  itching^ 

inflamed. 

infected" 

skin  lesions 


antipruritic/anti-inflammatory/antibacterial/antifungal 


Mycolog  Ointment  - containing  the  new  superior  topical  corticoid  Kenalog  — re- 
duces inflammation,3,4  relieves  itching,*2  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.5'7  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”3 
For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*'4  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action7  - and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.8,9 


Dermatitis  repens  [with  staph 
and  monilia]  7 weeks  duration 


Cleared  in  5 days 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone  acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy  3:164  (Nov.)  1958.*  2.  Nix,  T.E.,  Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland  43:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.:  Monographs  on  Therapy _3: 1 1 5 (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 7 Vs.  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15  cc.  plastic  squeeze 
bottles.  Kenalog  Ointment,  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Sqijibb 


Squibb  Quality  — the  Priceless  Ingredient 


'SPECTROCIN'®,  'MYCOSTATIN'®,  'PLASTIBASE'®,  'MYCOLOQ' 
AND  'KENALOQ'  ARE  SQUIBB  TRADEMARKS 
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To  the  relief  of  musculoskeletal  pain, 

new  MEDAPRIN' 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  fields  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

• ** 

TRADEMARK  TRADEMARK,  REO.  U.S.  PAT.OPF.  — MCTHYLPREDNiaOCONE,  UPJOHN 
t RATIO  OE  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS  

Uplohn 

The  Upjohn  Company,  Kalamazoo,  Michigan  


ANNOUNCING 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTION 
OF  ALUMINUM  HYDROXIDE  IN  1929 


1 


4 


4 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  poly- 
mer dried  aluminum  hydroxide  gel,  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 

1.  Neutralizes  acid  faster  ( quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  ( more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


Can  antacid  therapy  be 

made  more  effective  ? 


HEXITOL 


a new  high  in  effectiveness 
and  palatability 


Creamalin  neutralizes  more  acid  faster 

Quicker  Relief  • Greater  Relief 


Tablets  were  powdered  and  suspended  in  distilled  water 
in  a constant  temperature  container  (37°  C)  equipped 
with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of 
acid  required  was  recorded  at  frequent  Intervals  for  one  hour 


HO 

OH 

\ OH 

o 

1 H 

1 H 

1 

ii 

Al-O- 

4A1-0- 

r)'“ 

O-C-OX 

HO 

^ OH 

/ OH 
In 

n is  at  least  1 and  averages  less  than  6.  X is  a cation. 


Creamalin  neutralizes  more  acid  longer 

More  Lasting  Relief 


*Hinkel,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Talnter,  M.  L.:  A new  highly  reactive 
aluminum  hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 
**ph  stayed  below  3. 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

• NO  ACID  REBOUND  . NO  CONSTIPATION 
• NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity-:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 


Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORJES 


NEW  YORK  18,  NEW  YORK 
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it’s  as  easy  as  1,2,3  to  use 


HYIROillill 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 
tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURH  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  ail  medication:  the  patient  must  be  frequently 
, H observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000 
Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co.,  Inc.  Trademarks  outside  the  U S DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 
MERCK  SHARP  & DOHME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


P.  A 


© 


B 


( Fortified  Triple  Strength ) 


Improved  Douche  Powder 

G-ll®  (Hexachlorophene  USP),  deodorant 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 


DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt.  10  oz. 


Mfg.  by  G.  M.  CASE  LABORATORIES 
San  Diego  1 6,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The  JrankliH 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


the  first^antifnngal 
antibiotic  for  ringworm 


soon  available 


*T.M. 


S-224 
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For  every  topical  indication, 
a Burroughs  Wellcome  SPORIN... 


CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
* inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


^ ...  | 

” ~~ — — — • — — 

Ointment:  Tubes  of  V oz.  and  V.  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


brand  ANTIBIOTIC  OINTMENT 


Ointment:  Tubes  of  Vi  and  1 oz.  and  tubes  of  V oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

Lotion  : Plastic  squeeze  bottles  of  20  cc. 

Powder:  Shaker-top  bottles  of  10  Gm. 


' • 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


1 81*1 


... 


Ointment:  Tubes  of  lA  oz.,  1 oz.  and  V oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


! 


1 


( 


antibiotic  control 
under 

physician  control 

A SINGLE  ANTIBIOTIC ...  permitting  flexible,  controlled  dosage  as  needed ...  free  from  restrictions  of  fixed  combinations... 
for  optimum  tetracycline  levels . . . unsurpassed  effectiveness  covering  at  least  90  per  cent"  of  antibiotic-susceptible  infections 
seen  in  general  practice. 

Supplied:  Capsules  of  250  mg.  with  250  mg.  citric  acid  and  100  mg.  with  100  mg.  citric  acid. 

in®  V Capsules 

■'“Based  on  a twelve-month  National  Physicians  Survey.  

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CVANAMID  COMPANY,  Pearl  River,  New  York 


Achromyc 

Tetracycline  with  Citric  Acid  Lederle 


Y 


>Y?'  'VYY:.  Y;;g 
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outer  layer 


to  induq 


sleep  continues 
smoothly  as  inner 
core  dissolves 


Each  Nebralin  timed-release 
tablet  contains: 

Dorsital*  SO  i 

Warning:  May  be  habit  forming 

Mephenesin 425  i 

Dorsey  brand  of  pentobarbital 

CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 

Dosage:  One  or  two  tablets  Vi  h 
before  retiring, 


'mm. 


timed-release  action  for  a full  night's  sleep 

NEBRAL1N  is  designed  to  duplicate  the  norma!  sleep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension” 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,'  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.-’  " Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,'  assuring  your  patients  refreshed  awakenings 
without  “morning  hangover.” 

1 Schleslnger,  E.  B.:  Tr.  New  York  Arad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J.  0.:  Anesthesiology  17:414,  1956. 

3 Shldeman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.:  Pharmacol.  Rev.  t:243,  1949. 


timed-release  tablet 


MITH-DORSEY  • a division  of  The  Wander  Company 


Lincoln,  Nebraska  • Peterborough,  Canada 
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prescribe 


ISOPHYLLIN 

for  continuous  control 
of  h ronch o spasm  in 

CHRONIC  ASTHMA 


Whether  for  a sudden  attack  or  for 
prolonged  therapy,  Isophyllin  brings  emer- 
gency help  plus  ’round-the-clock  relief  to  the 
chronic  asthmatic. 

Isoproterenol  HC1,  a powerful  bron- 
chodilator,  is  released  from  the  outer  coating 
of  a lemon  flavored  tablet.  Taken  sublingually, 
it  acts  in  60  seconds  to  control  the  attack  and 
allay  anxiety.  As  flavor  disappears,  the  core 
of  the  tablet  is  swallowed — providing  race- 
phedrine  HC1,  phenobarbital  and  neothyl- 
line,  which  confer  continuous  benefit  for  over 
four  hours.  A single  tablet  every  four  hours 
affords  prolonged  symptomatic  control  ...  in 
sudden  attacks,  sublingual  dosage  brings 
dramatic  relief. 

ISOPHYLLIN  tablets  are  available  on  your  pre- 
scription in  bottles  of  100  and  1000. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS,  IOWA 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 

No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary"  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2£  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  AlT-EIectric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *SuggetteJ  retail  price. 


l.Thermo-Fax 

^'copying  products 


The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks of  Minnesota  Mining  & Mfg.Co.,  St.  Paul  6.  Minn. 
General  Export.  99  Park  Avenue.  New  York  16,  N.  Y. 
In  Canada:  P.  0.  Boi  757.  London,  Ont. 


HUGHES  CALIHAM 


CORPORATIOI 


2608  N.  Central 
Phoenix,  Arizona 
CR  9-4166 


417  E.  3rd  St. 
Tucson,  Arizona 
MA  4-4372 


Equipment  Is  At  Times 
No  Better  Than  The 
Follow-up  Service  Needed. 

WE  SERVICE  PROPERLY 

1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


2Vz  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 
. . .Equally  effective  as  a TRANQUILIZER 

^ tran-qui-lax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


° o 
,s 


_/  \ 


C— Cl 


Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-l-dioxlde 


Thoroughly  evaluated  clinically. . . 

Clinical  studies  of  4092  patients  by  105  physicians1  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions' 


effective  in 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states' 


effective  in 


88*  of  patients 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  “. . . allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”2 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs1 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Comparison  with  3 widely  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


Mice=  LD50 

Safety  Ratio  — 

Usual  Human  Dose 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  safety 

Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 

for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  * 2.  Gans,  S.E. : To 
be  published.  • 3.  Lichtman,  A.L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  tranquilaxant 

Immopal 


Trancopal  (brand  of  chlormezanone)  and  Caplets, 
trademarks  reg.  U.S.  Pat.  Off. 


Potent 

MUSCLE  RELAXANT 
...Equally  effective  as  a 
TRANQUILIZER 


Laboratories  / New  York  18,  New  York 


Printed  in  U.  S.  A.  3 
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Effective  relief  in  rheumatic  disorders 


Sterazolidin Geiau 

prednisone-phenylbutazone  Geigy  • 

with  less  risk  of  disturbing  hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazolidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy ...  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.1"4 Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazolidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646,  1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323, 1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  s 
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general  use. . . 
in  general  practice 


fast,  effective  and  long-lasting  relief  from... 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


M 


(brand  of  lidocaine*) 


OINTMENT  2.5%  & 5% 


*U.S.  PAT.  NO.  2,441,498  MADE  IN  U.S. A. 


If  he  needs  nutritional  support 


■ r 


Wm 


he  deserves 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES— 14  VITAMINS— 11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 


now 


virtually 

%/ 


promptly , 
effectively 
with 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects— with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL:  In  each  30  cc.  (1  fl.  oz.): 


Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ...  0.0065  mg. 

Phenobarbital  (y4  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


rmaceuticals  of  Merit  since  1 87 


. H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  * Ethical 
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Now  with  Cryptenamine 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


Veratrite 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital !4  gr. 


♦Carotid  Sinus  Refle* 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


TLeIa^et 
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around  the  clock  ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  ulcerative  colitis,  and 
other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 

* 

EVEN  REFRACTORY  new 
CASES  RESPOND 


References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 


Science  for  the  world's  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 

dedicated  to  the  health  of  Arizona’s  people 


M% 

MAJOR 

(Grade  I and  II) 

IMPROVEMENT’ 


in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 
PLAQUENIL®  or  Aralen®  as  maintenance  therapy 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


(brand  of  chloroauine)  and  Plaauenil 
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the  first 


stabilized  and 
neutralized 
"soluble  derivative” 
of  Theophylline 


OTHYLLINE 


. no  precipitation  observed  when  5%  solu- 
tion submitted  to  action  of  gastric  juices. 


.solutions  of  Neothylline  in  distilled  water 
are  strictly  neutral. 


.16.5  grams  in  100  c.c.  water  at  21°  C. 


in  cardiovascular  dilation,  Neothylline  is  effective  as  a diuretic  and 

myocardial  stimulant  in  the  management  of  edema  secondary  to  congestive  heart  fail- 
ure. Most  noted  is  elimination  of  pain  and  normal  oxygenation  of  the  cardiac  muscle. 

Neothylline  is  also  indicated  in  the  treatment  of  bronchial  asthma,  paroxysmal 
cardiac  dyspnea  and  Cheyne  Stokes  respiration. 


Neothylline  is  better  tolerated  orally  in  larger  doses  than  most  theophyl- 
line derivatives  (such  as  aminophylline)  which  produce  gastric  irritation. 
In  contrast  to  the  latter  it  can  be  given  orally  in  sufficiently  large 
doses  to  produce  the  characteristic  bronchodilator  and  respiratory 
actions  of  theophylline  compounds,  as  well  as  the  well-known  vasodi- 
lator (diuretic)  and  myocardial  stimulant  effect  of  smaller  doses, 
o 

CHEMICAL  COMPOSITION;  CHa — N C H 

Dihydroxypropyl  Theophylline  | J j 

°_C  0 — (H 

( >.C-H  HC OH 

CH3 N C U ^ HC OH 

I 

H 


Literature  and  clinical  studies  available  to  physicians  on  request. 


PAUL  MANEY  LABORATORIES,  Cedar  Rapids,  Iowa 

" Continuous  Service  to  the  Medical  and  Pharmaceutical  Professions 
Since  1911” 


SUPPLIED 

Tablets  0.1  Gm.  ( 1 1 •_*  grains) 
Bottles  of  100's,  500's,  1000's 
Tablets  0 2 Gm.  (3  grains) 
Bottles  of  100's,  500’s,  1000’s 
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Specific 

MEDICATIO 


NEOTHYLLINE  is  the  first  soluble,  stable,  neutral  theo- 
phylbne  derivative  . . . conferring  all  the  acknowledged  ad- 
vantages of  aminophylline  without  any  of  the  disadvantages. 

SPECIFIC  in  lessening  frequency  and  severity  of  asthmatic 
attacks.  Increases  vital  capacity,  slows  breathing  rhythm, 
increases  minimal  volume  . . . without  untoward  effects  in 
the  main  respiratory  tract  or  bronchial  tree. 

DIRECT  in  controlling  coronary  spasm  and  myocardial 
pain  by  restoring  normal  oxygenation  of  cardiac  muscle. 
Prophylactic  and  therapeutic  in  left  ventricular  insufficiency 
and  chronic  or  acute  heart  pain.  Selective  action  on  re- 
spiratory center  brings  remarkable  relief  in  cardiac  dyspnea 
and  Cheyne-Stokes  syndrome. 


NEOTHYLLINE 

SUPPLIED:  Tablets  (114  or  3 gr.)  with  or  without  phenobar- 
bital ...  bottles  of  100  and  1000.  Ampules,  2 cc.  (714  gr.)  each, 
boxes  of  6 and  25. 


PAUL  MANEY  LABORATORIES,  INC. 

CEDAR  RAPIDS.  IOWA 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  G.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


Progress  Is  Our  Most  Important  Product 

GENERAL®  ELECTRIC 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer- neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


the  means  (second  to  none) 

to  end  nausea  and  vomi 

‘Trilafon* 

® perphenazine 

INJECTION  * SUPPOSITORIES  • REPETABS  • TABLETS 


• leads  all  phenothiazines  in  effective 
antinauseant  action 

• frees  patients  from  daytime  drowsiness 

• avoids  hypotension 

• proved  and  published  effectiveness  in 
practically  all  types  of  nausea  or  emesis 

FOR  RAPID  CONTROL  OF  SEVERE  VOMITING 

TRILAFON  INJECTION 

5 mg.  ampul  of  1 cc. 

Relief  usually  in  10  minutes1 ...  nausea  and 
vomiting  controlled  in  up  to  97%  of  patients2... 
virtually  no  injection  pain. 


ALSO  NEW  TRILAFON  SUPPOSITORIES 

4 mg.  and  8 mg. 


AND  FOR  ORAL  THERAPY 

TRILAFON  REPETABS®  TRILAFON  TABLETS 

8 mg.— 4 mg.  in  outer  layer  for  prompt  effect,  2 mg.  and  4 mg. 

4 mg.  in  inner  core  for  prolonged  action 


(1)  Ernst,  E.  M.,  and  Snyder,  A.  M. : Pennsylvania  M.  T. 

61: 355,  1958. 

(2)  Preisig,  R.,  and  Landman,  M.  E.:  Am.  Pract.  & Digest  Treat. 
9:740,  1958. 


SOBERING  CORPORATION  ♦ BLOOMFIELD,  NEW  JERSEY 
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for  pre-  and  postoperative 
management  of  biliary 

tract  disorders . . . 


DECHOLIN 


“therapeutic  bile” 


//yr/rocholeresis  with  Dfxholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile  . . . 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  functional  G.I.  distress...  DECHOLIN® 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  V6  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Elkhort  • Indiana 
Toronto  • Canada 


: : 


AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of  “postchole- 
cystectomy syndrome”  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G. : J.  Internat.  Coll.  Surgeons  25:394,  1957. 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  WORKING  ADULTS 

“especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery."3 


>EDIATRICS 

“atarax  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
patterns  of  behavior ”2 


IN  GENERAL 

atarax  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice."4 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 
Syrup 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 
3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 
Syrup 

one  tablet  q.i.d. 
one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smige!,  J.  O., 
et  a I .:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
mdd.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


Triva 


Triva's  “Chelating  Agent”  Intensifies 
Organism  Disintegration  Comparative  new- 
comers to  the  field  of  therapeutics . . .are  the  Chelating  Agents. 
Though  effective  in  minute  quantities  and  non-toxic,  these 
agents  combine  with  calcium,  phosphorus  and  other  metallic 
ions  to  form,  stable,  extractable  compounds.  / Triva’s  Chelating 
Agent*  attacks  the  metallic  ions  in  the  cell  walls  of  vaginitis 
organisms. . .rendering  them  more  susceptible  to  the  germi- 
cidal activity  of  T riva’s  surface  active  agents.  / Within  seconds 
after  her  first  douche,  your  vaginitis  patient  gets  relief  from 
intense  itching,  burning  and  other  symptoms.  Within  12  days, 
most  cases  of  trichomonal  and  non-specific  vaginitis  are 
rendered  organism-free  (Monilia  genus  may  require  longer 
treatment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
Supplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
Alkyl  Aryl  sulfonate  ( wetting  agent  and  detergent);  5 % Di-sodium 
ethylene  bis-iminodiacetate  ( chelating  agent);  53%  Sodium  sulfate; 
2%0  Oxyquinoline  sulfate;  9.5%  dispersant.  / *Di-sodium  ethylene 
bis-iminodiacetate. 


& Company  / Los  Angeles  54,  Calif. 
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A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


SQUIBB  ANNOUNCES 


N 


W 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 
POTASSIUM  CHLORIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 


HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETION1'3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic  — for  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion.1*3 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.1 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control .2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Squibb 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note : In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply;  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published,  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4: 43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.(  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 

'raudixin®*  AND  'rautrax*  ARE  SQUIBB  TRADEMARKS 


Squibb  Quality  - the  Priceless  Ingredient 


□ o 


■ - ■ 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

redisol  is  crystalline  vitamin  Bl2,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,5  ancj, 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PH  1 1 ADELPHIA  1,  PA. 
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MICRONITE 

FILTER: 

key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-billion  cigarettes— the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter.This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  by  the  basic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  ‘‘The 
Story  of  Kent,”  write  to: 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.  Y. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes -through  Lorillard  Research! 


WHENEVER  SULFAS  ARE  INDICATED 


provides  therapeutic  sulfa  levels  for  24  hours...  Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria. 1 


with  low  incidence  of  sensitivity  reactions... Extremely  low 
in  toxic  potential. 2- 3 No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity. 2 Even 
minor  subjective  reactions  are  not  expected  to  occur 2 or  are 
reported  absent 3 when  recommended  schedule  is  used. 


TABLETS,  0.5  Gm..  bottles  of  24  and  100.  New  ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin.  Ther,  5:474,  1958. 

3.  Sheth,  U.  K.,  et  ab:  Ibid.,  p.  604,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
♦Reg.  U S.  Pat.  Off. 
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On  vacation  — at  the  beach  — on  the  golf  course  - or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients'  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment”  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


NE  OINTM 

(brand  of  lidocaine*) 

2.5%  8c  5% 

SURFACE  ANESTHETIC 


ENT 


SEE 

PDR 


U S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 


Vol  16,  No.  6 
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the  complaint:  “nervous  indigestion” 

the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula:  in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate  0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  (Y$  gr.) 8.1  mg. 

Pepsin,  N.F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F. 300  mg. 

Bile  salts 150  mg. 
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the  completely  new,  2-speed 

SANBORN  Model  lOO  VISO-CARDIETTE 

Here  is  an  electrocardiograph  in  which  no  detail  has  been  overlooked 
to  give  you  diagnostically  accurate  information  . . . the  greatest 
possible  operating  convenience . . . and  modern,  functional  attractiveness. 
With  thirty-five  years  of  experience,  this  is  the  finest  electrocardiograph 
Sanborn  Company  has  ever  produced.  Priced  at  eight  hundred  fifty 
dollars,  delivered  continental  U.  S.  A. 

SANBORN  COM  P AN  Y 

MEDICAL  DIVISION  • 175  Wyman  St.,  Waltham  54,  Mass. 

Phoenix  Resident  Representative  323  E.  McDowell  Rd.,  Alpine  4-1836 


a significant 


Sanborn  achievement 
in  electrocardiographs 


Urticaria  {one  week  after  tetanus  antitoxin) 
--{female,  26) 

"After  4 tablets  stat,  required  no  further  treatment. 
Good  results,  sense  of  well-being." 


r 


(few 


(S  FERI6  * 

1*7,  iU*CAM  .° 

V>.  V 

♦Actual  quotations  from  physi- 
cians’ reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 

Deronil  — t.m.  — brand  of  dexametha- 
sone. 


I 


KOH  doctors  WRITING  TOSCHTRING 


Foster  ( female T 55) 

"Results  are  outstanding....  Pain  decreased 
after  first  three  doses.  Zoster  dried  in 
4 days.*5  (Dosage : one  tablet  t.i.d.) 


Chronic  bronchial  asthma  (male,  62} 
wThi s ^patient , on  Ms  own  and  his  wife*s  admission, 


XOMXAJuMaaJZ  \ 


Rheumatoid  arthritis  (male,  63) 

’’Full  relief,  resumption  of  work."  (Dosage:  one 
tablet  t.i.d.  to  one  tablet  daily) 


Sk 


aceu/n 


(yvt KAJU.  J £ 

' 1 . /S  /\  ^ - 

( tiwultz  - wo  Ctyv 


, 8“f  ) 


jn 


At 

tVl  UJ 


f* 

* * 


StlL 


'ML 


O LAS 


48A 


Arizona  Medicine 


June,  1959 


DARVON8  COMPOUND  potent  • safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly),  alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consolidation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

• INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 
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THE  VENEREAL  DISEASE  PROBLEM  IN  ARIZONA 

Paul  L.  Singer,  M.D.(4) 

Phoenix,  Ariz. 

A.  B.  Pasternack,  M.D.(5) 

Tucson,  Ariz. 


I N THE  past  10  years  there  has  been  no  sig- 
nificant change  in  the  number  of  cases  of 
syphilis  that  has  been  reported  to  the  Arizona 
State  Health  Department.  There  has  been  a 
drop  in  primary,  secondary,  and  early  latent 
cases.  These  are  contagious,  or  potentially  con- 
tagious. There  has  been  an  increase  in  the  re- 
porting of  late  latent  cases.  In  1948  to  ’49,  1,304 
cases  of  syphilis  were  reported,  while  in  1957 
to  ’58,  1,548  cases  were  reported.  ( 1 ) In  the 
years  between,  at  times  there  were  a few  more, 
at  times  there  were  a few  less,  but  the  rate  has 
been  fairly  steady.  It  is  interesting  that  there 
has  been  a drop  in  early  cases  reported  and 
the  rise  in  late  cases  reported  by  both  private 
physicians  and  public  institutions.  The  private 
physicians  should  keep  abreast  of  the  newer 
developments  in  the  diagnosis  and  treatment  of 
syphilis  and  also  keep  in  mind  the  sociologic 
implications  of  the  disease.  Probably  the  chief 
factor  in  the  drop  in  contagious  cases  and  also 
the  chief  factor  in  transferring  the  treatment  of 
some  cases  to  the  private  physicians  is  the  much 
greater  ease  of  treatment  with  penicillin  as 
compared  to  the  older  treatment  with  arsenic 
and  bismuth. 

During  this  same  10-year  period,  there  lias 
been  a marked  increase  in  the  incidence  of 
gonorrhea.  In  1948  to  ’49,  1,049  cases  of  gonor- 


rhea were  reported  to  the  state  health  depart- 
ment, whereas,  in  1957-58  there  were  2,524  cases. 
Apparently  even  though  penicillin  does  cure 
gonorrhea  a lot  more  simply  than  older  methods 
of  treatment,  it  seems  that  it  has  in  no  way 
solved  the  problem. 

Arizona  ranks  fifth  among  the  states  and  the 
District  of  Columbia  in  the  number  of  cases 
of  syphilis  reported  per  100,000  population. (2) 
Arizona  reported  307  cases  per  100,000  popula- 
tion, whereas  the  average  for  the  continental 
United  States  was  81.24  cases.  It  ranks  third 
in  the  number  of  cases  of  contagious  or  poten- 
tially contagious  cases  (primary,  secondary  and 
early  latent ) of  syphilis  reported  per  100,000 
population.  Arizona  reported  a 47.63  case  rate 
of  contagious  syphilis,  while  the  average  for 
the  continental  United  States  was  15.96.  Arizona 
ranks  11th  among  the  states  and  the  District 
of  Columbia  in  the  number  of  cases  of  gonorrhea 
reported  per  100,000  population,  reporting  200.58 
cases  to  100,000  population  compared  to  129.75 
for  the  continental  United  States.(l)  On  the 
basis  of  these  figures,  Arizona  must  be  con- 
sidered a high  prevalence  state.  The  question 
now  arises,  why  is  Arizona  a high  prevalence 
state?  Veneral  disease  thrives  among  groups 
that  are  depressed  economically  and  educat- 
tionallv.  In  Arizona  we  have  several  such  groups. 
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There  are  approximately  80,000  Indians  in  Ari- 
zona, and  in  spite  of  some  notable  gains  in  the 
last  few  years,  this  group  still  is  the  major  focus 
of  syphilitic  infection. (2)  We  have  migrant 
workers  in  this  state.  Approximately  60,000  enter 
the  state  each  year.  Repeated  selective  blood- 
testing has  shown  that  about  8 per  cent  are 
infected  with  syphilis. (3)  Contact  investigation 
has  shown  that  this  group,  too,  is  a major  focus 
of  infection.  Then  there  are  citizens  of  our 
own  state  living  in  the  slums  and  sub-standard 
areas  of  our  cities  and  towns.  This  group  is 
depressed  economically  and  educationally  and 
is  composed  of  various  racial  elements,  white, 
Spanish  American,  and  Negroes.  Selective  blood- 
testing has  shown  that  these  groups  constitute 
a serious  problem. (3) 

Border,  and  Other  Problems 

Then  there  is  the  border  problem.  There  are 
approximately  850  registered  prostitutes  in  the 
Mexican  cities  and  towns  along  the  border,  and 
an  equal  number  of  semi-professionals.  There 
have  been  notable  gains  in  keeping  this  group 
free  from  infection  in  the  past  few  years,  but 
it  is  still  one  of  the  major  sources  of  venereal 
infection  in  Arizona. 

What  do  these  facts  mean  to  the  private  phy- 
sician in  Arizona?  If  his  practice  includes  any 
of  the  socio-economic  groups  named,  he  will 
see  and  treat  a lot  of  venereal  disease.  The  fact 
that  these  groups  remain  foci  of  infection, 
means  that  epidemics  of  a greater  or  lesser 
degree  can  explode  from  time  to  time  into  the 
rest  of  the  population.  This  means  that  any 
physician,  particularly  the  general  practitioner, 
may  be  called  upon  to  diagnose  and  treat  ve- 
nereal diseases.  Another  fact  that  heightens  this 
possibility  is  that  many  college  and  high  school 
boys  from  the  higher  economic  strata  visit  regu- 
larly the  houses  of  prostitution  in  Nogales,  and 
elsewhere  along  the  border. 

The  above  facts  help  to  define  the  problem 
generally.  What  are  the  specific  problems  of 
the  physicians  who  treat  venereal  disease? 

Let  us  first  discuss  diagnosis:  The  problems 


involved  in  the  diagnosis  of  syphilis  are  many 
and  varied.  Some  of  these  problems  are  peculiar 
to  Arizona,  or  at  least  to  the  Southwest.  The 
busy  physician  is  often  tempted  to  take  as  many 
short-cuts  as  possible.  All  too  often,  a diagnosis 
is  made  on  the  basis  of  one  blood  test.  This 
temptation  is  made  stronger  by  the  mobile  type 
of  patient  we  often  see.  They  are  here  today 
and  gone  tomorrow.  Two  visits  to  the  physician’s 
office  by  this  type  of  patient  is  very  often  the 
maximum  that  can  be  expected.  The  physician 
is  then  faced  with  the  dilemma  as  to  whether 
or  not  it  is  better  to  treat  the  patient  with  a 
maximum  dose  of  an  antibiotic  and  let  him  go, 
or  to  adhere  to  good  medical  practice  and 
definitely  establish  the  diagnosis  by  a series 
of  blood  tests  and  other  diagnostic  procedures. 
Certainly,  the  latter  procedure  should  be  adopted 
for  permanent  residents  of  the  state. 

The  problem  of  obtaining  a medical  history 
from  each  suspected  case  of  syphilis  is  often 
complicated.  The  language  barrier  presented  by 
Spanish  speaking  and  Indian  patients  often 
makes  this  difficult.  Because  of  the  time-con- 
suming nature  of  this  procedure,  it  is  very  often 
not  done,  or  incompletely  done  by  the  busy  phy- 
sician. 

It  is  a well-known  axiom  in  venereal  disease 
control  that  all  genital  lesions  should  be  ex- 
amined and  the  serum  from  these  lesions  ex- 
amined under  the  dark-field  microscope  for  the 
Treponema  pallidum.  This  is  not  done  routinely 
by  most  physicians  in  Arizona.  Few  physicians’ 
offices  are  equipped  with  a dark-field  micro- 
scope, and  in  the  outlying  areas  of  the  state 
there  are  no  laboratories  available  where  this 
can  be  done.  We  should  return  to  the  use  of 
the  dark-field  microscope  in  the  fight  against 
syphillis.  Steps  should  be  taken  to  make  this 
service  readily  available  to  all  physicians  in  the 
state. 

What  is  the  status  of  the  spinal  fluid  test  and 
all  the  problems  that  go  with  it?  Has  the  suc- 
cessful use  of  antibiotics  obviated  the  rule  that 
every  case  of  syphilis  should  be  given  this  test? 
The  age-old  problem  of  reactions  to  this  test, 
and  the  patient  fear  of  the  test  are  still  with  us. 
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Increasing  Problems 

The  biologic  false  positive  patient  is  becom- 
ing more  of  a problem  in  Arizona.  Physicians 
are  seeing  more  and  more  patients  whose  only 
symptom  of  syphilis  is  a low  titer  reactive  or 
weakly  reactive  blood  test.  How  many  physicians 
know  that  the  public  health  laboratory  at  Cham- 
blee,  Ga.,  has  made  available  the  treponema 
pallida  immobilization  test  to  private  physicians, 
when  this  test  is  submitted  through  the  state 
health  department?  A specific  antigen  test  for 
questionable  bloods  would  be  of  great  value 
to  the  physicians  of  the  state,  if  it  were  readily 
available. 

Non-specific  urethritis  is  becoming  more  of  a 
problem.  The  hot  summer  weather  and  the  tight 
clothing  worn  by  the  males  in  Arizona  make  the 
male  urethera  an  ideal  spot  to  incubate  the  or- 
ganisms that  cause  this  disease.  This  disease 
often  appears  as  a pencillin  resistent  strain  of 
gonorrhea.  Only  laboratory  procedures  can  rule 
it  out,  and  further  long-drawn  out  laboratory 
work  is  necessary  to  determine  the  offending  or- 
ganism. 

The  epidemiology  necessary  to  control  vene- 


real disease  is  neglected  by  the  practicing  physi- 
cian. There  are  some  very  good  reasons  for  this. 
First,  it  is  time  consuming;  and  secondly,  the  pri- 
vate physician  is  not  sure  how  far  he  can  go  le- 
gally and  ethically  in  this  activity.  The  physician 
can  interview  the  patient  for  sexual  contacts 
both  familial  and  otherwise,  but  he  is  stymied  in 
getting  these  contacts  in  for  diagnosis  and  treat- 
ment. A closer  liaison  between  the  private  phy- 
sician and  the  health  department  should  be 
maintained  in  order  to  make  this  control  meas- 
ure more  effective. 

These  are  some  of  the  problems  encountered 
by  the  private  physician  in  Arizona.  There  are 
others.  It  is  time  we  re-examined  our  venereal 
disease  control  activities.  If  these  diseases  are 
ever  going  to  be  brought  under  control,  the  pri- 
vate physicians  must  become  aware  of  the  prob- 
lem and  work  in  harmony  with  other  agencies 
who  are  interested  in  the  problem. 
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DIAGNOSIS  AND  TREATMENT  OF  SYPHILIS 

by 

Evan  W.  Thomas,  M.D." 

Albany,  N.  Y. 


1 * YPHILIS  is  a complex  disease,  capable  of  a 
great  variety  of  clinical  manifestations.  Fortu- 
unately,  its  diagnosis  does  not  depend  on  our 
understanding  the  mechanisms  underlying  the 
many  phenomena  that  may  be  associated  with 
the  disease.  Nevertheless,  it  is  well  to  keep  in 
mind  some  of  the  fundamentals  that  are  known 
about  its  immunology  and  pathology. 

Early  and  late  syphilis  represent  almost  two 
distinct  diseases.  The  early  acute  lesions  are  non- 
destructive and  self-limited,  healing  spontane- 
ously within  days  or  at  most,  months.  The  early 
lesions  are  highly  infectious  because  of  the  large 
number  of  treponemes  found  in  them.  The  late 
lesions,  when  they  occur,  are  chronic,  destruc- 
tive and  relatively  n on-infectious.  Thus,  late 
syphilis  is  characterized  by  a markedly  altered 
reactivity  of  body  tissues  to  the  T.  pallidum 
from  the  early  stage,  and  by  obscure  mechanisms 
which  keep  demonstrable  treponemes  in  re- 
markably small  numbers,  except  in  cases  of  ac- 
tive general  paresis  where  abundant  organisms 
may  be  found  in  the  cerebral  cortex. 

Cure  of  early  syphilis  can  be  followed  by  re- 
infection with  the  development  of  new  early 
lesions,  and  inadequate  treatment  of  the  early 
stage  may  be  followed  by  a relapse  of  early  le- 
sions. However,  once  an  individual  has  entered 
the  late  chronic  stage,  the  tissues,  as  a rule,  have 
become  permanently  refractory  to  early  lesions. 
Relapse  or  reinfection  following  treatment  of  the 
late  stage  is  rarely  associated  with  the  develop- 
ment of  early  lesions.  Furthermore,  the  late  stage 
is  usually  associated  with  much  greater  resist- 
ance to  reinfection,  following  cure,  than  is  the 
early  stage.  This  has  been  proved  by  experimen- 
tal syphilis  in  rabbits  and  by  a recent  study  of 
inoculation  syphilis  in  human  volunteers  in  Sing 
Sing  Prison  in  New  York  State.  The  latter  experi- 
ment showed  that  reinfection  following  probable 
cure  of  late  syphilis  is  possible  in  some  cases,  but 
it  is  usually  determined  only  by  marked,  sus- 
tained rises  in  the  titers  of  serologic  tests  and 
not  by  demonstrable  lesions.  In  all  probability, 
reinfection  following  cure  of  late  syphilis  rarely 

“Consultant  in  venereal  diseases.  New  York  State  Department 
of  Health;  Emeritus  Professor  of  Clinical  Medicine  (Sypliilology), 
New  York  University,  College  of  Medicine;  Formerly.  Director  of 
Syphilis  Service  at  the  Bellevue  Hospital  in  New  York  City. 


occurs  when  patients  are  exposed  to  the  rela- 
tively few  treponemes  encountered  in  naturally- 
acquired  infections. 

Another  significant  difference  between  earh 
and  late  syphilis  is  the  response  of  serologic  tests 
for  syphilis  ( STS ) following  treatment.  These 
tests  tend  to  become  negative  or  to  fall  to  very 
low  titers  within  a year  after  successful  treat- 
ment of  early  syphilis,  but  they  usually  remain 
positive  for  years  following  good  treatment  of 
the  late  stage,  regardless  of  the  kind,  duration, 
and  amount  of  therapy. 

Diagnosis  of  Early  Syphilis 

In  an  unknown  number  of  cases,  syphilis  may 
lie  acquired  in  the  absence  of  demonstrable 
early  lesions,  or  lesions  may  be  so  faint  as  to  go 
unnoticed.  However,  the  diagnosis  of  primary 
and  secondary  syphilis  depends  on  lesions  that 
are  demonstrable. 

Primary  stage  (chancre  at  site  or  sites  of  in- 
fection. Chancres  are  usually  single  but  they  may 
be  multiple).  Diagnosed  by: 

1.  Finding  the  Treponema  pallidum  in  serum 
from  the  chancre  by  dark-field  microscope. 

2.  Serologic  tests  for  syphilis  (STS).  Tests  may 
be  negative  early.  In  the  presence  of  a suspicious 
early  lesion,  STS  should  be  repeated  frequently 
for  at  least  two  or  three  weeks.  When  the  STS 
begin  to  be  positive,  the  titers  of  quantitative 
tests  rise  rapidly  within  a few  days.  Syphilis 
should  be  ruled  out  in  the  presence  of  any  geni- 
tal lesions. 

3.  History  of  exposure. 

Secondary  stage  (initial  reaction  of  tissues  to 
the  T.  pallidum  carried  to  the  tissues  by  blood 
and  lymphatics).  Diagnosed  by: 

1.  Dark-field  microscopic  examination  of  se- 
rum from  lesions. 

2.  Positive  STS.  Sero-negative  secondary 
syphilis,  if  it  occurs  at  all,  is  so  rare  as  to  be 
negligible.  The  titers  of  quantitative  tests  are 
usually  high,  but  individuals  vary  greatly  in  the 
amount  of  reagin  formed.  In  the  absence  of  dem- 
onstrable lesions,  secondary  syphilis  should  not 
be  diagnosed  but  secondary  lesions  may  be  scan- 
ty and  faint  as  well  as  profuse  and  obvious.  In 
the  absence  of  positive  dark  field  examinations, 
a diagnosis  of  secondary  syphilis  should  be  made 
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with  caution,  if  the  STS  titers  are  positive  in  di- 
lutions of  less  than  1 to  4. 

Early  latent  (asymptomatic)  stage  (less  than 
two  years’  duration).  Authorities  differ  over  the 
definition  of  early  latent  syphilis.  For  epidemi- 
ologic purposes  some  make  it  of  less  than  one 
year  duration,  others  of  less  than  two  years  and 
still  others  of  less  than  four  years.  It  is  diagnosed 
by: 

- 

1.  Positive  STS.  As  a rule,  the  earlier  the  in- 
fection, the  higher  the  titers. 

2.  History.  Without  an  accurate  history  of  pre- 
vious STS  or  of  possible  exposure  to  infection, 
the  duration  of  the  infection  is  at  best  a guess. 
Relatively  high  STS  titers  in  young  people,  es- 
pecially teenagers,  suggest  a diagnosis  of  early 
latent  syphilis.  The  following  information  should 
be  sought  from  every  patient  suspected  of  hav- 
ing syphilis,  regardless  of  the  stage: 

a.  History  of  genital  lesions,  or  of  skin  and 
mucous  membrane  lesions. 

b.  History  of  previous  STS  — dates,  where 
taken  and  results  of  reactions. 

c.  History  of  possible  previous  treatment  for 
syphilis.  In  many  cases  it  is  wise  not  to  mention 
syphilis  in  questioning  patients,  but  to  ask  about 
tests  for  “bad  blood”  and  “needle  treatments”  or 
“hip  shots”  (how  many  and  how  frequent). 

Treatment  of  Early  Syphilis 

The  following  schedules  of  treatment  are  min- 
imal, but  they  have  proved  effective  for  routine 
use: 

1.  Benzathine  penicillin  G — 2,400,000  units 
given  in  a single  treatment  by  injections  of 
1,200,000  units  in  each  hip. 

2.  Procaine  penicillin  in  oil  and  aluminum 
monostearate  ( PAM ) — 4,800,000  units  given  by 
individual  injections  of  1,200,000  units  every  two 
to  five  days. 

Characteristics  of  Late  Lesions 

As  is  well  known,  some  60  to  70  per  cent  of 
syphilitics  never  develop  demonstrable  late  le- 
sions, but  there  is  some  evidence  that  even 
asymptomatic  (latent)  syphilis  shortens  life  ex- 
pectancy. When  demonstrable,  late  lesions  occur, 
they  are  of  two  general  types:  (1.)  Chronic  dif- 
fuse inflammations  or  degenerative  lesions,  and 
( 2. ) Gummatous  reactions. 


Chronic  Diffuse  Inflammations  and  Degenera- 
tive Lesions 

These  lesions  are  found  chiefly  in  the  cardio- 
vascular and  central  nervous  system  tissues. 
They  apparently  start  early  in  the  chronic  stage 
of  the  disease  or  not  at  all,  but  they  rarely  pro- 
duce significant  signs  and  symptoms  for  at  least 
eight  or  10  years.  That  the  inflammations  start 
early  in  the  chronic  stage  is  proved  by  the  find- 
ing of  syphilitic  aortitis  by  microscopic  inspec- 
tion of  tissue  sections  of  the  aorta  within  three 
or  four  years  after  infection,  and  by  the  well-ac- 
cepted rule  that,  if  a spinal  fluid  examination  is 
negative  for  syphilis  four  years  after  infection, 
neurosyphilis  will  not  subsequently  develop. 
Asymptomatic  neurosyphilis  can  be  diagnosed  at 
any  time  by  spinal  fluid  examinations,  but  aorti- 
tis is  rarely  diagnosed  during  life,  even  by  X-ray 
examinations,  within  10  or  more  years  after  in- 
fection. 

Gummatous  Reaction 

- This  type  of  lesion  may  occur  in  any  tissue 
other  than  the  intestines  and  female  reproduc- 
tive organs  at  any  time  during  the  late  stage, 
even  30  or  more  years  after  infection.  It  has  an 
explosive  onset  with  relatively  rapid  develop- 
ment of  signs  and  symptoms.  The  reactions  are 
obviously  allergic,  due  to  contact  of  sensitized 
tissues  with  the  T.  pallidum.  How  and  why  some 
tissues  develop  this  particular  type  of  sensitivity 
is  obscure.  Once  the  sensitivity  has  developed,  it 
apparently  remains  indefinitely. 

Problem  of  Biologic  Palse  Positive  Serologic 
Tests  for  Syphilis 

The  diagnosis  of  syphilis  depends  to  a great 
extent  on  serologic  tests.  Standard  STS,  whether 
complement  fixation  or  flocculation,  are  made 
with  lipoidal  antigens  that  are  not  absolutely 
specific.  The  problem  of  biologic  false  positive 
tests  ( BFPs ) has  received  much  attention  in  re- 
cent years.  It  has  been  claimed  that  among  indi- 
viduals in  the  upper  economic  groups,  over  40 
per  cent  of  positive  STS  have  proved  to  be  BFPs. 
Findings  such  as  these  are  due  to  the  selection 
of  cases  where  histories  have  created  doubt  as  to 
the  possibility  of  syphilis.  What  they  actually  in- 
dicate is  that  when  a physician  is  in  doubt  as  to 
the  presence  of  syphilis  because  of  negative  his- 
tories, he  has  approximately  a 50-50  chance  ol 
being  right  in  his  guess  as  to  whether  or  not  the' 
positive  STS  represent  syphilis. 

Differentiation  between  true  and  false  posi- 
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tive  STS  is  made  by  means  of  specific  tests  such 
as  the  treponemal  immobilizing  (TPI)  test  and 
the  Reiter  protein  complement  fixation  test. 

If  a physician  is  unable  to  obtain  one  of  the 
more  specific  tests  for  syphilis,  he  must  rely  on 
the  tests  now  in  common  use.  If  these  tests  are 
repeatedly  positive,  it  is  better  to  make  a tenta- 
tive diagnosis  of  syphilis  and  treat  a previously 
untreated  patient  than  to  guess  that  the  test  is 
actually  a BFP.  Exceptions  to  this  rule  may  be 
advisable  when  the  physician  is  certain  that  ex- 
posure to  syphilis  has  not  occurred,  but  such  ex- 
ceptions are  not  common.  It  must  be  remem- 
bered, however,  that  this  rule  applies  only  to 
previously  untreated  patients.  There  is  no  value 
in  retreating  patients  previously  treated  for  late 
syphilis  for  the  sole  purpose  of  obtaining  nega- 
tive STS.  Such  retreatment  is  futile  and  it  mis- 
leads the  patient  who  is  unnecessarily  worried 
over  the  persistence  of  the  positive  test. 

Diagnosis  of  Late  Latent  Syphilis 

by  definition,  latent  syphilis  is  an  asympto- 
matic infection  diagnosed  solely  by  means  of 
serologic  tests  for  syphilis  and  by  history.  For  an 
accurate  diagnosis,  asymptomatic  neurosyphilis 
should  be  ruled  out  by  spinal  fluid  examination 
and  cardiovascular  syphilis  by  X-ray. 

A careful  history  of  previous  STS,  previous 
treatment  with  antibiotics  and  possible  exposure 
to  syphilis  as  well  as  knowledge  of  the  STS  of 
the  spouse  ( in  the  case  of  married  patients ) are 
essential  in  diagnosing  latent  syphilis.  The  titers 
of  quantitative  STS  in  late  latent  syphilis  are 
usually  low. 

Treatment  of  Late  Latent  Syphilis 

When  asymptomatic  neurosyphilis  and  cardio- 
vascular syphilis  have  been  ruled  out,  a single 
treatment  with  2,400,000  units  of  benzathine 
penicillin  (Bicillin)  probably  provides  satisfac- 
tory therapy  of  latent  syphilis.  This  treatment 
can  be  given  by  injections  of  1,200,000  units  in 
each  buttock.  No  data  on  the  effectiveness  of 
such  minimal  therapy  are  available,  but  there  is 
no  reason  to  believe  that  late  latent  syphilis  re- 
quires more  therapy  than  does  secondary  syphi- 
lis, and  there  is  good  evidence  that  the  single 
treatment  with  benzathine  penicillin  has  been  as 
effective  for  secondary  syphilis  as  have  4,800,000 
units  or  more  of  procaine  penicillin  in  oil  and 
aluminum  monostearate  ( PAM ) given  in  divided 
doses. 

When  it  is  impossible  or  impractical  to  rule 


out  asymptomatic  neurosyphilis  by  spinal  fluid 
examination,  and  cardiovascular  involvement  by 
X-ray,  it  is  advisable  to  treat  asymptomatic  late 
sphilis  with  at  least  four  injections  of  1,200,000 
units  of  PAM,  individual  injections  being  given 
two  or  three  times  a week.  This  therapy  should 
be  adequate  for  asymptomatic  neurosyphilis,  if 
present. 

Diagnosis  of  N eurosyphilis 

Spinal  fluid  examinations  are  essential  for  an 
accurate  diagnosis  of  neurosyphilis.  Even  symp- 
tomatic tabes  dorsalis  or  general  paresis  should 
not  be  diagnosed  without  a spinal  fluid  exami- 
nation, which  is  the  best  guide  to  the  activity  of 
a syphilitic  process  in  the  central  nervous  system. 

A positive  specific  test  for  syphilis  of  the  spi- 
nal fluid  (Wassermann,  etc.)  indicates  a past  or 
present  infection  of  the  central  nervous  system, 
but  it  tells  us  very  little  about  the  activity  of  the 
disease.  Activity  is  indicated  by  increased  cell 
counts  (more  than  four  cells  per  mm.  of  fluid) 
and  oftentimes  by  increased  total  protein  in  as- 
sociation with  positive  specific  tests  of  the  spinal 
fluid.  Colloidal  tests  of  spinal  fluid,  when  made 
accurately  and  consistently,  have  some  value  in 
determining  parenchymatous  damage.  However, 
abnormal  colloidal  curves  give  little  or  no  reli- 
able information  as  to  activity  and  the  tests  are 
not  as  easily  interpreted  or  as  reliable  as  might 
be  assumed  from  textbook  descriptions. 

The  important  tests  for  determining  the  activ- 
ity of  neurosyphilis  are  cell  counts  and  total  pro- 
tein determinations.  Unless  these  tests  are  made 
accurately,  there  is  now  little  point  in  burdening 
patients  with  a lumbar  tap  merely  to  find  out 
whether  or  not  the  fluid  gives  a positive  specific 
test  for  syphilis,  because  the  latter  test  alone  is  a 
poor  guide  in  evaluating  therapy.  To  evaluate 
therapy,  spinal  fluid  examinations  should  be 
made  at  six-month  intervals.  Cell  counts  should 
be  normal  within  six  months  after  successful 
treatment,  and  they  should  remain  normal. 
High  total  protein  determinations  should  show 
some  decline  within  six  months,  but  the  tests 
may  not  be  within  normal  limits  for  a year  or 
more.  Relapse  is  indicated  by  increased  cells  and 
often  by  an  increase  of  total  protein  and  of  quan- 
titative specific  tests  of  the  spinal  fluid. 

Since  it  is  often  difficult  to  persuade  patients 
to  have  repeated  spinal  fluid  examinations,  and 
since  the  reports  of  cell  counts  and  total  protein 
determinations  are  frequently  unreliable,  unless 
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done  by  special  technicians,  I no  longer  believe 
that  spinal  fluid  examinations  are  as  essential  in 
the  management  of  syphilis  as  during  the  pre- 
penicillin era.  This  is  true  because  available  data 
indicate  that  all  types  of  neurosyphilis  can  be 
permanently  arrested  in  over  90  per  cent  of  cases 
by  good  penicillin  therapy.  This  was  by  no 
means  true  of  metal  therapy  which  failed  to  per- 
manently arrest  neurosyphilis  in  at  least  50  per 
cent  of  cases  in  my  experience.  In  evaluating 
therapy  of  neurosyphilis,  it  must  always  be  re- 
membered that  no  treatment  designed  to  destroy 
treponemes  can  restore  normal  function  to  im- 
portant tissues  that  have  been  irreparably  dam- 
aged. 

Treatment  of  Neurosyphilis 

Neurosyphilis  should  be  treated  with  no  less 
than  4,800,000  units  of  PAM  and  preferably  with 
from  6 to  9 million  units  in  very  active  cases.  In- 
dividual injections  of  1,200,000  units  can  be 
given  two  or  three  times  a week  until  the  total 
dose  is  completed.  No  data  are  available  on  the 
use  of  benzathine  penicillin  for  neurosyphilis, 
but  it  is  probable  that  two  or  three  treatments 
with  2,400,000  units,  with  no  more  than  a week 
intervening  between  treatments,  would  be  satis- 
factory. 

Diagnosis  of  Cardiovascular  Syphilis 

Cardiovascular  syphilis  has  been  classified 
into:  Simple  aortitis,  aortitis  with  ostial  stenosis, 
aneurysm,  and  aortic  insufficiency.  Aortitis  is 
best  diagnosed  by  fluoroscopy  or  teleroentgeno- 
grams. A widened  aortic  shadow,  especially  of 
the  ascending  portion,  suggests  syphilitic  aortitis 
in  an  infected  patient,  but  it  does  not  always  as- 
sure the  diagnosis.  Ostial  stenosis  can  rarely  be 
diagnosed  accurately  during  life,  but  it  can  be 
suspected  in  some  cases.  Some  aneurysms  give 
physical  signs,  but  the  diagnosis  is  made  best  by 
X-ray.  Aortic  insufficiency  can  be  diagnosed  by 
the  presence  of  a diastolic  murmur  at  the  base 
of  the  heart,  high  pulse  pressure  and  water  ham- 
mer pulse.  In  my  experience,  untreated  cardio- 
vascular syphilis  is  rarely  associated  with  nega- 
tive STS. 

Treatment  of  Cardiovascular  Syphilis 

Cardiovascular  syphilis  can  be  treated  the 
same  as  neurosyphilis.  Many  authorities  advise 
from  6 to  10  million  units  rather  than  lower  total 
doses.  Treatment  can  be  started  with  injections 
of  1,200,000  units  of  PAM  without  fear  of  Herx- 
heimer  reactions. 


Diagnosis  of  Gummatous  Reactions 

It  is  beyond  the  scope  of  this  paper  to  describe 
all  of  the  various  types  of  benign  tertiary  reac- 
tions observed  in  late  syphilis.  Most  of  them  are 
gummatous  reactions,  and  they  are  usually  as- 
sociated with  very  high  STS  titers.  In  some  cases 
the  best  means  of  establishing  the  diagnosis  is  to 
note  the  response  to  therapy. 

Treatment  of  Gummatous  Reactions 

This  is  the  same  as  for  neurosyphilis.  The  re- 
sponse to  therapy  of  most  benign  tertiary  syphi- 
litic lesions  is  dramatic,  but  healing  always  oc- 
curs with  scar  tissue. 

Substitutes  for  Penicillin  in  Penicillin-Sensitive 
Cases 

Many  patients  who  give  a history  of  urticarial 
reactions  to  penicillin  become  desensitized  rath- 
er rapidly,  and  they  tolerate  subsequent  peni- 
cillin therapy.  In  cases  where  the  physician  is 
convinced  that  penicillin  cannot  be  used,  syphi- 
lis should  be  treated  with  other  antibiotics  rather 
than  with  bismuth  or  arsenicals. 

Oxytetracycline  (terramycin)  and  chlortetra- 
cycline  (aureomycin)  have  been  used  success- 
fully to  treat  late  syphilis,  including  neurosyphi- 
lis. These  antibiotics  can  be  given  in  doses  of  0.75 
gm.  every  six  hours  for  10  days  for  late  latent 
syphilis,  and  for  15  days  in  cases  of  neurosyphi- 
lis, cardiovascular  syphilis,  and  other  cases  of 
symptomatic  syphilis.  No  good  data  are  avail- 
able on  the  use  of  erythromycin  ( Ilotycin ) but 
Turner,  et  ah,  have  reported  that  the  T.  pallidum 
is  more  sensitive  to  erythromycin  and  carbomy- 
cin  ( Magnamycin ) than  to  any  of  the  other  anti- 
biotics except  penicillin.  The  recommended  dos- 
age is  0.5  gm.  four  times  daily  for  8 to  10  days 
in  early  and  latent  cases,  and  for  12  to  15  days 
in  late  symptomatic  cases. 

Evaluation  of  Treatment 

Following  therapy  of  primary  and  secondary 
syphilis,  sero-negativity  is  usually  obtained  with- 
in one  year.  However,  some  20  per  cent  of  pa- 
tients treated  for  secondary  syphilis  may  have 
positive  STS  in  low  titers  for  more  than  one 
year.  Retreatment  is  not  advised  unless  the  STS 
show  marked  increases  from  previous  levels  (se- 
ro-relapses ) . 
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Patients  treated  for  late  syphilis  usually  con- 
tinue to  be  sero-positive  for  years  after  treat- 
ment. No  patient  should  be  retreated  solely  be- 
cause of  positive  STS  unless  there  is  evidence  of 
marked  increases  in  titers  from  previous  levels. 

Therapy  of  neurosyphilis  is  best  evaluated  by 
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serial  spinal  fluid  examinations  but  these  exam- 
inations are  of  little  use  unless  careful  cell  counts 
and  total  protein  determinations  are  made.  Cell 
counts  should  be  normal  six  months  after  suc- 
cessful therapy,  and  there  should  be  a decline 
in  abnormally  high  total  protein. 
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THE  EPIDEMIOLOGIC  CHAIN 

Robert  Lugar* 

Los  Angeles,  Calif. 


I N MARCH  1958,  a private  physician  referred 
a male  patient  with  secondary  syphilis  to  the 
Los  Angeles  City  Health  Department  for  the 
sole  purpose  of  a contact  interview.  The  result- 
ant interview  consumed  approximately  35  min- 
utes and  yielded  eight  female  contacts.  Seven  of 
the  eight  lived  within  the  city  and  were  brought 
to  examination  within  three  days.  Two  of  the  fe- 
males were  found  to  have  infectious  syphilis  and 
were  placed  under  treatment.  The  eighth  contact 
in  this  epidemiologic  chain  was  located  in  Wis- 
consin, diagnosed  secondary  syphilis,  and  placed 
under  treatment. 

The  contacts  obtained  from  the  two  local  fe- 
males, who  were  infected,  resulted  in  further 
cases  of  syphilis  brought  to  treatment.  To  date 
this  one  outbreak  has  produced  eight  cases  of 
primary  and  secondary  and  four  cases  of  early 
latent  syphilis. 

This  illustration  of  epidemiologic  success  was 
made  possible  through  the  interest  and  concern 
of  the  private  physician  together  with  the  inter- 
viewing investigative  resources  of  the  health  de- 
partment. 

A co-ordination  of  the  health  department  and 
private  physician’s  interests  in  the  individual  and 
the  community  brings  beneficial  results.  Morbid- 
ity reporting  is  one  of  the  available  methods 
geared  to  bring  about  this  co-ordination.  Con- 
siderable progress  has  been  made  in  reporting 
of  communicable  diseases.  In  our  own  Los  An- 
geles area  when  a physician  reports  a case  of  tu- 
berculosis, a procedure  evolves  which  demon- 
strates the  co-operative,  beneficial  aspects  of  the 
program.  With  the  physician’s  approval,  a pub- 
lic health  nurse  visits  the  case  immediately.  All 
of  the  essential  arrangements  are  made  to  assist 
the  patient  and  the  family.  The  patient  is  inter- 
viewed in  an  attempt  to  determine  the  names  of 
those  who  may  have  been  exposed  to  the  disease 
so  that  they  may  secure  medical  supervision. 
With  the  accent  on  case  finding,  the  same  goal 

"Mr.  Robert  Lugar  is  health  program  representative,  City  of 
Los  Angeles  Health  Department. 


can  be  achieved  in  the  field  of  venereal  disease. 
Epidemiologic  measures  are  necessary  in  order 
to  eliminate  the  reservoirs  of  infection.  Private 
physicians  recognize  this  but,  because  the  con- 
tact interview  is  time-consuming  and  because 
the  investigative  process  often  involves  work  in 
many  different  geographical  areas,  they  find  it 
impossible  to  devote  the  attention  they  would 
desire  to  give  to  epidemiology.  This  lost  oppor- 
tunity is  considerable  unless  they  have  recourse 
to  the  services  of  the  health  department.  The 
service  offered  by  the  health  department  to  the 
physician  is  initiated  in  various  ways.  On  some 
occasions,  the  physician  selects  patients  with  an 
infectious  venereal  disease,  to  be  interviewed  by 
a trained  public  health  interviewer.  Following 
notification,  and  to  suit  the  convenience  of  the 
patient,  the  interviewer  arranges  for  the  time 
and  place.  In  some  areas  physicians  refer  their 
patient  initially  for  diagnostic  service  and  inter- 
viewing if  necessary.  Thus  the  epidemiologic 
process  begins  while  the  patient  is  returning  to 
his  physician  for  treatment.  Whatever  plan  of 
action  develops  will  depend  upon  the  physician’s 
request  in  each  case. 

The  Interview 

The  contact  interview  with  a private  physi- 
cian’s patient  is  a continuation  of  the  high  pro- 
fessional standards  which  surrounds  the  diagnos- 
tic and  treatment  procedure.  It  may  be  described 
as  a serious  conversation  between  two  persons 
for  a definite  purpose,  the  obtaining  of  all  sex 
contacts,  scientifically  in  line  with  the  duration 
of  the  infection.  It  is  not  altogether  a one  way 
street.  Wherever  the  need  exists,  information  on 
such  matters  as  education,  the  importance  of 
following  his  physician’s  advice,  especially  re- 
lating to  post  treatment  follow-up,  is  supplied 
him. 

The  confidentiality  of  the  interview  is  stressed 
whenever  the  need  arises.  The  patient  under- 
stands that  the  information  he  offers  the  inter- 
viewer will  in  no  wav  be  connected  with  him. 
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In  consideration  of  certain  reasonable  reluctance 
on  the  part  of  the  patient  to  divulge  intimate 
sexual  contacts,  the  public  health  department 
has  seen  fit  to  utilize  the  services  of  personnel 
who  have  received  extensive  specialized  train- 
ing. The  skillful  handling  of  the  interview  situa- 
tion has  brought  remarkable  fruit  to  bear,  while 
at  the  same  time  the  dignity  of  the  patient  has 
not  been  compromised.  In  many  areas  the  inter- 
viewer and  investigator  are  one  and  the  same. 
However,  where  a division  of  duty  exists,  where 
the  investigator  was  not  the  interviewer,  the 
handling  of  contacts  is  carried  out  with  the  same 


consideration  and  finesse.  When  reached,  the 
contacts  are  encouraged  to  visit  their  private 
physician  for  medical  supervision.  In  such  an 
instance,  the  doctor  is  notified  of  the  impending 
visit  along  with  whatever  pertinent  information 
is  necessary.  The  service  of  the  health  depart- 
ment need  not  end  here.  With  the  finding  and 
referral  of  another  infected  contact,  the  cycle 
continues.  With  such  a co-ordinated  program, 
community  conditions,  facilitating  the  spread 
and  acquisition  of  venereal  disease,  would  be 
controlled.  It  can  only  be  through  this  type  of 
co-operative  effort  that  complete  measures  will 
be  achieved. 
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UNITED  FRONT  IN  VD  CONTROL 

William  J.  Brown,  M.D.,  M.P.H.* 
Atlanta,  Ga. 


^ DDLY  enough,  I am  going  to  begin  my  re- 
marks to  you  not  with  a reference  to  syphilis, 
but  to  cancer.  I would  like  to  draw  a parallel  be- 
tween an  early  cancer  of  a familiar  type  and  the 
problem  we  face  in  venereal  disease  control  to- 
day. 

As  you  know,  given  a cancer  of  a type  which 
is  known  to  metastasize,  a surgeon  would  not 
think  of  excising  merely  the  primary  site  and 
stopping.  Automatically  he  would  trace  the  met- 
astasis and  take  precautionary  measures  to  trim 
or  treat  every  possibly  involved  area  and  organ 
to  the  last  lymph  node. 

I think  we  can  all  agree  that  if  he  does  this, 
he  is  a good  surgeon.  If  he  fails  to  find  and  treat 
every  trace,  he  is  a less  skillful  surgeon. 

Now,  progress  against  syphilis  in  the  United 
States  during  the  past  two  decades  is  amply  evi- 
dent in  long-range  mortality  and  disability  fig- 
ures. I shall  not  cite  comparisons  except  to  say 
that  syphilis  mortality  rate  in  this  country  is  one- 
fifth  of  what  it  was  20  years  ago,  as  are  hospi- 
talizations for  syphilitic  psychoses. 

Reported  cases  of  infectious  syphilis  also  de- 
clined as  significantly  from  the  1947  peak 
through  1954.  However,  since  1954,  reported 
early  syphilis  has  not  continued  its  decline.  Nor 
is  there  any  indication  that  it  has  declined  in 
fact.  Furthermore,  studies  have  shown  that  in 
most  areas,  reported  syphilis  represents  less  than 
half  of  that  which  is  treated. 

Oddly  enough,  reported  syphilis  halted  its  de- 
cline at  a time  when  public  health  control  efforts 
were  being  maintained  at  levels  which  in  pre- 
vious years  were  accompanied  by  significant  de- 
clines. Why,  then,  this  change  of  trend? 

First,  lest  you  think  that  syphilis  had  already 
declined  to  a minimum  with  which  we  could 
live  comfortably,  let  me  cite  a few  round  figures 
representing  the  annual  cost  of  syphilis  to  you, 
me,  and  all  the  taxpayers  of  this  country. 

For  example: 

Deaths  known  due  to  syphilis  number  4,000  a 
year. 

Maintenance  of  the  syphilitic  blind  costs  $12 
million  a year. 

Hospitalization  of  the  30,000  syphilitic  insane 

“Chief  of  Venereal  Disease  Branch,  Communicable  Disease 
Center,  U.S.  Public  Health  Service,  Atlanta,  Ga. 


costs  $48  million  year. 

And  loss  of  income  by  men  with  advanced 
syphilis  is  conservatively  estimated  at  $100  mil- 
lion a year. 

Hundreds  of  thousands  of  persons  in  this  coun- 
try need  treatment  for  syphilis  now.  And  if  they 
are  not  found  and  treated: 

An  additional  1 in  200  will  become  blind. 

An  additional  1 in  50  will  become  insane. 

An  additional  1 in  25  will  become  crippled  or 
incapacitated  to  some  extent. 

And  an  additional  1 in  15  will  become  a syphi- 
litic heart  victim. 

I submit  that  these  are  not  minimums  with 
which  we  can  live  comfortably. 

By  the  way,  I have  not  even  mentioned  gonor- 
rhea, but  we  are  just  as  far  behind  in  the  control 
of  gonorrhea  as  we  are  with  syphilis.  Perhaps 
farther. 

Efforts  Not  Enough 

Much  has  been  done  to  control  these  diseases. 
Great  efforts  have  been  expended  by  the  legions 
of  persons  who  have  devoted  their  careers  to 
the  control  of  venereal  disease  — efforts  which 
frequently  have  not  fallen  short  of  heroic. 

But  these  efforts  are  not  enough.  Syphilis  and 
gonorrhea  are  malignancies  in  the  body  politic. 
Like  metastatic  cancers,  their  etiology  is  subtle, 
their  progress  quiet  but  sure,  and  their  effects 
deadly. 

To  treat  a single  patient  and  ignore  his  con- 
tacts is  to  trim  out  the  original  site  of  a tumor 
and  bid  the  patient  Godspeed.  Just  as  surely  as 
sin,  syphilis  will  travel  — has  traveled,  and  will 
continue  to  travel  its  geometric  paths  to  every 
corner  of  the  state,  the  nation,  and  the  world, 
without  regard  for  any  boundary. 

I feel  sure  that  most  of  you  are  familiar  with 
the  process  known  as  “contact  tracing.”  As  pa- 
tients are  diagnosed,  they  are  interviewed  and 
asked  to  name  those  persons  to  whom  they  were 
exposed  sexually  since  the  beginning  of  the  in- 
cubation period,  up  to  the  time  when  treatment 
renders  them  non-infectious.  These  contacts  arc 
then  located,  examined,  and  it  necessary,  treat- 
ed, all  in  the  strictest  confidence. 

In  this  way  160,000,  or  about  half,  of  the 
known  venereally  infected  persons  are  inter- 
viewed annually  in  this  country,  and  through 
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them  an  additional  150,000  sex  contacts  are  lo- 
cated, examined,  and  if  necessary,  treated. 

It  has  now  been  shown  that  in  addition  to  sex 
contacts,  the  group  of  convivial  associates  of  in- 
fected persons  also  includes  many  infected  and 
infectious  persons. 

Recently,  venereal  disease  specialists  have  be- 
gun to  trace  the  diseases  through  these  chains 
of  association  as  well  as  through  the  chains  of 
sex  contacts,  and  in  this  way  have  almost  dou- 
bled the  number  of  infectious  syphilis  cases 
which  coidd  be  traced  from  one  known  infected 
person. 

Now  this  system  of  epidemiology  is  not  per- 
fect, gentlemen,  and  I will  be  the  first  to  admit 
it.  As  with  medicine,  and  every  other  endeavor 
in  life,  perfection  is  more  sought  after  than 
achieved.  This,  by  no  stretch  of  the  imagination, 
is  meant  to  disparage  the  venereal  disease  work- 
ers of  this  country.  By  and  large,  (and  I speak 
humbly  from  20  years’  experience  in  the  field  of 
medicine)  I have  never  seen  a group  of  persons 
as  thoroughly  competent  and  totally  dedicated 
to  the  pursuit  of  an  occupation  as  are  those 
whose  duty  it  is,  day  in  and  day  out,  to  cope 
with  these  diseases.  They  have  demonstrated  the 
efficacy  of  their  skills  beyond  the  shadow  of  a 
doubt.  And  I am  sure  I speak  for  these  workers 
when  I say  that  they  stand  ready  to  join  hands 
with  private  medicine  in  a partnership  to  fight 
venereal  disease. 

I believe,  as  did  Dr.  Thomas  Parian  when  he 
wrote  that  now-famous  book,  “Shadow  on  the 
Land,”  that  to  control  syphilis: 

“ Every  early  case  must  be  located,  reported, 
its  source  ascertained,  and  all  contacts  followed 
up  to  find  possible  infection.  Enough  money, 
drugs,  and  doctors  must  be  secured  to  make 
treatment  possible  in  all  cases.  Both  public 
health  agencies  and  private  physicians  through- 
out the  country  must  be  aligned  to  form  a united 
front,  and  re-educated  to  use  scientific  modern 
methods  in  their  joint  fight  against  syphilis.” 

Importance  of  Interviews 

Studies  have  shown  that  private  physicians 
are  reporting  almost  half  of  all  the  infectious 


syphilis  reported.  But  most  of  these  cases  are  not 
being  interviewed  for  contacts.  During  the  five- 
year  period  in  which  practically  no  progress  has 
been  made  against  syphilis,  studies  show  that  of 
all  the  reported  lesion  patients  of  private  physi- 
cians only  16.6  per  cent  were  interviewed  by  a 
trained  venereal  disease  epidemiologist.  At  the 
same  time,  86.3  per  cent  of  public  clinic  patients 
of  the  same  category  were  so  interviewed. 

Applying  national  indexes,  we  find  that 
through  failure  to  interview  known  reported 
cases  of  lesion  syphilis  during  this  period,  an  un- 
known 3,000  additional  primary  and  secondary 
syphilis  cases  were  free  by  default  to  spread 
their  diseases  at  will. 

On  the  brighter  side,  there  are  many  examples 
of  excellent  co-operation  of  health  departments 
and  private  physicians  in  scattered  areas  of  the 
nation.  Many  a case  of  lesion  syphilis  diagnosed, 
treated,  and  reported  by  a private  practitioner 
has  been  instrumental  in  locating  and  bringing 
to  treatment  a host  of  other  infected  persons. 
But  this  should  be  true  in  many  hundreds  if  not 
thousands  of  cases  if  we  would  succeed  in  con- 
trolling syphilis. 

I cannot  believe  that  there  is  any  real  reason 
why  public  health  and  private  medicine  has  not 
to  date  worked  successfully  together  to  stamp 
out  venereal  disease  entirely  from  within  our 
borders  and  to  hold  it  to  the  barest  incidence. 

Public  health  people,  in  working  with  patients 
of  private  physicians,  are  certainly  aware  of  the 
private  doctor’s  responsibility  to  his  patients.  In 
fact,  those  public  health  people  who  have  been 
engaged  in  venereal  disease  control  have  devel- 
oped to  a fine  art  the  whole  realm  of  doctor-pa- 
tient relationship,  and  have  gone  to  extreme 
lengths  to  protect  patient  confidence.  This  has 
been  drilled  into  them  from  their  first  day  on  the 
job.  Moreover,  their  approach  to  any  and  every 
person  involved  in  a chain  of  infection  is  of  ne- 
cessity tempered  with  caution,  courtesy,  and 
compassion. 

They  are  people  dedicated  to  a singular  theme 
— the  ultimate  eradication  of  these  deadly  and 
crippling  diseases.  Given  a chance,  they  will 
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work  hand  in  hand  with  and  for  the  medical 
profession,  saving  busy  doctors  many  long,  tedi- 
ous, and  laborious  hours  of  difficult  but  neces- 
sary work. 

Furthermore,  they  are  equipped  to  handle  an 
aspect  of  VD  epidemiology  which  obviously  is 
beyond  the  resources  of  the  individual  physician 
— and  that  is  geography.  It  is  trite  but  true  that 
Americans  are  a people  on  the  move.  Probably 
the  so-called  syphilis  prone  segments  of  our  so- 
ciety are  the  most  mobile  of  all  — and  they  carry 
their  syphilis  with  them.  Last  year,  health  de- 
partments reported  that  14  per  cent  of  all  VD 
contacts  named  lived  in  a different  state  from 
the  patient.  Unmistakably,  this  mobility  makes 
the  job  of  contact  tracing  more  difficult,  but  it  is 
not  impossible.  Public  health  facilities  in  this 


country  have  a well  developed  and  efficient 
method  of  transmitting  VD  epidemiologic  re- 
ports from  one  state  to  another.  Incidentally, 
confidentiality  is  built  into  this  system  since  the 
name  of  the  patient  never  appears  on  these  re- 
ports. 

The  VD  workers  of  this  country  are  prepared 
painstakingly,  with  the  precision  of  good  and 
skillful  surgeons,  to  trace  and  bring  to  treatment 
each  dangerous  and  death-dealing  infiltration  of 
infection  into  the  body  of  society. 

In  closing,  I would  urge  both  public  health 
personnel  and  private  physicians  to  explore 
every  avenue  of  co-operation.  And  not  just  to  ex- 
plore, but  to  act  together  as  a united  front  in 
venereal  disease  control. 
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i . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 
Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
sitivity reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients.  Indicated  when 

ore  than  a mild  sedative  effect  is  desired ...  and  less  than  psy- 
chosis  is  involved.  -^•►Dosage  range:  In  mild  to  moderate  cases: 
from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
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ANNUAL  MEETING  ATTENDANCE 

T 

1 HE  1959  Annual  Meeting  is  no  longer  merely 
a fair  prospect  but  now  a part  of  the  history 
of  the  Association.  While  its  memory  is  still 
unfaded,  a commentary  looking  to  the  future 
may  be  profitable. 

It  can  reasonably  be  maintained  that  never 
have  we  had  a more  distinguished  and  knowl- 
edgeable group  of  speakers.  The  day  devoted 
to  a panoramic  view  of  modem  medical  educa- 
tion was  vital  for  the  future  of  the  profession 
in  Arizona.  The  panel  that  conducted  this  spe- 
cial symposium  was  truly  eminent  and  widely 
informed.  It  is  regrettable  that  more  of  our 
members  were  not  present  at  the  convention  on 
this  day  and  that  many  of  those  who  were  in 
Chandler  were  evidently  unable  to  attend  the 
sessions. 

Three  particular  questions  arise  from  the  ex- 
perience of  the  1959  Meeting.  First,  why  in 
the  past  three  years  has  there  been  a decline 
in  our  total  registration?  It  was  310  this  year, 
as  contrasted  with  an  all  time  record  of  366  in 
the  same  location  in  1956.  Second,  why  do  the 
scientific  papers  attract  only  a limited  audience? 
The  maximum  count  in  the  hall  was  probably 
not  over  85,  and  during  one  of  the  medical  edu- 
cation conferences  an  actual  tally  showed  50 
listeners,  not  all  of  them  physicians.  This  was 
a discussion  that  was  expected  to  entice  almost 
every  registrant.  Third,  why  are  the  exhibit 
booths  poorly  visited?  Some  of  the  exhibitors 
realized  so  little  traffic  that  they  pulled  off  the 
floor  24  hours  before  the  end  of  the  meeting. 
Perhaps  it  is  necessary  to  remark  just  once 
more  that  the  commercial  displays  not  only  de- 
fray a large  part  of  the  convention  expenses 
but  also  provide  an  opportunity  for  a preview 
of  recent  research  by  the  staffs  of  the  great 
pharmaceutical  houses. 

The  Scientific  Assembly  Committee  is  charged 
with  the  immediate  responsibility  of  beginning 
planning  for  the  1960  Annual  Meeting.  It 
hopes,  of  course,  to  prepare  a prospectus  that 
will  impress  the  doctors  of  Arizona  and  will 
allure  them  in  large  numbers.  The  relatively 
meager  attendance  this  year  is  puzzling,  and 
in  an  attempt  to  ascertain  its  cause  a question- 
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naire  will  shortly  be  mailed  to  each  member. 
Inquiry  will  be  directed  to  a statistical  explora- 
tion of  the  general  type  of  program  desired,  the 
topics  believed  to  be  of  broadest  interest,  the 
most  convenient  scheduling  and  timing  of  in- 
dividual presentations,  the  advantageous  plac- 
ing of  exhibits,  and  the  balance  to  be  sought 
between  scientific,  social,  cultural,  and  sporting 
observances.  It  is  trusted  that  everyone  will 
consider  the  questionnaire  thoughtfully  and 
answer  it  promptly. 

The  Association  does  have  a goal  for  the  1960 
convention.  It  hopes  for  500  registrants  and  an 
attendance  of  150  to  200  at  all  scientific  sessions. 

PROGRESSIVE  ACTION* 

Ii  ECENT  action  by  Chicago  Truck  Drivers, 
Chauffeurs  and  Helpers  Union  may  be  the  fore- 
runner of  a new  trend  in  union  health  care  plans. 

The  action  by  the  union’s  trustees  called  for 
abandonment  of  two  six-year-old  closed  panel 
clinics  in  favor  of  a new  health  plan  which  al- 
lows free  choice  of  physicians  and  hospitals. 

The  new  plan  is  in  the  process  of  being 
worked  out  by  Edward  Fenner,  the  union’s  di- 
rector, and  the  Chicago  Medical  Society. 

Fenner  believes  the  so-called  closed  panel 
method  of  maintaining  medical  clinics  is  anti- 
quated, that  union  members  should  have  the 
right  to  choose  their  own  physicians  and  hospi- 
tals, and  that  only  in  this  way  will  members  seek 
adequate  treatment  and,  therefore,  have  the  best 
possible  medical  care. 

The  Chicago  union  director  hopes  the  United 
Mine  Worker  will  go  back  to  a plan  giving  all 
its  members  free  choice  of  physician.  And  he 
believes  auto  workers  and  steel  workers  will 
make  a “gross  error”  if  they  adopt  closed  panel 
systems. 

Fenner  is  giving  his  members  what  they  want 
— to  go  to  their  own  doctors.  And  it  is  interest- 
ing to  note  that  union  members  preferred  “free 
choice”  even  though  they  must  pay  part  of  the 
cost  of  medical  care  under  the  new  plan. 

This  decision  on  the  part  of  union  members 
backs  up  the  national  survey  reported  in  The 
AMA  News  (Oct.  20,  1958)  in  which  76  per  cent 
of  the  people  said  they  believed  the  individual’s 
right  to  choose  the  physician  of  his  own  choice 
is  extremely  important,  even  under  economic 
pressure. 


Eighty-eight  per  cent  said  they  believed  the 
continuity  of  the  doctor-patient  relationship  is 
vital  to  good  medical  care. 

Now,  if  other  unions  with  closed  panels  will 
follow  the  action  by  the  Chicago  truck  drivers, 
the  long-standing  controversy  over  the  basic 
right  of  free  choice  will  end.  And  the  change 
would  have  a salutary  effect  on  all  such  health 
care  plans. 

As  we  pointed  out  in  these  columns  last  Octo- 
ber, the  AMA  has  been  deeply  concerned  about 
the  future  impact  on  the  physician-patient  rela- 
tionship in  plans  in  which  the  physician  is  not 
responsible  directly  to  the  patient. 

Of  course,  in  all  such  plans,  physicians  have 
responsibilities,  too.  If  the  basic  freedom  of  free 
choice  is  to  be  preserved,  physicians  must  give 
competent  medical  care,  and  must  police  their 
own  ranks  to  eliminate  professional  incompe- 
tence and  economic  abuses. 

The  Chicago  Medical  Society  is  in  the  process 
of  negotiating  an  arrangement  with  the  Chicago 
truck  drivers’  union  which  will  protect  the  in- 
terests of  both  the  union  members  and  the  phy- 
sicians. No  fee  schedule  is  contemplated,  but 
“reasonable”  charges  will  be  assured  by  medical 
society  surveillance. 

These  recent  developments  are  highly  encour- 
aging. And  the  union  leaders  who  have  taken  the 
forward  steps  toward  the  best  possible  medical 
aid  for  their  members  have  displayed  commend- 
able zeal  and  wisdom.  It  is  hoped  that  others 
will  follow  their  lead. 

QUALITY  MEDICAL  CARE* 

T 

1 HERE  are  lessons  to  be  learned  from  the  rift 
between  the  medical  staff  and  the  meat  cutters’ 
union  at  the  St.  Louis  Medical  Institute. 

When  the  chief  of  the  medical  staff  charged 
interference  by  the  union  leader  in  “matters  hav- 
ing to  do  with  the  quality  of  medical  care,"  it 
was  further  evidence  that  it  is  the  medical  pro- 
fession that  is  concerned  with  the  quality  of 
medical  care  for  all  patients. 

And  whenever  there  is  interference  by  union 
officials  or  other  non-medical  lay  administrators 
in  strictly  professional  matters  having  to  do  with 
medical  care  and  doctor-patient  relationships, 
the  end  result  can  only  be  a deterioration  in  the 
quality  of  medical  care. 

That  is  one  reason  why  some  members  of  the 
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medical  profession  look  with  suspicion  upon  such 
closed  panel  plans.  Not  that  the  St.  Louis  situa- 
tion is  repeated  in  all  other  such  programs,  but 
St.  Louis  is  proof  that  it  can  happen. 

The  St.  Louis  and  St.  Louis  County  medical 
societies  are  not  opposed  to  patients  financing 
medical  care  individually  or  through  third  par- 

Sir  LETTER  TO 

I T HAS  come  to  my  attention  that  physicians 
have  been  violating  the  law  regarding  the  con- 
fidential nature  of  professional  communications. 
This  is  more  than  an  ethical  question,  because 
the  statutory  law  of  this  state  covers  the  subject, 
and  although  no  physicians  have  been  sued  for 
damages,  nor  have  there  been  any  formal  com- 
plaints of  unprofessional  conduct,  so  far  as  I 
know,  there  have  nonetheless  been  situations 
from  which  such  consequences  could  have  re- 
sulted. As  you  will  see  from  my  observations 
below,  there  are  many  difficult  cases,  but  it 
is  my  reaction  that  the  physicians  should  ap- 
proach the  whole  question  with  considerably 
more  care  and  caution  than  seems  to  be  the 
common  practice,  and  that  they  should  keep  in 
mind  the  principles  of  the  subject  as  a general 
frame  of  reference. 

In  the  event  an  examination  is  made  ( when 
no  litigation  has  been  filed)  at  the  request  of 
an  insurance  company  or  someone  other  than 
the  patient,  it  being  assumed  that  the  patient  has 
consented  to  such  examination  and  has  author- 
ized the  release  of  information  to  such  other 
party;  the  patient  may  also  request  that  all  such 
information  be  released  to  him,  and  it  is  entirely 
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ties,  but  they  are  opposed  to  interference  or  dic- 
tation of  medical  decisions.  This  is  as  it  should 
be. 

When  a plumber,  carpenter,  or  coal  miner  in- 
terferes in  a medical  decision  it  is  akin  to  an 
M.D.  telling  a steel  worker  how  to  shape  an 
ingot. 


proper  at  this  stage  of  the  proceedings  to  furnish 
him  a copy  of  any  reports  or  statements  made 
to  the  other  party. 

Arizona  law  provides  that  doctors  shall  report 
to  the  police  or  the  sheriff’s  office  any  cases 
of  gunshot  wounds,  stabbings,  etc.,  that  would 
indicate  that  a crime  had  been  committed.  This 
is  a duty  imposed  upon  physicians  by  law,  and 
must  be  observed.  Its  observance  however  re- 
quires the  exercise  of  considerable  care,  inas- 
much as  such  reports  should  be  based  on  objec- 
tive evidence  only,  and  not  upon  hearsay  com- 
ments. I have  actually  had  experience  with  a 
case  in  which  neighbors  told  a physician  a long 
story  of  crime  in  order  to  induce  him  to  report 
it,  although  there  was  nothing  to  indicate  that 
the  injuries  were  not  the  result  of  perfectly  in- 
nocent causes.  In  cases  of  that  sort,  a physician 
can  only  suggest  that  such  people  report  the 
matter  themselves.  If  the  physician  finds  himself 
in  doubt  as  to  the  matter,  he  should  probably 
seek  the  advice  of  counsel,  for  he  should  not 
expose  himself  to  the  criticism  of  failing  to  re- 
port, nor  on  the  other  hand,  of  making  baseless 
charges  against  people. 

AN  ATTORNEY 


CORRECTION 

The  footnote  appearing  on  page  363,  May 
issue  Vol.  16,  No.  5 should  have  read  “9th 
Annual  Post  Graduate  Medical  & Surgical 
Conference,  Pioneer  Memorial  Hospital, 
Brawley,  California.” 
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1.  SURGICAL  CONSIDERATIONS  OF 
DISEASES  OF  THE  LIVER* 

William  A.  Altmeier,  M.D.,  Professor  of  Surgery, 

T University  of  Cincinnati 

HE  inflammatory  diseases  of  the  liver  are  ei- 
ther viral  or  microbial  in  origin.  The  viral  have 
no  surgical  treatment.  The  microbial  may  devel- 
op a liver  abscess;  these  are  usually  multiple  and 
usually  in  the  right  lobe  of  the  liver.  The  patient 
has  had  a septicemia  with  localization  of  the  or- 
ganisms in  the  liver  getting  there  through  the 
hepatic  artery.  The  various  types  of  liver  abscess 
are:  (1)  pyogenic,  20  per  cent  of  which  are 
streptococcal  in  origin,  17  per  cent  due  to  sta- 
phylococci, 31  per  cent  due  to  B coli.  ( 2 ) amoe- 
bic abscesses.  (3)  from  actinomycosis,  and  (4) 
from  echinococcus.  The  fever  may  be  remittent 
or  intermittent,  associated  with  chills,  sweats. 
Pain,  which  most  frequently  is  in  the  right  upper 
quadrant,  radiates  to  the  right  shoulder.  Ninety 
per  cent  of  the  patients  will  show  the  above 
group  of  symptoms.  Thirty  per  cent  of  the  pa- 
tients will  have  hepatomegaly,  nausea,  vomiting, 
jaundice,  loss  of  weight  and  leukocytosis. 

Complications  include:  (1)  septicemia,  (2) 
rupture  into  the  peritoneal  cavity,  (3)  rupture 
into  the  pleural  cavity,  (4)  lung  abscess. 

Treatment  consists  of:  (1)  incision  and  drain- 
age, (2)  antibiotic  therapy,  at  least  two  to  three 
days  before  incision  and  drainage;  (3)  support- 
ive therapy;  (4)  ligation  of  the  portal  vein  is  of 
no  help.  The  mortality  is  70  per  cent;  40  per  cent 
with  surgery;  90-100  per  cent  without  surgery. 

Surgical  operations  in  vogue  for  hemorrhage 
from  cirrhosis  of  the  liver,  ( 1 ) is  direct  ligation 
of  the  varices  with  mediastinal  packing;  ( 2 ) the 
shunt  operations;  (3)  ligation  of  the  hepatic 
and  splenic  arteries;  (4)  the  Phemister  opera- 
tion which  is  an  esophago-gastrectomy;  (5)  re- 
section of  the  lower  esophagus  and  the  upper 
stomach  with  interposition  of  the  jejunum  or 
right  colon. 

The  results  are  poor  from  the  trans-abdominal 
approach  in  ligation  of  the  vessels  at  the  cardiac 
end  of  the  stomach.  With  hepatic  and  splenic 
artery  ligation,  one-third  of  the  patients  survive 
and  return  to  work.  If  a shunt  is  to  be  done, 
using  the  vena  cava  is  preferred,  removing  an 
ellipse  from  the  vein.  The  splenorenal  shunt  has 
the  advantage  of  removing  the  source  of  hyper- 
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splenism. 

Tumors  of  the  liver  are: 

( 1 ) Metastatic.  Questionably  a lobectomy 
would  be  recommended,  but  none  have  been 
seen  to  do. 

(2)  Cancer  of  the  extra  hepatic  ducts.  Eighty- 
seven  per  cent  are  differentiated  adenocarcino- 
ma. Twelve  per  cent  are  undifferentiated  adeno- 
carcinoma; and  1 per  cent  a squamous  cell  carci- 
noma. Symptoms  are  very  similar  to  that  noted 
in  interhepatic  carcinoma. 

(3)  The  interhepatic  biliary  carcinoma. 

a.  The  cholangio-carcinoma  and  adenocarci- 
noma, both  of  which  are  highly  malignant.  The 
third  interhepatic  type  of  carcinoma  is  the  scler- 
osing adenocarcinoma  which  grows  slowly  and 
results  in  death  in  only  512  to  7 years  after  the 
diagnosis. 

The  symptoms  from  these  tumors  are  insidi- 
ous in  onset.  There  is  a progressive  jaundice, 
mild  epigastric  pain,  and  late,  a renal  failure. 

2.  ADENOMA  AND  CARCINOMA  OF 
THE  THYROID 

Dr.  George  Crile  Jr.,  M.  D.,  Cleveland,  O. 

The  various  types  of  goiter  are: 

1.  Diffuse.  This  is  extremely  rare.  There  is  a 
diffuse  hyperplasia.  It  is  noted  at  times  in  in- 
fants and  children,  and  in  girls  up  to  their  teens. 
Some  are  due  to  diet,  possibly  due  to  an  unusual 
intake  of  cobalt  or  soyabean  milk.  It  disappears 
on  the  feeding  of  thyroid.  The  trouble  seems  to 
be  with  synthesis  of  the  thyroid.  This  may  go  on 
for  years,  and  with  surgical  removal  it  frequent- 
ly will  recur  with  each  removal. 

2.  Nodular  hyperplasia,  which  is  very  frequent. 
It  occurs  sporadically,  basically  on  a familial 
basis.  It  is  familial  in  more  than  50  per  cent  of 
the  cases.  There  is  an  enzymatic  failure.  Early  in 
the  disease,  there  is  a hypothyroid  state.  The 
nodules  develop  either  as  a result  of  an  exces- 
sive production  of  thyroid  stimulating  hormone 
(TSH)  of  the  pituitary,  or  a peculiar  sensitivity 
to  TSH  of  the  same  cells. 

3.  The  third  type  of  a goiter  is  subacute  thy- 
roiditis. You  have  a hard  tender  mass,  may  not 
be  big.  It  should  not  be  contused  with  Reidel’s 
struma.  It  is  felt  that  the  latter  problem  ( Rei- 
del’s  struma)  disappeared  with  the  disappear- 
ance of  the  endemic  goiter.  Subacute  thydroidi- 
tis  is  a fibrositis  of  the  entire  neck,  and  one  has 
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Struma  lympomatosa  is  an  auto-immunity  of 
the  patient  to  his  own  production  of  thyroglobu- 
lin.  Thyroglobulin  reaches  the  circulation,  a state 
that  should  not  exist.  The  patient  develops  an 
immune  reaction  to  it.  Lymphocytes  pour  in. 
The  antibody  destroys  the  thyroglobulin.  This 
diagnosis  can  be  established  by  the  uptake  of 
radioactive  iodine.  Following  this  study  if  one 
gives  TSH,  if  there  is  no  greater  uptake  of  the 
radioactive  iodine  after  the  administration  of 
TSH,  you  are  dealing  with  struma  lymphomato- 
sa.  This  problem  is  treated  with  dessicated  thy- 
roid. 

Graves’s  disease.  It  is  felt  we  know  very  little 
about  the  physiology  of  this  problem,  but  it  is 
believed  that  it  is  not  related  to  an  increased 
production  of  TSH. 

Carcinoma  of  the  thyroid.  The  pituitary  stim- 
ulates the  thyroid  by  the  production  of  TSH. 
The  administration  of  thyroid  hormones  stops 
the  output  of  TSH.  The  administration  of  thi- 
ouracil  leads  to  hyperplasia  and  to  nodularity.  In 
rats,  a dependent  cancer  is  noted  following  the 
administration  of  thiouracil.  This  disappears 
with  a decreased  production  of  the  excessive 
TSH.  This  can  be  brought  about  by  the  admin- 
istration of  thyroid.  On  multiple  transplants  of 
this  dependent  cancer  in  rats,  they  are  able  to 
develop  an  autonomous  cancer. 

The  incidence  of  adenoma  of  the  thyroid  and 
cancer  of  the  thyroid.  If  this  is  considered  on  the 
basis  of  1 million  people  and  in  the  adult  popu- 
lation, 6 per  cent  will  develop  palpable  nodules. 
That  is,  60,000  per  1 million.  Of  this  million, 
800,000  will  have  pathological  nodules  of  the 
thyroid,  and  30,000  will  have  pathological  can- 
cer, but  the  deaths  per  year  from  cancer  of  the 
thyroid  are  only  six  per  million.  Four  of  these 
are  of  such  malignancy  that  they  would  die  any- 
way. Therefore,  it  is  believed  that  only  one 
would  be  saved  by  the  prophylactic  removal  of 
nodules  of  the  thyroid. 

Accuracy  of  diagnosis  of  cancer  of  the  thyroid 
can  be  relatively  good,  if  one  considers  100  pa- 
tients with  cancer  of  the  thyroid.  Twenty  will 
have  undifferentiated  carcinoma  which  is  ex- 
tremely malignant.  Twenty  will  have  a lesion  of 
medium  malignancy.  These  are  clinically  indis- 
tinguishable from  the  solitary  firm  tumor  in  the 
young,  and  they  should  be  removed.  Seventy  of 
the  patients  will  have  papillary  carcinoma.  Forty 
of  these  70  will  have  cervical  nodes  which  are 


palpable.  Of  the  remaining  30,  it  is  felt  that  the 
nodule  is  of  such  consistency  that  one  should 
recognize  it.  Therefore,  it  is  a clinical  impression 
that  85  per  cent  of  the  malignant  cases  should 
be  suspected  clinically.  Suspect  only  15  per  cent, 
and  you  may  miss  your  diagnosis. 

It  is  not  known  if  every  nodule  of  the  thyroid 
should  be  removed.  Opinion  seems  to  be  adverse 
to  this.  Certainly  solitary  nodules  in  the  teenage 
group  should  be  removed. 

Types  of  cancer: 

1.  Papillary  cancer.  At  the  Cleveland  Clinic, 
a tumor  is  classified  by  the  highest  grade  of 
malignancy  shown  anywhere  in  the  tumor.  In 
the  pre-puberty  group  and  after  menopause, 
there  is  a greater  number  of  these  lesions  that 
are  malignant.  From  puberty  to  the  period  of 
menopause,  it  is  rare  for  a patient  to  die  from 
cancer  of  the  thyroid. 

If  you  remove  the  thyroid,  or  use  radioactive 
iodine,  you  are  very  likely  to  stimulate  any  ma- 
lignant tissue  remaining. 

Metatasis  from  cancer  of  the  thyroid  are  fre- 
quently down  the  central  compartment  into  the 
superior  mediastinum.  An  area  that  can  be  ob- 
tained usually  through  neck  dissection.  There- 
fore, it  is  advised  to  go  low  in  the  neck,  not  spe- 
cifically into  the  mediastinum,  and  use  a low 
and  high  transverse  neck  incision  rather  than 
the  classical  incision  for  radical  neck  surgery. 
Three  grains  of  thyroid  per  day  may  be  used  to 
encourage  the  regression  of  any  tumor  that 
might  remain. 

In  a review  of  107  cases,  all  of  them  operated 
upon  four  years  or  more  ago,  with  an  average 
period  of  nine  years  since  surgery,  the  cases  were 
divided  into  two  groups,  including  75  cases 
where  the  original  operation  was  done  at  the 
Crile  Clinic.  Only  one  patient  had  trouble,  and 
that  was  in  a case  where  a needle  biopsy  was 
done  and  had  a skin  metastasis.  This  was  prior 
to  the  realization  of  the  protective  effect  of  thy- 
roid. There  are  no  evidences  of  a neck  recur- 
rence in  any  of  these  cases.  In  the  second  group, 
those  operated  upon  elsewhere,  30  per  cent  were 
lost  due  to  recurrence. 

In  considering  a total  versus  a subtotal  thy- 
roidectomy, and  considering  the  75  cases  previ- 
ously mentioned,  no  recurrence  or  evidence  of  a 
lesion  in  the  opposite  lobe  in  85  per  cent  was 
found.  In  15  per  cent  of  the  cases,  totals  were 
done  only  if  there  was  an  evidence  of  metastasis 
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to  the  opposite  side. 

Following  surgery,  thyroid  was  given  routine- 
ly without  recurrences.  It  is  felt  that  radioactive 
iodine  and  external  irradiation  are  extremely 
dangerous. 

There  is  belief  that  we  must  differentiate  the 
various  types  of  cancer.  The  undifferentiated 
carcinoma  no  operation  will  help.  In  papillary 
carcinoma,  in  which  the  primary  and  any  in- 
volved nodal  groups  are  removed,  thyroid  hor- 
mone is  given  following  surgery.  Checking  at 
surgery  in  these  cases,  particularly  the  central 
area  and  the  superior  mediastinal  area. 

3-  ROUNDTABLE  DISCUSSION  CONSIST- 
ING OF  THE  PARTICIPANTS,  DRS.  ALTE- 
MEIER,  BEAN,  CR1LE,  DENNIS  AND  RAN- 
DALL. 

Dr.  Altemeier:  Discussed  sclerosing  adeno- 
carcinoma as  an  interhepatic  lesion.  He  finds  it 
an  extremely  difficult  diagnosis.  In  their  cases, 
most  were  in  the  left  hepatic  ductal  systems.  To 
make  a diagnosis,  he  feels  one  must  get  a repre- 
sentative biopsy  and  one  should  do  a lobectomy 
if  the  lesion  is  localized  to  that  lobe.  If  a specific 
diagnosis  cannot  be  made,  he  would  encourage 
a dilatation  of  the  stricture  evident  in  that  biliary 
system,  insert  a tube,  drain  the  area,  take  a cho- 
langiogram  and  after  the  fixed  tissues  are  avail- 
able, perform  surgery  as  indicated  by  the  patho- 
logical report.  He  feels  that  this  tumor  is  fre- 
quently well  differentiated,  slow  growing  and 
should  be  operable,  and  in  a certain  number  of 
cases,  curable. 

Dr.  Crile:  In  discussing  this  lesion,  he  felt  that 
the  carcinoma  of  the  bile  ducts,  whether  inter- 
hepatic or  extrahepatic  is  an  infiltrative  lesion. 
All  have  a poor  prognosis.  There  are  few  or  no 
cures.  It  his  his  opinion  that  no  jaundice  devel- 
ops until  the  right  duct  is  also  obstructed  as  well 
as  the  left.  He  tries  only  to  get  a catheter  above 
the  area  of  obstruction  as  a palliative  measure. 
He  believes  that  these  lesions  act  very  much  as 
| a sclerosing  carcinoma  of  the  stomach.  Both  Dr. 
Dennis  and  Dr.  Crile  would  not  encourage  radi- 
cal surgery  on  these  patients. 

The  use  of  intervenous  cholangiography  has 
helped  in  the  diagnosis  of  only  one  case. 

Dr.  Altemeier  stated  he  had  seen  the  develop- 
ment in  10  cases  of  jaundice  where  only  the  left 
hepatic  duct  had  been  obstructed. 

Dr.  Bean  was  presented  with  the  question: 
“How  can  you  keep  from  operating  upon  a pa- 


tient with  viral  hepatitis?”  The  answer  was  sim- 
ply, “Give  up  surgery.”  Obstructive  jaundice  will 
lead  to  hepatic  cell  damage.  And  conversely, 
viral  hepatitis  will  give  an  interhepatic  obstruc- 
tive jaundice.  Therefore,  you  have  both  paren- 
chymal and  obstructive  jaundice  in  both  of  these 
cases.  If  the  diagnosis  cannot  be  established,  he 
would  encourage  an  operation,  for  he  feels  the 
prime  failure  has  been  in  discouraging  surgery 
in  this  group  of  patients  rather  than  operating 
upon  some  where  relief  of  the  obstruction  would 
be  quite  essential.  (An  internist  speaking) 

Dr.  Dennis  reported  that  Cecil  Watson  will  do 
a cholecystostomy  under  local  anesthesia,  insert- 
ing a tube,  decompressing  the  biliary  tree  for 
three  days  and  then  carry  out  a choledochogram. 
In  this  manner  attempting  to  separate  the  case 
with  hepatitis  and  the  one  with  obstructive 
jaundice. 

If  in  operation,  a collapsed  biliary  system  is 
found  and  an  enlarged  liver,  Dr.  Altemeier 
would  do  no  drainage  of  the  biliary  tree.  Dr. 
Randall  would  concur.  Dr.  Crile  would  attempt 
to  drain  off  what  bile  could  be  drained  off,  feel- 
ing that  the  more  toxic  bile  to  the  liver  is  that 
which  has  been  reabsorbed  from  the  gastroin- 
testinal tract. 

Accidental  ligation  of  the  hepatic  artery  was 
discussed  by  Dr.  Altemeier.  In  the  presence  of 
cirrhosis,  he  feels  that  there  is  enough  of  a col- 
lateral circulation  and  if  the  patient  is  treated 
with  penicillin  and  the  tetracycline  drugs  most 
will  recover.  He  does  not  know  what  is  the  de- 
velopment in  the  absence  of  cirrhosis.  He  has 
never  seen  an  autopsy  which  resulted  from  a li- 
gation of  a hepatic  artery  and  then  the  subse- 
quent infarction  of  the  liver.  Dr.  Randall  report- 
ed two  cases  of  total  infarction  due  to  hepatic 
artery  ligation.  Dr.  Dennis  reported  four  out  of 
five  died  after  ligation  of  the  hepatic  artery  for 
bleeding  esophageal  varices.  Dr.  Altemeier  could 
not  concur  in  this  statement,  for  he  had  12  sur- 
vive. 

In  discussing  arterial  aneurysms  of  the  hepatic 
artery,  Dr.  Altemeier  had  had  three  cases.  One 
had  been  ligated  above  and  below  the  aneurysm 
and  recovered.  One  had  the  artery  ligated  and 
died  in  liver  insufficiency,  but  the  patient  had 
been  in  shock  for  eight  hours  prior  to  surgery 
being  performed.  He  now  would  try  to  restore 
the  artery,  although  lie  doubts  that  lie  is  capable 
of  doing  it. 
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Dr.  Crile  would  operate  on  the  papillary  car- 
cinoma of  the  thyroid  and  upon  the  occasional 
carcinoma  noted  in  children  up  to  the  age  of  15. 
He  does  not  recommend  operation  upon  the  ana- 
plastic carcinoma  which  he  feels  includes  15  per 
cent  to  20  per  cent  of  the  malignancies  of  the 
thyroid.  He  would  irradiate  these,  and  this  is  an 
unsatisfactory  form  of  therapy.  He  would  prove 
his  diagnosis  by  a needle  biopsy.  The  lymphomas 
of  the  thyroid  he  would  irradiate  and  treat  with 
thyroid.  He  feels  that  irradiation  of  the  differen- 
tiated carcinoma  or  papillary  carcinoma  is  dan- 
gerous procedure.  In  the  anaplastic  malignancy, 
he  would  not  recommend  and  would  be  quite 
adverse  to  a radical  procedure. 

Dr.  Randall  had  quite  a different  approach 
than  Dr.  Crile.  He  did  concur  that  the  anaplastic 
carcinoma  presented  a futile  situation,  that  in  the 
middle-age  group  and  with  a malignancy  of  the 
thyroid,  anything  you  might  do  is  likely  to  be 
attended  by  many  years  of  survival.  He  would 
encourage  actively  treating  the  patient  with  thy- 
roid. Of  those  with  papillary  carcinoma  who  will 
die  from  the  disease,  most  of  them  do  so  within 
two  to  three  years,  and  certainly  within  five 
years. 

In  questioning  Dr.  Crile  about  the  nodular 
goiter,  he  would  not  operate  upon  them.  He  does 
not  believe  that  5 to  14  per  cent  will  develop 
cancer.  He  puts  all  of  these  on  thyroid,  at  least 
1 grain  for  life.  He  has  not  seen  anything  grow 
in  these  cases  except  in  some  instances,  cysts. 
Ten  per  cent  will  have  a striking  regression  in 
the  first  three  months  and  he  checks  them  at  the 
end  of  three  months.  During  this  first  three 
months,  he  will  usually  put  them  on  3 grains  of 
thyroid  daily.  If  at  the  end  of  three  months  there 
is  no  regression,  he  puts  them  on  a maintenance 
dose  of  1 to  2 grains  daily.  The  toxic,  nodular 
goiter,  he  feels  should  be  operated  upon  and  ob- 
tains 100  per  cent  good  results. 

Dr.  Crile  treats  Grave’s  disease  in  all  cases 
with  radioactive  iodine.  He  does  not  do  a sub- 
total thyroidectomy.  Even  if  this  toxic  gland  is 
noted  in  the  10-to-12-year-old  group.  This  course 
they  have  followed  for  the  past  12  to  13  years. 
He  believes  that  this  does  not  result  in  the  total 
irradiation  greater  than  the  patient  receives  with 
obtaining  a routine  GI  series.  In  polling  the  pan- 
el on  this  problem  of  treating  Graves’s  disease, 
Dr.  Altemeier  recommended  limiting  the  radio- 
active thyroid  to  patients  more  than  38  years  of 


age.  For,  he  feels  that  they  have  noted  too  many 
instances  of  cancer  of  the  thyroid  developed  in 
patients  who  had  previously  been  irradiated  for 
an  enlarged  thymus.  Dr.  Bean  uses  radioactive 
iodine  a little  more  freely,  starting  its  use  in  the 
late  20s,  but  he  does  believe  that  the  ill-effects 
that  will  be  noted  from  irradiation  of  these  pa- 
tients will  not  be  noted  for  20  years  or  more 
after  they  have  been  irradiated.  Dr.  Randall  will 
use  radioactive  iodine  only  if  the  patient  is  more 
than  40  years  of  age.  Dr.  Dennis  agreed  with  the 
course  followed  by  Dr.  Altemeier.  Dr.  Crile  stat- 
ed that  he  would  not  knowingly  treat  with  radio- 
active iodine,  a pregnant  female  with  a toxic- 
thyroid.  But,  he  has  done  it  within  the  third  tri- 
mester of  pregnancy  and  without  harm  to  the 
patient  or  child.  Dr.  Crile  would  do  surgery  as 
necessary  for  any  patient  developing  malignancy 
following  irradiation  therapy. 

Dr.  Bean  was  questioned  upon  the  use  of 
tubes  for  the  treatment  of  hemorrhage  from 
esophageal  varices.  He  feels  that  theoretically 
this  procedure  is  good.  If  a tube  is  in  for  too 
long  a period,  or  in  a poor  position,  following 
removal  of  it  there  may  be  a recurrence  of  bleed- 
ing. He  believes  that  a shunt  will  prolong  life 
for  the  patient.  This  is  an  unproved  statement. 
In  a patient  who  continues  to  have  ascites  after 
the  performance  of  a shunt  operation,  Dr.  Bean 
would  treat  him  with  the  removal  of  salt  from 
the  diet,  the  use  of  diuretics,  including  albumen, 
paracentesis,  and  if  an  aldosterone  antagonist 
could  be  developed,  it  would  be  helpful.  But  in 
these  cases,  he  feels  we  are  in  a position  of  de- 
feat and  should  accept  it  as  that. 
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Pro-Banthine'with  Dartal’ 


Pro-Banthihe— 

unexcelled  for  relief  of  cholinergic  spasm— 
has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthme  with  Dartal — 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-BanthTne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 
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MEMORIAL 

to 

DR.  REDFORD  A.  WILSON 

Dr.  WILSON  was  born  Dec.  24,  1900  in  Cadiz,  Ky.  He  received  his  preliminary  educa- 
tion in  that  vicinity  and  entered  Vanderbilt  University,  Nashville,  Tenn.,  in  1919. 

He  graduated  from  Vanderbilt  University  Medical  School  in  1926. 

Following  this,  Dr.  Wilson  interned  in  the  Louisville  City  Hospital  from  1926-1927 
and  the  New  Haven  Hospital,  New  Haven,  Conn.,  1927-1928. 

He  then  received  a fellowship  at  the  Polyclinic  in  Memphis,  Tenn.,  where  he  served 
from  1928  to  1929. 

Later,  he  became  associated  with  the  Thomas-Davis  Clinic  in  Tucson,  Ariz.,  where  he 
was  from  1929  to  1953.  In  1953,  Dr.  Wilson  retired  from  active  practice. 

During  this  time,  he  was  on  the  staff  of  St.  Mary’s  hospital  where  his  work  will 
be  long  remembered. 

. 

Dr.  Wilson  is  survived  by  his  wife,  Mildred,  and  two  daughters,  Mrs.  R.  L.  Hollis  of 
Yorktown,  N.  Y.  and  Mrs.  J.  C.  Turpin  Jr.  of  Tucson,  Ariz.,  and  his  mother,  Mrs.  J.  Scott 
Wilson,  of  Hopkinsville,  Ky. 

Dr.  Wilson  was  very  active  in  supporting  the  professional  societies  of  medicine. 

He  was  a Fellow  of  the  American  College  of  Physicians  and  of  the  American  Medical 
Association.  He  was  also  a member  of  the  American  College  of  Chest  Physicians,  the 
American  Trudeau  Society,  a Fellow  of  the  American  College  of  Allergists,  and  a Fel- 
low of  the  American  Academy  of  Allergists.  In  addition,  he  was  a member  of  the  Pima 
County  Medical  Society,  and  the  Arizona  Medical  Association. 

Dr.  Wilson  will  long  be  remembered  by  his  associates,  patients  and  colleagues  for  his 
careful  and  kindly  application  of  the  art  and  science  of  medicine. 


JOHN  W.  KENNEDY,  M.D. 
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C "Topics  of  ^^urrcnx 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 


1958-59  ANNUAL  REPORT  OF  THE 
SECRETARY: 

S INCE  April  1,  1958,  106  new  members  were 
admitted  to  our  component  county  medical  so- 
cieties and  this  association  as  follows:  Apache  0; 
Cochise  2;  Coconino  6;  Gila  4;  Graham  0;  Green- 
lee 1;  Maricopa  75;  Mohave  0;  Navajo  3;  Pima 
12;  Pinal  0;  Santa  Cruz  0;  Yavapai  1;  and  Yuma  2. 
There  are  at  the  present  time  997  members  in 
the  association  compared  with  901  members  at 
this  time  last  year.  Membership  by  county  is 
as  follows: 

Apache,  2;  Cochise,  26;  Coconino,  21;  Gila, 
22;  Graham,  7;  Greenlee,  7;  Maricopa,  548; 
Mohave,  2;  Navajo,  8;  Pima,  264;  Pinal,  29; 
Santa  Cruz,  8;  Yavapai,  21,  and  Yuma,  32. 

The  997  total  membership  figure  is  broken 
down  into  the  following  classifications:  Active 
937  (including  50-Year  Club);  Service  23;  and 
Associate  37. 

Council  has  held  seven  meetings  during  the 
1958-59  fiscal  year:  two  were  held  in  the  San 
Marcos  Hotel  on  April  29  and  April  30,  1958; 
four  at  the  Westward  Ho  Hotel,  Phoenix,  Ariz., 
on  June  8,  1958,  Sept.  14,  1958,  Oct.  5,  1958 
and  Jan.  18,  1959;  and  one  meeting  was  held 
at  the  Bagdad  Restaurant  of  the  Tucson  Inn, 
Tucson,  Ariz.,  on  Nov.  23,  1958.  Your  council 
is  next  scheduled  to  meet  on  April  28,  1959  at 
2:30  p.m.  in  the  Little  Room  of  the  San  Marcos 
Hotel,  Chandler,  Ariz.  Each  meeting  has  been 
well  attended  with  representation  from  all  areas 
of  the  state,  and  the  business  of  your  association 
continues  to  be  handled  with  efficiency  and 
despatch.  The  chairman  of  council  undoubtedly 
will  submit  his  report,  including  major  items 
discussed  and  actions  taken. 

The  Speaker  of  the  house  of  delegates  has 
submitted  an  annual  report  for  your  review. 

Your  delegate  to  the  AMA  has  submitted  his 
annual  report  for  your  review. 

Annual  reports  also  have  been  submitted  for 
your  review  by  four  of  your  district  councilors. 

The  air  pollution  committee  held  no  formal 
meetings  the  last  year,  but  has  been  active  in 
regard  to  the  problems  as  they  pertain  to 
Arizona. 


The  AMEF  committee  has  again  been  extreme- 
ly active,  and  its  annual  report  is  submitted  for 
review. 

The  civil  defense  committee’s  annual  report 
is  submitted  for  review. 

The  constitution  and  by-laws  committee  has 
worked  hard  this  year  and  will  present  to  the 
house  a complete  proposed  revision  in  your 
by-laws  and  certain  recommended  changes  in 
your  articles  of  incorporation.  Its  report  is  also 
submitted  for  review. 

The  fee  and  contractual  medicine  committee 
has  held  three  formal  meetings  this  year  and 
a fourth  is  scheduled  for  April  27,  1959.  Its  report 
with  a supplement  thereto  is  submitted  for 
review. 

The  history  and  obituaries  committee  has  been 
extremely  active,  and  its  report  and  recommen- 
dations are  submitted  for  review. 

The  industrial  relations  committee  has  per- 
formed in  its  usual  efficient  manner  during  the 
past  year.  Its  report  and  recommendations  are 
submitted  for  review. 

The  Medicare  adjudication  committee  has 
served  well  during  the  year,  and  its  report  is 
submitted  for  review. 

The  ad  hoc  committee  on  poisoning  control 
has  held  three  formal  meetings  during  the  year, 
and  a fourth  is  anticipated  during  the  annual 
meeting  in  Chandler.  Its  report  and  recommen- 
dations are  submitted  in  detail  for  review. 

The  report  of  the  professional  liability  insur- 
ance investigating  committee  is  submitted  for 
review. 

The  professional  liaison  committee  report  and 
recommendations  are  submitted  for  review. 

The  public  relations  board  was  again  quite 
active,  though  holding  no  formal  meetings.  Its 
report  is  submitted  for  review. 

The  combined  and  detailed  report  and  rec- 
ommendation of  the  editor-in-chief,  Arizona 
Medicine,  and  the  publishing  committee  are 
submitted  for  review. 

The  safety  committee  has  submitted  its  report 
and  recommendations  for  review. 

The  report  of  the  co-ordinating  committee  on 
school  health  is  submitted  for  review. 

Actions  of  the  advisory  committee  to  the 
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women’s  auxiliary  is  given  in  its  report  sub- 
mitted for  review. 

The  professional  board  has  held  bi-monthly 
meetings  for  the  past  year,  and  its  detailed  report 
will  no  doubt  be  submitted  for  review. 

The  central  office  advisory  committee  has  been 
extremely  helpful  to  that  operation,  and  its  re- 
port and  recommendations  are  submitted  for 
review. 

The  griveance  committee  has  been  active,  and 
its  annual  report  will  no  doubt  be  submitted  for 
review. 

The  legal  services  committee  report  and  rec- 
ommednations  are  submitted  for  review. 

May  I say  that  the  council  of  your  association, 
together  with  the  membership  of  the  various 
committees  and  boards,  have  completed,  in  my 
opinion,  another  year  of  satisfactory  and  effec- 
tive accomplishments.  Each  has  been  well  aware 
of  his  duties  and  responsibilities  and  has  served 
with  distinction  and  merit.  The  administration 
of  the  business  of  the  association,  with  ever- 
increasing  detail  required,  under  the  direction 
of  the  executive  secretary,  continues  to  give  a 
good  accounting  of  his  stewardship. 

It  has  been  my  privilege  and  a pleasure  to 
serve  you  during  the  past  fiscal  year,  and  I wish 
to  thank  each  and  every  member  of  the  associa- 
tion for  their  complete  co-operation,  indulgence 
and  support. 

Respectfully  submitted, 

LESLIE  B.  SMITH,  M.D., 
Secretary 

1958-59  ANNUAL  REPORT  OF  THE 
LEGISLATION  COMMITTEE: 

The  LEGISLATION  committee  of  The  Ari- 
zona Medical  Association,  Inc.,  has  held  one 
meeting  so  far  this  year,  which  convened  at 
Hotel  Westward  Ho,  Phoenix,  Ariz.,  Feb.  15, 
1959.  This  meeting  was  held  during  the  first 
regular  session  of  the  25th  Legislature  of  the 
State  of  Arizona,  primarily  to  consider  urgent 
matters  requiring  immediate  action. 

HR  265  — Cancer  Case  Reporting 

HB  265  was  introduced  Feb.  24,  1959,  an  act 
relating  to  public  health  and  safety;  providing 
for  reporting  contagious  neoplastic  diseases  to 
the  state  department  of  health,  and  amending 
section  36-621,  Arizona  revised  statutes. 

In  line  with  action  of  the  house  of  delegates, 


May  3,  1959,  and  direction  of  council,  Nov. 
23,  1958,  such  legislation  was  recommended; 
however,  it  was  the  hope  that  the  names  and 
addresses  of  patients  be  not  included  in  such 
reporting,  substituting  therefor  some  means  of 
statistical  verification.  Considerable  study  was 
given  the  matter  in  the  hope  of  satisfying  such 
name  identification  elimination,  but  it  was  de- 
termined practically  impossible  to  keep  track  of 
a cancer  case  by  code  number,  bearing  in  mind 
that  a patient  might  have  been  admitted  to 
several  hospitals  in  Arizona,  not  always  by  the 
same  attending  physician  and  at  the  time  of 
death  of  the  individual,  still  another  physician 
might  be  in  attendance.  It  was  concluded  to 
provide  for  the  reporting  of  the  cancer  case  by 
name  on  a confidential  basis,  not  open  to  public 
inspection,  except  that  such  report  may  be  used 
for  study  by  licensed  members  of  the  medical 
profession.  This  measure  cleared  the  house, 
however,  it  was  not  reported  out  of  the  commit- 
tee in  the  senate,  principally  because  there  was 
strong  objection  to  the  reporting  of  a patient’s 
name  by  a very  influential  senator.  Effort  should 
be  continued  in  the  new  year  to  realize  the 
enactment  of  suitable  legislation  to  effect  ade- 
quate cancer  case  reporting  in  the  State  of 
Arizona. 

SR  220  — Osteopathic  Practice  Act  Amendments 

SB  220  was  introduced  Feb.  23,  1959,  an  act 
relating  to  professions  and  occupations;  pre- 
scribing the  composition  of  the  state  board  of 
osteopathic  examiners,  prescribing  the  compen- 
sation of  members  of  the  state  board  of  osteo- 
pathic examiners  and  the  secretary-treasurer 
thereof;  regulating  the  practice  of  osteopathic 
physicians  and  surgeons;  regulating  the  osteo- 
pathic board  fund;  regulating  the  qualifications, 
examination  and  licensing  of  applicants;  estab- 
lishing the  fee  for  renewal  of  licenses;  regulating 
the  rights  and  duties  of  osteopathic  physicians 
and  surgeons  and  the  revocation  or  suspension 
of  licenses;  regulating  the  filing  of  complaints 
by  the  state  board  of  osteopathic  examiners; 
prescribing  penalties  for  violations  and  amending 
sections  32-1801,  32-1802,  32-1804,  32-1805,  32- 
1822,  32-1825,  32-1851  through  32-1858  Arizona 
revised  statutes. 

The  committee  was  early  apprised  of  the  an- 
ticipated introduction  of  legislation  by  the  osteo- 
pathic group  primarily  to  grant  privilege  to 
license  doctors  of  osteopathy  unlimited  in  the 
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practice  of  medicine  and  surgery  in  Arizona. 
Currently,  osteopathic  physicians  are  licensed 
to  practice  medicine  and  upon  certain  additional 
observation  and  training  over  a period  of  two 
years  based  on  osteopathic  standards,  may  be 
certified  to  do  major  surgery  in  this  state.  In 
other  words,  doctors  of  osteopathy  initially  re- 
ceive a limited  license. 

Approximately  eight  weeks  prior  to  the  con- 
vening of  the  24th  Legislature  of  the  State  of 
Arizona,  the  osteopathic  group  released  a series 
of  weekly  newsletters  addressed  to  all  members- 
elect  of  the  legislature,  setting  forth  the  history 
of  osteopathy,  training,  colleges,  virtues  of  the 
practice,  etc.,  with  the  final  issue  timed  for 
release  at  the  convening  of  the  legislative  session 
in  early  January.  Among  other  things,  a 12 
months’  internship  was  provided  as  a means  to 
compensate  for  the  extension  of  full  surgery 
privileges;  and  an  attempt  to  delete,  wherever 
possible,  the  use  of  the  designation  “Osteopathic” 
when  referring  to  physicians  and  surgeons  and 
in  substitution  thereof  requiring  only  the  affixing 
of  the  initials,  D.O.,  immediately  following  the 
name  of  the  licentiate.  Other  changes  had  to  do 
with  administrative  procedure  of  which  there 
appeared  no  objection. 

The  association  strongly  opposed  the  objec- 
tionable features  of  the  measure  and  special 
comment  is  made  referable  to  the  excellent 
work  of  its  legal  adviser,  Mr.  Edward  Jacobson, 
in  bringing  about  the  tabling  of  the  bill.  It  did 
not  clear  the  senate.  Unquestionably,  effort  will 
be  renewed  to  achieve  the  objective  in  the 
second  regular  session  of  the  legislature  to  con- 
vene in  January  1960,  and  it  is  the  hope  that 
the  house  of  delegates  of  the  American  Medical 
Association  will  again  consider  the  osteopathic 
problem  and  possibly  arrive  at  a conclusion 
during  its  forthcoming  annual  meeting  in  At- 
lantic City. 

HB  212  — Sale  of  Raw  Milk  Prohibited 

HB  212  was  introduced  Feb.  12,  1959,  an  act 
relating  to  dairies  and  dairying;  amending  the 
Arizona  revised  statues  so  that  the  law  is  in 
conformity  with  the  United  States  milk  ordinance 
and  code  as  prescribed  by  Section  3-605,  Arizona 
revised  statues,  and  amending  sections  3-606, 
3-624,  3-634,  and  3-342,  Arizona  revised  statues. 

In  1956,  the  Arizona  State  Legislature  enacted 
a measure  adopting  the  United  States  milk  ordi- 
nance and  code  which  prohibited  the  sale  of 
raw  milk  within  this  state  after  July  1957.  In 


1957,  effort  was  made  to  amend  the  act  to  legal- 
ize the  sale  of  raw  milk  after  the  effective  date 
of  prohibition  thereof.  While  this  measure  passed 
the  house  at  that  time,  it  was  held  up  in  the 
senate.  In  1958,  recognizing  possible  irregulari- 
ties in  the  1956  act,  certain  of  the  dairymen  ap- 
plied to  the  state  dairy  commissioner  for  a permit 
to  sell  raw  milk.  Litigation  followed  and  finally 
Judge  Robert  S.  Tullar  ruled  that  the  raw  milk 
sections  of  the  old  code  were  not  repealed 
through  enactment  of  the  1956  legislation;  ac- 
cordingly, the  dairy  commissioner  was  forced 
to  issue  permits  for  its  sale  based  on  both  the 
court  ruling  and  opinion  of  the  attorney  general. 

Recognizing  that  the  sale  of  raw  milk  is  a 
backward  step  in  the  progress  of  preventive 
medicine  and  public  health,  and  that  the  con- 
tinuing growth  of  Arizona  will  make  raw  milk 
a greater  hazard  than  it  has  been  in  the  past, 
this  bill  was  introduced  requiring  pasteuriza- 
tion of  all  milk  sold  to  the  ultimate  consumer 
for  human  consumption. 

A public  hearing  was  held  jointly  by  the  live- 
stock and  public  lands  and  public  health  com- 
mittees at  which  this  association  was  represented 
in  support  of  the  measure  because  of  the  extreme 
hazards  involved  in  the  sale  of  raw  milk,  which 
is  contrary  to  good  public  health  practice,  plac- 
ing private  interests  above  public  health.  While 
medicine  made  a good  presentation  in  the  in- 
terest of  the  health  of  the  people,  it  appeared 
quite  obvious  that  the  interests  of  a relatively 
few  private  dairymen,  including  Mr.  Davenport 
of  Tucson,  were  to  be  given  special  considera- 
tion, particularly  did  the  comments  of  Rep. 
Waldo  L.  DeWitt  and  Rep.  Sidney  Kartus  sup- 
port such  contention.  Their  prejudices  in  favor 
of  the  dairymen  and  their  unwillingness  to  recog- 
nize the  health  and  welfare  of  the  vast  majority 
of  the  citizenry,  who  are  opposed  to  the  sale 
of  raw  milk,  undoubtedly  contributed  much  to 
the  withholding  of  the  measure  in  committee. 
The  association  should  renew  its  efforts  to 
achieve  the  objective  sought  in  prohibiting  the 
sale  of  raw  milk  to  consumers  for  human  con- 
sumption during  the  second  regular  session  of 
the  legislature  and  more  strongly  oppose  the 
selfish  interests  of  a minority  who  would  sacri- 
fice the  health  and  well-being  of  the  citizenn 
to  gain  privilege  for  a relatively  few  dairymen. 
Fortunately,  during  the  interim  the  public  w ill 
have  some  protection  through  control  of  its  pro- 
duction by  the  Arizona  State  Health  Depart- 
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ment  requiring  certain  minimum  standards. 

SB  166  — Chiropractic  Practice  Act  Amendment 

SB  166,  an  act  relating  to  professions  and 
occupations;  regulating  the  practice  of  chiro- 
practic; prescribing  the  salary  of  members  of 
the  board  of  chiropractic  examiners;  amending 
Sections  32-903,  32-906,  32-921  through  32-925, 
Arizona  revised  statutes,  and  amending  Title  32, 
Chapter  8,  Article  2,  Arizona  revised  statutes, 
by  adding  Section  32-928,  provided  in  the  main 
for  a number  of  administrative  changes  in  which 
there  appears  no  objection  insofar  as  medicine 
is  concerned;  however,  the  amended  Section  32- 
922  providing  for  examinations  of  out-of-state 
licensees  included  the  additional  subjects,  “chiro- 
practic X-ray  technique  and  interpretation”  and 
“diagnosis.”  Such  expansion  of  the  practice  of 
chiropractic  was  strongly  opposed  and  deleted 
prior  to  the  passage  of  the  bill  by  both  the  senate 
and  house.  Here  again,  our  legal  adviser  success- 
fully achieved  an  important  objective  in  the 
interest  of  the  health  and  welfare  of  the  citizenry. 

Twenty-Fourth  Legislature  — Arizona 

There  were,  of  course,  a number  of  other 
measures  of  varying  importance  considered  by 
the  Arizona  legislature,  including  (a)  control 
of  air  pollution,  (b)  more  rigid  narcotic  regula- 
t'on,  (c)  licensure  and  advertising  control  of 
the  practice  of  chiropody  and  (d)  numerous 
measures  designed  toward  better  traffic  control 
and  safety,  including  more  severe  penalties  for 
the  drunken  driver.  Each  was  given  adequate 
study,  together  with  many  others  dealing  with 
health  and  welfare  of  our  citizenry,  included  in 
the  approximately  600  measures  introduced  in 
both  houses  of  the  legislature. 

Miscellaneous 

Your  committee  continues  to  give  considera- 
tion to  such  items  including,  but  not  limited  to, 

( a ) qualifications  of  a state  health  commissioner, 

(b)  review  board  composite  involving  steriliza- 
tion procedures,  (c)  amendments  to  the  Medi- 
cine and  Surgery  (medical  practice)  Act,  (d) 
poisoning  and  hazardous  substance  control,  (e) 
optometric  practice  in  determination  of  blindness 
in  public  assistance  cases  and  (f)  service-con- 
nected and  non-service-connected  medical  care 
for  veterans. 

Federal  Legislation 

While  many  bills  have  been  introduced  in  the 
83th  congress,  first  regular  session,  dealing  with 
health  and  welfare  problems,  possibly  two  of 
the  more  important  measures  have  been  given 


due  consideration  by  medicine.  You  are  all 
familiar  with  the  so-called  Forand  bill,  HR  9467, 
introduced  in  the  85th  congress  which  would 
provide,  among  other  things,  for  hospital,  nurs- 
ing home  and  surgical  services  for  eligible  old 
age  survivors.  A similar  measure  has  again  been 
introduced  in  the  86th  congress,  numbered  HR 
4700,  and  it  is  anticipated  before  adjournment 
that  much  activity  will  be  observed  in  both 
houses  through  efforts  to  amend  the  Social  Se- 
curity Act  extending  these  additional  privileges. 
Medicine,  as  you  know,  is  opposing  the  measure. 
The  Keogh-Simpson  bill  was  approved  by  the 
house  providing  tax  deferment  for  self-employed, 
including  physicians  and  dentists,  who  place 
money  into  pension  and  retirement  funds.  R 
now  goes  to  the  senate  for  consideration.  A 
similar  measure  was  likewise  approved  by  the 
house  during  the  85th  congress;  however,  it 
failed  of  senate  approval.  The  medical  profes- 
sion, along  with  other  professional  groups,  in- 
cluding the  American  Bar,  have  long  supported 
the  enactment  of  such  legislation  and  will  con- 
tinue to  do  so  through  this  session  in  the  hope 
of  achieving  the  objective.  Many  other  federal 
bills  will  require  consideration  and  due  vigilance 
on  the  part  of  your  committee,  opposing  those 
objectionable  and  supporting  those  designed  in 
the  best  interest  of  the  health  and  welfare  of  the 
people. 

On  behalf  of  the  membership  of  the  legislation 
committee,  your  chairman  wishes  to  express  its 
appreciation  for  the  opportunity  to  be  of  service 
and  privilege  to  represent  this  association  in 
matters  legislative. 

Respectfully  submitted, 

REED  D.  SHUPE,  M.  D„ 
Chairman, 
Legislation  Committee 

1958-59  ANNUAL  REPORT  OF 
SOUTHWESTERN  DISTRICT  COUNCILOR: 

II 

If  URING  the  past  year,  the  counselor  has  at- 
tended each  meeting  of  the  council  and  aided 
in  carrying  on  the  business  of  the  association. 
In  the  Southwestern  District,  the  primary  prob- 
lem which  was  handled  involved  the  Parkview 
Hospital  of  Yuma  and  the  members  of  the  Yuma 
County  Medical  Society.  The  controversy  was 
the  result  of  the  board  of  directors  placing  in 
the  by-laws  of  the  staff  certain  regulations  which 
would  allow  the  board  to  choose  all  officers 
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of  the  staff  and  allow  the  administrator  to 
attend  and  vote  at  each  committee  meeting. 

A majority  of  the  doctors  of  Yuma  objected 
to  these  regulations  and  refused  to  apply  for 
positions  on  the  staff  unless  these  regulations 
were  removed.  A small  group  of  doctors  joined 
the  staff  without  objection  and  placed  certain 
of  their  group  as  officers  and  committee  mem- 
bers. The  counselor  made  several  trips  to  Yuma 
in  attempting  to  aid  in  settling  the  controversy. 
Council  gave  permission  to  Doctor  William 
Manning  and  Doctor  Lindsay  Beaton  to  take 
whatever  action  was  necessary  and  these  men 
with  the  executive  secretary,  Robert  Carpenter, 
and  the  legal  counsel,  Mr.  Edward  Jacobson, 
held  a meeting  with  each  of  the  factions  and 
thus  aided  in  securing  the  settlement  of  the  con- 
troversy. The  final  settlement  was  made  by  the 
establishment  of  by-laws  without  the  objection- 
able features,  by  the  resignation  of  the  pre- 
viously elected  staff  officers,  and  the  organiza- 
tion of  new  staff. 

In  the  opinion  of  this  counselor,  the  doctors 
of  Yuma  should  be  commended  for  taking  a 
strong  stand  in  preventing  the  usurping  of  the 
rights  of  doctors  in  hospitals  by  the  administra- 
tive department.  They  had  to  undergo  harsh 
criticism  by  the  public  papers  and  by  many  of 
their  colleagues  who  were  not  informed  of  the 
basic  issues  behind  the  dispute.  By  standing 
strongly  behind  their  principles,  they  succeeded 
in  maintaining  the  right  of  self  government  in 
their  hospital  staff  and  thus  did  a great  service 
for  all  doctors. 

This  counselor  suggests  that  the  council  take 
steps  to  set  up  an  investigating  and  arbitration 
group  to  handle  similar  disputes  in  the  future 
so  that  such  problems  as  this  can  be  settled 
before  they  involve  the  entire  community  as  did 
this  controversy.  He  believes  that  such  a group 
could  have  taken  a more  active  part  in  the 
Yuma  difficulties  and  secured  a settlement 
several  months  before  the  final  settlement  was 
reached. 

Respectfully  submitted, 

JAMES  T.  O'NEIL,  M.D., 
Councilor, 
Southwestern  District 


1958-59  ANNUAL  REPORT  OF  THE 
MEDICAL  ECONOMICS  COMMITTEE: 

T 

1 HIS  HAS  been  an  inactive  year  as  far  as  the 
medical  economics  committee  per  se,  has  been 
concerned.  No  direct  problems  have  been  placed 
within  our  jurisdiction  for  the  past  year.  As  a 
consequence,  no  meetings  of  the  medical  eco- 
nomics committee  were  held,  inasmuch  as  the 
chairman  could  see  little  justification  in  holding 
a meeting  “just  to  hold  a meeting.”  However, 
please  don't  let  me  mislead  the  membership. 
Many  major  problems  involving  economics  of 
The  Arizona  Medical  Association,  Inc.  and  its 
duly  constituted  membership  have  been  going 
on.  These,  however,  have  been  extremely  capably 
handled  by  the  special  committees  appointed  to 
handle  same  and  have  been  reported  upon  by 
their  respective  very  capable  chairmen.  I refer 
specifically  to: 

(a)  Fee  and  contractual  medicine  committee 
— Hayes  W.  Caldwell,  M.D.,  chairman. 

(b)  Medicare  and  Medicare  adjudication  com- 
mittees — Paul  B.  Jarrett,  M.D.,  chairman. 

(c)  Insurance  and  planning  committee  — Noel 
G.  Smith,  M.D.,  chairman. 

The  activities  of  all  these  committees  certainly 
is  to  be  deeply  commended.  The  committee  on 
fee  and  contractual  medicine  has  especially  had 
an  active  and,  I believe  a successful  year. 

The  policy  of  your  committee  chairman  has 
been  to,  as  astutely  as  possible,  refrain  from 
fostering  or  implementing  any  new  economic 
measures  even  if  public  law,  which  obviously 
are  of  a socialistic  trend  and  which  would  only 
serve  as  another  wedge  deeper  into  the  estab- 
lishment of  socialized  medicine.  Along  this  line, 
I refer  specifically  to  Public  Law  880  (former 
House  Bill  7225)  passed  by  the  84th  congress 
and  now,  since  1957,  activated  in  many  of  the 
states.  To  refresh  your  memory,  this  law  pro- 
vides for  increase  in  public  assistance  benefits 
to  certain  welfare  cases,  at  present  of  a re- 
stricted, classified  nature,  but  as  to  the  future 
heaven  only  knows.  To  implement  it,  it  would 
necessitate  The  Arizona  Medical  Association.  Inc. 
recommending  to  the  State  of  Arizona  Legisla- 
ture that  this  would  be  a wise  move,  inasmuch 
as  the  State'  of  Arizona  would  have  to  provide 
for  matching  funds  to  meet  those  put  out  by 
the  United  States  government.  This  problem  has 
been  under  careful  scrutiny  by  its  subcommittee 
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chairman,  Doctor  John  L.  Cogland  of  Phoenix, 
for  the  past  two  years.  Doctor  Cogland  and  his 
committee  advised  caution,  from  the  start,  which 
is  exactly  the  way  your  chairman  felt.  Reports 
from  most  of  the  states  that  promptly  jumped 
on  the  bandwagon  and  implemented  it  early  in 
its  program,  have  been  filled  with  disgust  and 
apprehension  — fully  flavored  with  what  they 
consider  distinct  socialized  and  state  medicine 
control.  I may  refer  specifically  to  our  great 
neighbor  to  the  west,  California.  All  reports  from 
California  verify  the  above  statements  and  vin- 
dicate Doctor  Cogland’s  words  of  caution  of 
proceeding  slowly  on  this.  We  have,  conse- 
quently, done  our  best  to  leave  this  socialistic 
law  die  of  inertia. 

We  have,  still  confronting  us,  HR  4700  (the 
Forand  bill).  At  present  this  is  still  tied  up  in 
committee  in  congress.  We  pray  that  it  never 
gets  out  of  committee. 

I wish  to  thank  all  committee  and  subcom- 
mittee members  and  chairmen  for  their  efforts 
throughout  the  past  year.  The  membership  at 
large  also,  for  their  tolerance  and  understanding 
of  our  efforts.  I trust  that  all  remember  that  it 
is  frequently  wise  not  to  be  too  hastily  active 
on  new  measures  — i.e.,  repeating  the  worn,  but 
so  completely  true  — “Fools  jump  in  — etc.,  etc.” 
Respectfully  submitted, 

FRANK  W.  EDEL,  M.D., 
Chairman, 
Medical  Economics  Committee 


1958-59  ANNUAL  REPORT  OF  THE 
MEDICARE  COMMITTEE: 

I T COSTS  a tremendous  amount  of  money  to 
train  a modern  military  technician,  and  the 
armed  services  soon  found  that  most  of  this 
investment  was  benefiting  private  industry  when 
the  enlisted  man  refused  to  sign  up  for  another 
hitch.  In  investigating  the  causes  for  dissatisfac- 
tion, it  was  found  that  insufficient  fringe  bene- 
fits existed  to  compensate  for  the  shrinkage  in 
the  purchasing  power  of  the  pay  envelope.  Medi- 
cal care  existed  as  a fringe  benefit  only  if  the 
installation  commander  concluded  he  had  the 
facilities,  and  then  there  seemed  to  be  no  great 
and  burning  desire  on  the  part  of  numerous 
drafted  and  disgruntled  young  medics  to  com- 
pete with  their  professional  comrades-in-arms  in 
rendering  the  most  prompt  and  personal  service. 


A sergeant’s  wife  might  wait  for  hours  in  a cold 
and  drafty  hall  for  a routine  pre-partum  check 
to  find  that  five  o’clock  had  arrived  and  she 
should  return  tomorrow.  Since  salary  was  in- 
dependent of  desire  or  ability  to  please,  this 
was  indeed  a socialistic  form  of  captive  patient 
(and  doctor  too,  in  the  case  of  the  drafted  or 
draft-threatened  “volunteer”  doctor).  The  ser- 
geant’s wife  had  no  assurance  that  the  doctor 
who  saw  her  pre-partum  would  be  in  attendance 
at  her  delivery  or  that  he  had  any  special  skill 
or  interest  in  obstetrics  for  that  matter. 

The  consequences  of  these  and  other  situa- 
tions resolved  the  congress  to  increase  fringe 
benefits,  and  since  private  medical  care  for  de- 
pendents seemed  to  be  an  important  feature  in 
influencing  re-enlistments,  the  Medicare  pro- 
gram was  enacted  and  became  the  law  of  the 
land  in  short  order  and  without  conferring  with 
national  medical  leaders.  The  original  program 
reminds  us  of  the  song,  “C’mon-a-my  house,  I’m- 
a-gonna  geeve-a-you  every  a-theeng!”  The 
trouble  was  that  no  one  knew  what  “every-a- 
theeng”  was  going  to  cost,  especially  when  the 
defense  department  had  to  negotiate  fee  sched- 
ules for  each  and  every  state  and  territory.  The  ] 
theory  behind  this  was  that  an  M.D.  in  Phila- 
delphia, for  example,  who  had  a neighborhood 
practice  and  office  in  his  home  might  have  a 
lower  overhead  than  a doctor  in  Arizona  who  bv 

J 

custom,  offices  in  a medical  building,  and  there- 
fore requires  higher  fees. 

Those  of  us  who  negotiated  the  fee  schedule 
in  Washington  had  very  little  time  to  work  on 
it  before  presenting  our  case  to  the  defense 
department  team,  and  were  in  the  unenviable 
position  of  dickering  for  something  we  really 
weren’t  sure  we  wanted.  To  refuse  to  co-operate 
with  the  law  of  the  land  smacked  of  un-Ameri- 
canism,  especially  when  we  had  been  complain- 
ing that  drafting  doctors  to  take  care  of  civilians 
was  socialized  medicine.  To  insist  that  this  pro- 
gram was  likewise  socialized  medicine  had  us 
talking  out  of  both  sides  of  our  mouths;  we 
didn’t  like  it  when  the  military  took  care  of 
civilians,  and  we  didn’t  like  it  when  civilians 
took  care  of  civilians  under  military  auspices. 

As  a matter  of  fact,  we  didn’t  like  anything  until 
we  negotiated  a good  fee  schedule. 

The  importance  of  this  fee  schedule  was  not 
to  be  underestimated,  because  whether  we 
wanted  to  take  care  of  enlisted  men’s  dependents 
on  a basic  service  schedule  or  not,  this  fee  sched- 
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ule  would  be  used  as  a precedent  and  a unity 
basis  for  every  other  program  to  be  forthcoming, 
both  governmental  and  private.  We  had  some 
reason  to  believe  that  this  was  only  the  be- 
ginning of  this  sort  of  thing,  and  still  believe  it, 
although  not  happily. 

The  fee  schedule  agreed  upon  was  supposed 
to  be  a maximum  fee  schedule,  the  doctor  was 
to  bill  his  usual  fee  in  cases  where  his  usual  fee 
was  less,  but  this  was  like  handing  Uncle  Lush- 
well  a martini  and  saying,  “Only  the  olive,  mind 
you!’'  The  schedule  was  actually  a generous  one, 
the  best  of  any  state,  topping  California  by  10 
cents  a unit.  Some  of  our  members  took  a look 
at  the  schedule  and  concluded  the  millenium 
had  arrived  and  that  they  had  been  handed  a 
carte-blanche  to  recover  their  taxes  and  then 
some.  In  co-operation  with  their  partners  they 
consulted  with  each  other  on  every  case.  They 
gave  anesthestics  for  each  others’  T&As  and 
then  consulted  to  determine  if  the  youngster 
could  stand  the  anesthetic.  Some  did  their  own 
Pap  smears  and  X-ray  work  or  in  co-operation 
with  an  associate,  did  routine  pre-  and  post- 
partum cervical  smears,  routine  X-ray  pelvimetry 
on  all  pergnancies.  Some  had  relations  in  the 
drug  business  and  the  high-powered  prenatal 
vitamins  and  minerals  prescribed  boosted  the 
cost  of  a pregnancy  by  another  “C”  note.  We 
were  likewise  amazed  to  discover  that  nearly 
every  dependent  in  these  hands  had  a baker’s 
dozen  of  unsightly  large  lesions  on  their  visage 
which  required  extensive  removal  and  delicate 
plastic  repair.  As  time  went  on,  these  various 
cases  presented  more  and  more  special  problems 
which  necessitated  billing  an  additional  amount 
for  “special  consideration.’’  This  reminded  me 
of  during  the  war  when  going  through  Reims 
after  the  Germans  left,  one  could  buy  a liter 
of  champagne  for  the  equivalent  of  35  cents 
American  money.  Going  through  on  the  way 
home,  the  newest  vintage  cost  $6.50. 

One  Arizona  doctor  made  $50,000  in  one 
year  from  Medicare  cases  alone.  We  had  one 
instance  in  which  a surgeon  billed  his  regular 
fee  for  an  infant  with  bilateral  herniae  and 
hydrocele  instead  of  the  greater  amount  avail- 
able. It  is  my  understanding  that  this  doctor’s 
therapist  has  bespoken  a grave  prognosis. 

The  adjudication  committee  tramped  hard  on 
a few  of  our  colleagues,  but  in  other  states  the 
“let’s  all  get  our  feet  in  the  trough”  tactics  sent 
the  cost  of  the  program  spiraling.  Congress  took 


a horrified  look  at  the  bill,  called  in  a few 
ancient  admirals  and  generals  for  advice,  the 
same  ones  who  will  soon  become  joint  commis- 
sion inspectors,  and  decided  they  hadn’t  intended 
the  benefits  to  be  so  un-fringe  like,  and  promptly 
called  a halt  to  the  all-inclusive  aspects  of  the 
program.  This  was  poor  psychology  because  no 
one  likes  an  “Indian  giver!”  To  offer  and  provide 
these  benefits  and  then  decide  it  costs  too  much 
and  limit  the  services,  is  a bad  morale  builder. 
So  in  effect,  congress  did  a worse  job  of  what 
they  started  out  to  do  than  if  they  had  left  the 
whole  thing  alone.  Such  penuriousness  in  the 
face  of  millions  to  Tito  doesn’t  sit  well  with 
doctors  or  enlisted  personnel,  but  this  is  not 
germane  to  this  discussion. 

Since  the  change,  we  haven’t  had  a single 
case  to  adjudicate.  We  aren’t  seeing  many  Medi- 
care patients,  either.  In  keeping  with  the  econ- 
omy mandate,  the  services  are  now  flying  their 
dependents  to  California  or  Texas  for  care  in 
military  hospitals.  The  cost  of  transportation 
comes  out  of  another  fund,  but  they  always  man- 
age to  dip  into  the  same  pocket. 

Feel  that  hand  in  YOUR  jeans? 

Respectfully  submitted, 

PAUL  B.  JARRETT,  M.D., 
Chairman, 
Medicare  Committee 


1958-59  ANNUAL  REPORT  OF  THE  FEE 
AND  CONTRACTUAL  MEDICINE 
COMMITTEE: 

T 

1 HE  FEE  and  contractual  medicine  committee 
has  met  on  two  occasions,  in  September  and 
December  of  1958.  We  are  currently  planning 
to  meet  with  the  Arizona  Industrial  Commission 
sometime  in  February  1959. 

The  first  meeting  of  the  committee  was  to 
invite  various  specialty  groups  to  comment  upon 
their  fee  schedule  and  our  attempts  to  negotiate 
with  the  industrial  commission.  They  were  in- 
vited at  this  time  to  air  their  complaints  about 
the  present  temporary  fee  schedule  in  hope  that 
these  might  be  remedied  at  future  meetings  with 
the  industrial  committee.  At  this  same  meeting, 
these  various  specialty  groups  were  requested 
to  prepare  a cost  analysis  of  their  own  practice 
so  that  slides  might  be  prepared  to  present  to 
the  industrial  commission  highlighting  the  in- 
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crease  of  cost  for  practicing  medicine  and  help 
establish,  on  this  basis,  a need  for  a sharp  in- 
crease of  our  fee  schedules  to  be  realized  from 
the  industrial  commission. 

The  following  doctors  from  their  different 
groups  attended  this  meeting:  John  Cogland, 
Arizona  Society  of  Internal  Medicine;  Carlos  C. 
Craig,  Arizona  Academy  of  General  Practice; 
R.  Lee  Foster,  Arizona  Society  of  Radiology; 
Fred  H.  Landeen,  Arizona  State  Society  of  An- 
esthesiology; Morris  E.  Stern,  Arizona  Society 
of  Anesthesiology;  Donald  McNary,  Arizona  So- 
ciety of  Dermatology;  Dermont  Melick,  Arizona 
Society  of  Chest  Physicians;  Mahlon  D.  Prickett, 
Anesthesiology,  Kenneth  Rew,  Psychiatry;  Lore! 
A.  Stapley,  Arizona  Society  of  Pathology;  Robert 
H.  Stevens,  Arizona  Society  of  Allergy;  Laddie 
Stolfa,  Urology. 

The  second  meeting  held  Dec.  14,  was  used 
to  review  the  reports  that  we  have  had  from 
various  medical  groups  to  prepare  slides  and 
information  for  the  industrial  commission  meet- 
ing. At  this  meeting  we  also  decided  that  in 
some  fashion  the  industrial  commission  should 
be  shouldered  with  the  burden  of  raising  the 
fees  of  the  medical  society  if  they  require  an 
extension  of  the  study  period  to  establish  proper 
fee  schedules.  We  have  had  suggestions  that 
they  will  not  be  prepared  in  our  February  meet- 
ing. At  this  meeting  also  it  was  decided  that 
we  should  insist  in  our  bargaining  with  the  in- 
dustrial commission  that  our  fee  schedules  with 
them  be  on  the  same  basis  as  the  Medicare  fee 
schedule  program.  Another  suggestion  which  has 
merit  and  which  has  been  discussed  informally 
with  the  committee  members  is  that  the  indus- 
trial commission  be  advised,  if  we  are  unsuc- 
cessful in  our  negotiations  with  them  in  Febru- 
ary, that  the  present  fee  schedule  is  no  longer 
in  existence  and  that  all  of  the  members  of  the 
medical  profession  in  Arizona  will  be  advised 
to  bill  the  industrial  commission  on  their  usual 
fee  basis.  The  medical  profession  in  the  state  of 
New  York  took  this  step  last  year.  This  approach 
would  force  the  industrial  commission  to  bestir 
themselves  and  stop  what  is  felt  to  be  a delayed 
tactics  maneuver  in  which  the  past  year  and 
one-half  they  have  failed  to  come  to  a satis- 
factory agreement  with  the  medical  profession. 
Furthermore,  this  is  in  no  sense  a strike  against 
the  industrial  commission,  and  we  are  not  re- 
fusing to  take  care  of  their  patients.  All  in  all, 
I think  this  approach  is  the  proper  one  if  the 


council  and  the  medical  profession  will  agree. 

At  this  same  meeting,  the  committee  inter- 
viewed Mr.  Edward  T.  Price  who  is  negotiating 
to  establish  some  sort  of  fee  schedule  for  the 
builders  union  group  in  the  State  of  Arizona. 
We  urged  Mr.  Price  to  contact  the  Arizona  Blue 
Cross  and  Blue  Shield  program  to  see  if  this 
wouldn’t  meet  his  needs  and  objectives.  We  1 
advised  him  further  that  we  are  unable  to  make 
a committment  for  the  state  group  and  that 
this  can  be  done  only  by  council. 

Finally,  at  this  meeting  various  medical  care 
plans  and  their  negotiations  were  discussed.  ! 
Despite  the  medical  profession  objecting  to  third 
party  medical  care,  it  seems  that  we  are  already 
doing  this.  We  are  doing  it  with  the  industrial 
commission,  with  Medicare,  and  with  our  own 
Blue  Cross  and  Blue  Shield  group.  It  seems 
that  we  are  going  to  be  forced  into  some  such 
approach  in  the  future  and  this  is  another  policy 
decision  that  must  be  made  by  the  council. 

The  Pima  County  Medical  Society  requested 
our  impression  regarding  the  plan  that  they 
have  proposed  to  insure  a large  industrial  firm 
in  which  90  per  cent  of  the  employes  and  de- 
pendents will  be  covered,  and  there  will  be  a 
deductible  amount  of  $100.  The  fee  schedule 
being  considered  was  the  California  Medical 
Association  relative  value  schedule  with  a con- 
version factor  of  five.  It  was  felt  by  the  com- 
mittee members  present  at  this  last  meeting 
that  this  was  a favorable  fee  schedule  and,  if 
agreeable  by  council,  should  be  adopted. 

Another  program  that  might  be  reviewed  by 
the  council  is  the  Long  Beach  physician  health 
plan  fee  schedule.  This  is  the  California  fee 
schedule  with  the  addition  of  a cost-of-living 
index  to  control  the  future  fee  schedules.  In  a 
letter  from  the  Los  Angeles  County  Medical 
Society  executive  secretary  “we  tied  this  schedule 
in  with  the  consumers  cost-of-living  index  with 
the  Long  Beaeh-Los  Angeles  area,  using  Janu- 
ary 1957  as  a basis.  The  index  at  that  time  was 
119.6.  It  has  now  risen  5 per  cent  and  our  fees 
have  been  adjusted  upwards  5 per  cent  over 
the  enclosed  schedule  effective  Jan.  1,  1959. 
Once  yearly  in  the  future  the  consumer  cost-of- 
living  will  re  reviewed  and  fees  will  be  adjusted 
either  upward  or  downward  to  the  next  5 per 
cent.  When  adjustments  are  made,  they  will  not 
apply  during  the  term  of  a contract  in  force  on 
that  date,  but  will  apply  to  all  extensions  of  pre- 
vious contracts  and  all  new  contracts.  Eight)- 
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five  hundred  people  are  covered  under  this  plan 
and  an  additional  10,000  will  be  covered  in  the 
next  60  days.  This  method  of  attaching  the  fee 
to  the  consumer  cost-of-living  index  has  met  a 
completely  favorable  response  from  the  general 
public,  management,  union,  and  the  physician 
members  of  the  plan.  Our  plan  is  open  to  all 
members  of  the  medical  association.  We  have  a 
nine-man  governing  board  composed  of  phy- 
sician members  elected  by  the  entire  physicians' 
membership.” 

Respectfully  submitted, 

H.W.  CALDWELL,  M.D., 
Chairman, 

Fee  and  Contractual  Medicine  Committee 


1958-59  SUPPLEMENTAL  ANNUAL 
REPORT  OF  THE  FEE  AND 
CONTRACTUAL  MEDICINE  COMMITTEE: 

T 

I HIS  IS  a supplementary  report  of  the  fee  and 
contractual  medicine  committee  after  their  most 
recent  meeting  with  the  industrial  commission. 

The  industrial  commission  presented  their 
figures  which  indicate  that  their  costs  for  medi- 
cal procedures  have  steadily  climbed  since  Sep- 
tember starting  out  at  19  per  cent  and  finally 
in  mid-December  being  31  per  cent  greater  than 
previously  paid  for  procedures.  They  are  unable 
to  state  when  they  feel  that  this  percentage 
climb  will  level  out,  but  would  anticipate  that 
it  would  level  out  at  about  35  per  cent  and  hope 
that  it  will  stabilize  at  this  level  in  two  or  three 
months.  They  will  plan  to  advise  us  with  the  lat- 
est figures  before  the  next  state  medical  meeting. 
In  the  course  of  their  presentation,  they  again 
pointed  out  that  the  fees  the  doctors  receive  un- 
der the  existing  plan  allows  them  a 35  per  cent 
increase  over  the  1953  rate.  That  is,  the  industrial 
commission  pays  the  physicians  of  the  state  35 
per  cent  more  than  they  paid  them  in  1953.  They 
know  and  recognize  that  certain  fee  schedules, 
such  as  the  anesthetists,  have  been  actually  lower 
under  the  present  schedules.  When  they  have 
completed  their  studies  with  their  IBM  machines, 
they  should  be  able  to  inform  us  what  the  fee 
schedule,  using  the  500  factor  will  do  to  their 
medical  costs.  In  the  course  of  their  arguments, 
the  industrial  commission  points  out  that  the 
1953  schedule  was  agreed  to  by  the  profession 
as  being  adequate  and  they  are  reluctant  to 
raise  our  fee  schedules  more  than  35  per  cent 


above  this  level.  They  also  point  out  that  studies 
of  fee  schedules  in  surrounding  states  have  re- 
vealed that  Arizona  physicians  are  paid  very 
favorably  in  comparison  to  other  states. 

We  advised  the  industrial  commission  that 
New  York  State  physicians  had  set  a precedent 
by  charging  the  industrial  commission  their  usual 
fee  schedules  and  with  this  method  had  been 
able  to  persuade  the  industrial  commission  in 
New  York  to  come  to  a more  justified  fee  sched- 
ule. We  advised  them  that  many  members  of 
our  society  had  suggested  that  we  follow  this 
precedent.  We  advised  them  that  this  bargaining 
had  been  prolonged  over  a long  period  of  time 
and  that  the  medical  profession  had  been  most 
patient  and  had  borne  the  brunt  of  this  delay 
from  an  economic  standpoint.  We  also  advised 
them  that  many  of  the  specialty  groups  would 
not  be  satisfied  with  the  present  fee  schedule 
and  would  be  coming  to  them  as  groups  to  seek 
raises  in  their  fee  schedule.  When  they  inquired 
of  us  as  to  what  we  thought  would  be  an  ade- 
quate fee  schedule,  we  advised  them  that  the 
500  factor  is  what  we  consider  an  adequate  fee 
schedule. 

Other  orders  of  business  at  the  meeting  in- 
cluded a letter  to  Doctor  Fisher  at  the  veterans 
hospital  advising  him  that  the  Medicare  fee 
schedule  would  be  considered  adequate  for  the 
out-patient  care  of  veterans  in  this  area.  We  re- 
jected the  fee  schedule  proposed  by  the  veterans’ 
administration. 

Doctor  Francis  M.  Finlay  volunteered  to  rep- 
resent this  state  in  a study  of  the  relative  fee 
schedule  program  to  be  held  in  San  Francisco 
in  the  near  future. 

Respectfully  submitted, 

HAYES  W.  CALDWELL,  M.D., 

Chairman , 

Fee  and  Contract-ural  Medicine  Committee 


1958-59  ANNUAL  REPORT  OF  THE 
AD  HOC  COMMITTEE  ON 
POISONING  CONTROL: 

T HREE  meetings  of  the  ad  hoc  committee  have 
been  held  in  conjunction  with  faculty  members 
of  the  College  of  Pharmacy  of  the  Univcrsitv 
of  Arizona,  in  May  1958,  September  1958,  and 
January  1959,  with  another  one  planned  during 
the  annual  meeting  of  The  Arizona  Medical 
Association,  Inc.,  in  Chandler. 
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The  committee  recommended  that  Doctor 
Albert  L.  Picchioni  of  the  College  of  Pharmacy, 
be  made  director  of  the  Arizona  poison  control 
program.  This  recommendation  has  received 
the  approval  of  council. 

Doctor  Frederick  Beckert  joined  the  commit- 
tee in  place  of  Doctor  Paul  Jarrett. 

Eighteen  Poison  Control  Treatment  Centers 
have  been  activated  in  hospitals  throughout  the 
state  and  are  receiving  information  service  from 
the  Poison  Control  Information  Center.  A letter 
has  been  sent  to  all  the  treatment  centers  asking 
that  a member  of  the  hospital  staff  be  appointed 
as  supervisor  in  order  that  the  proper  functioning 
of  the  center  may  be  maintained.  To  date  only 
three  hospitals  have  replied. 

There  is  still  difficulty  in  obtaining  satisfactory 
reports  from  poisoning  cases.  Where  the  attend- 
ing physician  or  resident  has  filled  in  the  forms, 
the  information  is  of  far  more  value  than  when 
it  has  been  done  by  a record  room  clerk.  The 
committee  inserted  a notice  in  the  Pima  County 
Medical  Association  monthly  news  letter  asking 
for  the  co-operation  of  the  practicing  physician 
in  filling  out  these  forms. 

The  College  of  Pharmacy  is  available  at  all 
times  to  give  help  on  poison  information.  During 
university  hours,  call  MAin  4-8181  Extension  661. 
After  hours,  or  on  weekends  and  holidays,  a 
member  of  the  faculty  of  the  College  of  Phar- 
macy may  be  reached  by  phone  at  one  of  the 
numbers  below:  Doctor  Picchioni,  MAin  4-6457; 
Doctor  Chin,  EAst  6-2600;  Doctor  Brewer, 
AXtel  8-2473. 

An  exhibit  is  being  planned  for  the  annual 
meeting  of  The  Arizona  Medical  Association  in 
April  if  sufficient  funds  are  available. 

The  committee  viewed  a film,  “One  Day’s 
Poison,”  and  recommended  it  for  showing  to 
lay  groups.  This  film  may  be  borrowed  from  the 
state  health  department  by  contacting  Mr.  John 
Nelson,  health-education  division. 

Attached  to  this  report  is  a copy  of  the  annual 
report  of  the  Poisoning  Control  Information 
Center  giving  in  detail  their  activities  for  the 
year  1958. 

Respectfully  submitted, 

VIRGINIA  M.  COBB,  M.D., 
Chairman, 

Ad  Hoc  Committee  on  Poisoning  Control 


ARIZONA  POISONING  CONTROL 
INFORMATION  CENTER: 

College  of  Pharmacy, 

University  of  Arizona 
Annual  Report  of  Activities 
(Jan.  1,  1958  - Dec.  31,  1958) 

A.  Arizona  Poisoning  Control  Information  Files 
In  February  1958,  the  master  file  of  poison 
information  cards  was  competed.  Approximately 
1,500  of  these  5x8  information  cards  were  pre- 
pared by  members  of  the  Arizona  Medical  As- 
sociation’s poison  control  committee.  Another 
600  of  the  poison  information  cards  were  sup- 
plied by  the  National  Clearinghouse  for  Poison 
Control  Centers,  Washington,  D.  C.  These  in- 
formation cards  are  intended  to  supplement  the 
toxicological  information  presented  in  textbooks, 
such  as  the  popular  Gleason,  Gosselin,  and 
Hodge,  “Clinical  Toxicology  of  Commercial 
Products.” 

Through  the  use  of  a Thermofax  duplicating 
process,  18  sets  of  the  Arizona  Poison  Informa- 
tion Cards  were  prepared.  By  June  1958,  each 
of  the  18  Arizona  Hospital  Poisoning  Control 
Treatment  Centers  listed  below  were  supplied 
with  a set  of  the  files.  In  almost  every  case,  a 
representative  from  the  Arizona  Poisoning  Con- 
trol Information  Center  presented  the  files  to 
the  hospitals.  In  most  instances,  the  representa- 
tive met  with  the  administrator,  nurse-in-charge 
of  emergency  room,  and  the  chief  pharmacist  to 
explain  the  proper  use  and  maintenance  of  the 
files. 

Since  July  1958,  approximately  150  additional 
poison  information  cards  have  been  added  to 
each  of  the  files. 

Hospital  Poisoning  Control  Treatment  Centers 
in  Arizona  Receiinng  Poison  Information  Files 
Phelps  Dodge  Hospital,  Ajo;  Douglas  Hos- 
pital, Douglas;  Flagstaff  Hospital,  Flagstaff; 
Sage  Memorial  Hospital,  Ganado;  Grand  Can- 
yon Hospital,  Grand  Canyon;  Holbrook  Mu- 
nicipal Hospital,  Holbrook;  Mohave  General 
Hospital,  Kingman;  McNary  Hospital,  McNary; 
Maricopa  County  Hospital,  Phoenix;  Good 
Samaritan  Hospital,  Phoenix;  Memorial  Hospital, 
Phoenix;  St.  Joseph’s  Hospital,  Phoenix;  Pres- 
cott Community  Hospital,  Prescott;  Safford  Inn 
Hospital,  Safford;  Pima  County  General  Hos- 
pital, Tucson;  St.  Mary’s  Hospital,  Tucson;  Tuc- 
son Medical  Center,  Tucson;  Yuma  County  Gen- 
eral Hospital,  Yuma. 
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In  response  to 
innumerable  requests 
from  dermatologists 

Winthrop  Laboratories 
now  makes  available 


TRIQlir 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  IT'S  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  or» 
prescription  only. 

Write  for  TRIQUIN  booklet. 

Triquin,  Atabrine  (brand  of  quinacHne),  Aralen  (brand  of  chloro- 
quine),  and  Plaquenil  (brand  of  hydroxychloroquine),  trademark* 
reg.  U.  S.  Pat.  Off. 


Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

LABORATORIES  New  York  18,  N.  Y. 


452 


Arizona  \ I edicine 


June,  1959 


B.  Poison  Case  Reports 

Seven  hundred  and  forty-one  Arizona  poison- 
ing cases  were  reported  to  the  Arizona  Poisoning 
Control  Information  Center  during  the  year  1958. 
The  statistical  breakdown  of  these  cases  is  pre- 
sented below.  Case  reports  were  received  from 
16  of  the  Arizona  Hospital  Poisoning  Control 
Treatment  Centers,  with  the  majority  of  cases 
being  reported  from  the  Phoenix  and  Tucson 
centers.  No  reports  have  as  yet  been  received 
from  the  Yuma  Poisoning  Control  Treatment 
Center,  or  from  the  center  located  in  St.  Joseph’s 
Hospital,  Phoenix. 

In  most  cases,  the  poison  case  reports  have 
been  completed  by  the  medical  records  depart- 
ment of  the  hospital.  For  the  most  part,  these 
reports  have  not  been  entirely  satisfactory,  since 
in  'many  instances  they  are  incomplete. 

In  approximately  five  of  the  hospital  treat- 
ment centers,  the  physician  treating  the  poison 
cases  completes  the  report  form.  These  reports 
have  been  excellent.  It  is  hoped  that  more  of 
the  treatment  centers  will  follow  this  example. 

(SEE  ADDENDUM  FOR  STATISTICS  OF  POISON  CASES.) 

C.  Participation  of  the  Arizona  Poisoning 
Control  Information  Center  in  Poison 
Control  Programs 

( 1 ) Fifteen  poison  control  talks  were  pre- 
sented to  PTA  groups,  service  clubs,  and  church 
organizations.  The  theme  of  these  presentations 
was  “prevention  of  accidental  poisoning.”  Par- 
ticipants in  these  programs  were:  Willis  R. 
Brewer,  Ph.D.;  Albert  L.  Picchioni,  Ph.D.;  Joseph 
A.  Zapotocky,  Ph.D.;  Jack  R.  Cole,  Ph.D.;  and 
Loyd  E.  Burton,  M.S. 

(2)  A poison  control  skit  was  presented  at 
the  Tucson  YWCA  on  Dec.  4,  1958,  and  was 
open  to  the  public.  The  skit  depicted  the  opera- 
tion of  a poison  control  center  in  the  treatment 
of  an  accidental  poisoning  case.  Members  of 
the  skit  were:  Marguerite  S.  Williams,  M.D.; 
Willis  R.  Brewer,  Ph.D.;  Albert  L.  Picchioni, 
Ph.D.;  Mrs.  Frederick  Hirsch;  Mrs.  Grace  Schell, 
and  members  of  the  Tucson  Women’s  Club. 

(3)  A 10-minute  television  program  was  pre- 
sented July  18,  1958,  over  Channel  4,  KVOA, 
Tucson.  The  program  concerned  the  operation 
of  the  Arizona  Poisoning  Control  network. 
Speaker  was  Albert  L.  Picchioni,  Ph.D. 

(4)  State  and  national  poison  control  pro- 
grams: 

(a)  Arizona  Medical  Association's  commit- 
tee on  poison  control  presented  a report  on 


Arizona  poison  control  at  the  Arizona  Medical 
Association  convention,  Chandler,  Ariz.,  May 
2,  1958.  Participants  were  Virginia  M.  Cobb, 
M.D.,  and  Willis  R.  Brewer,  Ph.D. 

(b)  Arizona  Pharmaceutical  Association 
convention  program,  held  in  Phoenix,  April  12, 
1958.  Report  on  progress  of  Arizona  poisoning 
control  by  Willis  R.  Brewer,  Ph.D.,  and  Albert 
L.  Picchioni,  Ph.D. 

(c)  Panel  discussion  on  poison  control  cen- 
ters held  at  the  Los  Angeles  meeting  of  the 
American  Society  of  Hospital  Pharmacists, 
April  23,  1958.  Panel  was  moderated  by  Henry 
L.  Verhulst,  assistant  director  of  the  National 
Clearinghouse  for  Poison  Control  Centers. 
Albert  L.  Picchioni,  Ph.D.,  representing  the 
Arizona  Poisoning  Control  Information  Center, 
was  a panelist. 

(5)  Arizona  State  Health  Department  meet- 
ing: 

Three  representatives  from  the  Arizona 
Poisoning  Control  Information  Center,  namely 
Willis  R.  Brewer,  Ph.D.,  Albert  L.  Picchioni, 
Ph.D.,  and  Lloyd  E.  Burton,  M.S.,  met  with 
12  officials  of  the  Arizona  State  Health  De- 
partment on  Dec.  4,  1958.  The  matter  of  re- 
porting accidental  poisoning  cases  to  the  Ari- 
zona Poisoning  Control  Information  Center 
was  discussed.  An  important  outcome  stem- 
ming from  this  meeting  is  a proposal  for  legis- 
lation which  would  make  poisoning  cases  re- 
portable to  the  state  department  of  health. 
This  has  been  submitted  for  action  to  the 
present  legislature  in  session. 

D.  Arizona  Poisoning  Control  Information 
Center  News  Bulletin 

The  Arizona  Poisoning  Control  Information 
Center  News  Bulletin  is  published  monthly.  It  is 
intended  primarily  to  furnish  the  Arizona  Hos- 
pital Poisoning  Control  Treatment  Centers  with 
current  toxicological  information,  and  statistics 
on  poisoning  incidents  occurring  in  Arizona.  The 
News  Bulletin  is  published  in  the  journals,  Ari- 
zona Medicine  and  Arizona  Pharmacist.  Through 
the  University  of  Arizona  news  bureau,  the  News 
Bulletin  is  made  available  tq  every  Arizona 
newspaper,  radio  and  TV  station. 

E.  Miscellaneous 

Albert  L.  Picchioni,  Ph.D.,  consultant  to  the 
Arizona  Medical  Association’s  poison  control 
edmmittee,  was  appointed  to  the  national  com- 
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mittee,  “Publications  and  Technical  Informa- 
tion” of  the  American  Association  of  Poison  Con- 
trol Centers. 

ALBERT  L.  PICCHIONI,  Ph.D., 
Consultant, 
Poison  Control  Committee, 
The  Arizona  Medical  Association,  Inc. 

ADDENDUM 


STATISTICS  OF  741  POISON  CASES 
FOR  THE  YEAR  JAN.  1, 1958-Dec.  31, 1958 

Age:  Per  Cent  Number 


Under  5 years  

.68.3 

506 

6 to  15  years  

. 5.2 

39 

16  to  30  years  

.10.4 

77 

31  to  45  years  

. 7.3 

54 

Over  45  years  

. 5.7 

42 

Not  reported  

. 3.1 

23 

Nature  of  Incident: 

Accidental  

.87.3 

647 

Intentional  

. 12.5 

93 

Not  reported  

. 0.2 

1 

Outcome: 

Recovery 

. .99.1 

734 

Fatal  

. 0.5 

4 

Outcome  unknown  

. 0.4 

3 

Time  of  Day: 

6 a.m.  and  noon  

.28,3 

210 

Noon  and  6 p.m 

. .36.0 

267 

6 p.m.  and  midnight 

.20.7 

153 

Midnight  and  6 p.m 

. 3.0 

22 

Not  reported  

. . 12.0 

89 

Causative  Agents: 

Aspirin  preparations  

. .26,5 

196 

Sedatives  (barbiturates, 

antihistimines, 

tranquilizers ) 

. .13.8 

102 

Other  medication  

. . 9.7 

72 

Solvents  (paint  thinner, 

kerosene,  gasoline, 

turpentine,  etc. ) 

. . 12.0 

89 

Inecticides  

. . 7.8 

58 

Household  cleaners  and 

bleaches  

. . 5.2 

39 

Ornamental  plants  (castor 

beans,  oleanders,  Bird  of 

Paradise,  etc.)  

. . 2,3 

17 

Cosmetics  

. . 0,5 

4 

Paints  

. . 0.4 

3 

Miscellaneous  household 

commodities  

. .21.6 

160 

Poison  unknown  

. . 0.2 

1 

1958-59  ANNUAL  REPORT  OF  THE 
INDUSTRIAL  RELATIONS  COMMITTEE: 

T HE  ARIZONA  Industrial  Relations  Committee 
has  met  the  first  Monday  of  every  month  from 
June  1958  and  will  conclude  its  last  meeting 
the  first  Monday  of  June  1959. 

At  the  June  organizational  meeting,  Doctor 

L.  L.  Tuveson  of  Phoenix,  Ariz.,  was  elected 
chairman  of  the  industrial  relations  committee. 
The  members  of  the  committee  were  Doctor 
Philip  G.  Derickson  of  Tucson,  Doctor  Francis 

M.  Findlay  of  San  Manuel,  Doctor  Frederick  W. 
Knight  of  Safford,  and  Doctor  Kenneth  G.  Rew 
of  Phoenix. 

The  committee  this  year  has  had  no  major 
problems  brought  before  it  by  the  industrial 
commission  or  by  the  Arizona  Medical  Associa- 
tion. In  the  past,  the  fee  schedule  has  been 
organized  by  the  Arizona  Industrial  Relations 
Committee  and  the  new  fee  schedule  was  in- 
stituted on  Aug.  1,  1958  which  was  to  be  an 
interim  fee  schedule  allowing  the  industrial 
commission  to  study  the  impact  of  the  increased 
fees  on  their  fund  at  which  time  additional 
negotiations  would  be  undertaken,  not  by  the 
industrial  relations  committee,  but  by  a new 
committee  organized  by  the  state  medical  associ- 
ation which  was  named  a committee  on  fees 
and  contractual  medicine. 

The  members  of  the  industrial  relations  com- 
mittee would  recommend  to  the  president  of 
the  Arizona  Medical  Association  and  the  councils 
that  the  industrial  relations  committee  should  be 
increased  to  six  members  and  would  recommend 
that  a neurosurgeon  be  added  to  the  consulting 
group. 

The  industrial  relations  committee  has  acted 
traditionally  as  the  medical  advisory  board  to 
the  industrial  commission,  and  the  work  load 
has  progressed  to  the  point  where  a neurosurgeon 
as  a member  of  the  board  to  examine  the  cases 
presented  before  the  committee  would  be  de- 
sirable. 

The  chairman  at  this  time  wishes  to  acknow- 
ledge the  co-operation  of  the  executive  secretary 
and  the  assistant  executive  secretary  of  the  Ari- 
zona Medical  Association,  Mr.  Robert  Carpenter 
and  Mr.  Paul  R.  Boykin,  in  their  response  to 
the  many  requests  that  the  chairman  has  made 
from  the  central  office.  The  chairman  wishes 
to  thank  the  other  members  of  the  industrial 
relations  committee  for  their  co-operation  in  at- 
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tending  the  meetings  of  the  committee  and  has 
valued  their  counsel  and  friendship. 

Respectfully  submitted, 

LEO  L.  TUVESON,  M.D., 
Chairman, 

Industrial  Relations  Committee 


TRANSFER  OF  PREPAID  MEDICAL 
SERVICES  FROM  BLUE  CROSS 
TO  BLUE  SHIELD: 

T HE  CHAIRMAN  reported  briefly  on  the  status 
of  request  of  the  Arizona  Society  of  Pathologists 
for  the  transfer  of  prepaid  medical  services  from 
Blue  Cross  to  Rlue  Shield. 

A summarization  of  Doctor  Schwartzmann’s 
report  on  this  subject  will  be  submitted  for  dis- 
cussion at  the  next  meeting. 

SUBCOMMITTEE  REPORTS: 

Aging 

The  executive  secretary  reported  on  a special 
meeting  he  attended,  called  by  the  AMA  Coun- 
cil on  Medical  Service  in  conjunction  with  the 
activities  of  the  AMA  Committee  on  Aging,  held 
in  Denver,  Colo.,  Thursday,  Feb.  19,  1959,  for 
the  purpose  of  outlining  a proposed  regional 
meeting  to  include  11  of  the  Western  states 
( Arizona,  California,  Colorado,  Idaho,  Montana, 
Nevada,  New  Mexico,  Oregon,  Utah,  Washing- 
ton and  Wyoming ) . This  is  to  be  a “pilot”  under- 
taking in  an  endeavor  to  bring  together  those 
individuals  and  agencies  especially  interested  in 
the  problem  of  aging,  or  as  more  recently  re- 
ferred to,  the  problem  of  our  “senior  citizens.” 
This  suggested  meeting  is  currently  planned 
for  Salt  Lake  City,  Utah,  on  May  8,  and  9,  1959. 

Considerable  discussion  was  held  on  the  sub- 
ject, it  being  recognized  that  it  is  the  desire  of 
AMA  to  have  all  the  constituent  state  associa- 
tions join  with  it  in  promoting  this  meeting  and 
issuing  invitations  to  any  and  all  civic,  fraternal, 
industrial,  labor,  professional  and  other  groups; 
however,  it  is  likewise  recognized  that  there  are 
many  implications  and  possible  involvements  in 
such  a venture.  It  is  also  recognized  that  this 
association  can  ill  afford  not  to  participate  in 
meetings  of  this  nature,  if  only  to  keep  abreast 
of  developments  and  informed  at  all  times  as 
to  what  is  going  on. 

It  was  determined  that  the  professional  board 
should  express  its  opinion  to  council  of  the  as- 
sociation i.e.,  that  it  should  not  invite  these 
groups  or  their  representatives  to  attend  the 


meeting,  but  rather  call  their  attention  to  the 
fact  that  the  meeting  is  being  scheduled,  and 
that  if  they  choose  to  be  represented,  they  will 
be  welcome;  and  that  the  association  should 
not  be  bound  as  a responsible  party  to  the  en- 
deavor, but  reserve  the  right  to  observe  the 
proceedings  and  result  thereof,  keeping  free  to 
make  its  own  decisions  and  establish  its  own 
position  pertaining  to  the  problem  at  a time 
of  its  own  choosing. 

It  was  moved,  seconded,  and  unanimously 
carried  that  the  professional  board  remommends 
to  council  that  Doctor  Jesse  D.  Hamer,  delegate 
to  the  AMA,  be  designated  representative  of 
this  organization  to  attend  the  scheduled  meet- 
ing in  Salt  Lake  City,  May  8-9,  1959;  further, 
that  the  professional  board  is  of  the  opinion 
that  we  (the  association)  should  continue  to 
take  part  in  these  meetings;  and  that  we  give 
notice  to  the  various  organizations  (of  which 
AMA  recommends  contact),  apprising  them  of 
the  meeting  in  Salt  Lake  City,  if  they  care  to 
attend. 

Crippled  Children 

Doctor  Fife  briefed  the  board  on  the  current 
status  of  a survey  of  crippled  children’s  facilities 
in  the  State  of  Arizona,  which  will  aid  in  de- 
termining how  the  activities  might  best  be  co- 
ordinated for  greater  coverage  of  these  services, 
indicating  a report  will  be  rendered  at  a later 
date. 

The  chairman  referred  certain  literature  re- 
ceived from  AMA,  dealing  with  the  problem  of 
rehabilitation,  to  Doctor  Fife,  determining  that 
this  phase  of  medicine  would  be  added  to  this 
subcommittee’s  scope  of  operation. 

Doctor  Semoff  raised  a question  as  to  whether 
or  not  it  might  be  wisdom  to  contact  all  the 
specialty  groups  in  Arizona,  requesting  each 
to  appoint  or  designate  a liaison  representative, 
so  that  the  individual  subcommittee  chairmen 
of  this  board  would  more  readily  obtain  through 
them  at  any  time  an  expression  of  attitude  of 
the  respective  group  on  any  given  subject. 

The  chairman  requested  the  executive  secre- 
tary to  write  each  of  these  societies,  informing 
them  of  the  increasing  number  of  problems  being 
presented  to  this  board  for  consideration,  advis- 
ing that  it  feels  the  need  for  liaison  with  each 
such  group  and  requesting  that  each  select  one, 
two  or  three  of  their  members  with  whom  our 
subcommittee  chairmen  may  confer. 
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Hard  of  Hearing 

Doctor  Kinkade  reported  on  the  program  of 
the  “hard  of  hearing”  conducted  within  the 
schools  in  the  state  advising  that  it  is  proceed- 
ing well  and  that  the  school  nurses  are  doing 
a commendable  job  in  this  regard.  Through  the 
aid  of  the  crippled  childrens  societies,  clinics 
have  been  set  up  for  all  school  children  in 
Douglas,  Nogales,  Flagstaff,  Phoenix,  and  Yuma. 

Doctor  Kinkade  also  reported  on  the  untimely 
demise  of  Lydia  Newton,  the  result  of  an  auto- 
mobile accident  about  a month  ago  in  San  Fran- 
cisco. Miss  Newton  had  been  sent  to  this  area 
by  the  National  Crippled  Children’s  Foundation, 
to  put  this  program  on  its  feet.  At  the  time  of 
her  demise,  she  was  regional  director  for  all 
the  Western  states.  Doctor  Kinkade  commented: 
“We  have  lost  a very  good  and  faithful  friend 
and  a great  worker.” 

The  report  on  hard  of  hearing  was  accepted. 

Hospital  and  Nursing  Problems 

Doctor  Ross,  in  his  absence  from  this  meeting, 
submitted  a written  summary  of  his  conclusions 
following  review  of  the  proceedings  of  the 
Western  Council  on  Higher  Education  for  Nurs- 
ing, March  1958,  on  the  subject:  “Nursing  Edu- 
cation” — Today  — Tomorrow  — The  Day  After 
That.  He  stated  that  it  is  an  attempt  to  chart 
the  course  of  what  the  general  public  probably 
considers  to  be  a new  profession,  though  some 
of  the  speakers  consider  that  nursing  might  still 
be  in  the  category  of  a vocation,  or  considered 
so  generally.  Mention  is  made  of  the  licensed 
practical  nurse  program  and  the  fact  that  the 
state  association  or  the  state  boards  of  licensure 
of  nursing  pretty  well  control  this.  A relatively 
new  program  which  is  classed  as  terminal,  a 
term  which  is  in  this  case  misleading,  is  that 
of  the  associates  in  arts  program  of  nursing  of 
the  California  junior  colleages.  Briefly,  as  a 
result  of  two  years  of  study  and  practical  work, 
this  work  controlled  by  the  junior  college,  the 
graduates  are  eligible  to  write  the  State  Board 
Test  Pool  for  licensure  as  a registered  nurse. 
The  next  program  in  nursing  is  the  baccalaureate 
program.  This  program  provides  for  the  first 
of  college  degrees  in  nursing.  Practically  50  of 
the  71  accepted  program  have  sufficiently  high 
accrediting  that  the  graduate  here  is  qualified 
for  beginning  positions  in  public  health.  There 
is  a graduate  program  following  the  baccalau- 
reate program.  The  speakers  feel  that  this  pro- 
gram is  in  its  infancy.  They  advise,  however, 


that  broad  expansion  and  extension  of  these 
specialty  training  accredited  programs  are  in- 
dicated and  they  will  be  of  the  greatest  advan- 
tage in  gaining  professional  acceptance.  Men- 
tion has  not  been  made  of  the  R.N.  program 
with  which  we  are  all  familiar.  These  programs 
differ,  in  the  main  they  are  a nursing  educa- 
tional program,  the  responsibility  of  the  indi- 
vidual hospital.  It  is  true  that  there  are  college 
level  and  collegiate  courses,  however,  and  in 
the  greatest  number  of  these  programs,  there 
is  college  credit  which  can  be  used  toward  the 
baccalaureate  program.  Your  attention  is  called 
here  also  to  the  development  of  the  terminal 
program  in  California,  the  associate  in  arts  pro- 
gram of  the  California  junior  colleges,  and  the 
fact  that  these  young  women  accomplish  their 
R.  N.  by  graduating  from  this  course.  This  pretty 
well  shows  the  preparation  required  of  nurses 
today,  nursing  tomorrow  and  the  day  after  that, 
is  pretty  speculative,  as  at  one  place  in  this 
report  the  duty  of  the  nurses  is  defined  as  that 
of  performing  for  a sick  person  that  that  he 
would  do  for  himself  if  he  were  well,  and  many 
of  the  speakers  feel  that  with  the  development, 
the  duty  of  the  nurse  probably  will  be  more 
that  toward  the  community  rather  than  the 
individual. 

Doctor  Ross  further  advises,  in  written  report, 
as  relates  to  Doctor  Salsbury’s  report  of  an  in- 
spection of  North  Mountain  Hospital,  brought 
before  this  board  at  its  meeting  held  Aug.  10, 
1958,  that  the  board’s  offer  to  designate  surgeons 
as  a part  of  Doctor  Salsbury’s  inspection  team 
has  not  been  replied  to.  It  is  presumed  that  the 
findings  of  that  team,  should  it  be  developed  by 
Doctor  Salsbury,  would  be  presented  to  the  state 
board  of  medical  examiners. 

Doctor  Salsbury  stated:  “We’ll  request  it.” 

The  report  on  hospital  and  nursing  problems 
was  accepted. 

Maternal  and  Child  Health 

Doctor  Semoff  reported  on  the  polio  program 
in  co-operation  with  the  Arizona  Society  of  Pedi- 
atrics and  the  AMA.  It  has  been  determined  to 
initiate  a drive  to  make  all  families  aware  of 
the  recommendation  that  they  all  have  three 
injections  of  polio  vaccine,  and  that  all  county 
medical  societies  meet  with  the  local  health  de- 
partment creating  study  groups  to  survey  the 
polio  immunization  problems  and  work  out  a 
program  to  solve  them. 
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Doctor  Semoff  recommended  that  this  board 
recommended  to  council  that  we  proceed  along 
the  lines  of  recommendations  of  the  house  of 
delegates  of  the  AM  A stating:  “I  think  three 
phases  are  necessary.  The  first  phase  should 
involve  all  pre-school  age  children;  then  the 
children  in  school  of  all  ages;  then,  particularly 
pointing  out,  that  those  adults  under  age  40  are 
still  in  a highly  susceptible  group;  and  then, 
asking  everybody,  regardless  of  age,  to  get  the 
three  shots  because  there  is  still  plenty  of  vaccine 
available.  The  matter  of  the  fourth  polio  shot 
must  be  mentioned  because  of  the  publicity 
it  has  had.  I would  recommend  also  that  we 
co-operate  completely  with  publicity  informing 
all  individuals  of  the  polio  inoculation  program, 
especially  those  who  have  not  been  inoculated, 
placing  the  pressure  on  the  county  societies 
to  implement  such  publicity  rather  than  from 
the  state  level. 

It  was  reported  that  a bill  introduced  in  the 
state  legislature  prohibiting  the  sale  of  raw  milk 
in  Arizona  was  apparently  defeated  in  com- 
mittee. 

Doctor  Semoff  reported  that  a state-wide  con- 
vention of  the  Arizona  League  for  Nursing  was 
scheduled  to  be  held  in  the  Hi- Way  House, 
Phoenix,  on  April  3 and  4,  the  theme  to  be:  “Ari- 
zona’s Maternal  and  Child  Health  Problem.”  He 
indicated  that  he  planned  to  be  present  during 
the  meeting,  representing  this  association. 

It  was  moved,  seconded,  and  unanimously 
carried  that  we  accept  Doctor  Semoff’s  resolu- 
tion to  the  council  referrable  to  the  revitaliza- 
tion of  the  polio  inoculation  program  with  re- 
education and  publicity  on  it. 

Mental  Diseases 

Doctor  Gregory  reported  that  in  December 
1958,  Joel  B.  Jepson,  of  the  mental  health  edu- 
cation unit  of  Smith,  Kline  and  French  labora- 
tories, directed  a letter  to  the  association  in- 
quiring as  to  whether  or  not  there  were  any 
available  seminars  or  programs  in  Arizona  where 
a general  practitioner  or  other  specialists  could 
get  training  in  psychiatry. 

Doctor  Gregory  advised  that  the  matter  of 
post-graduate  study  in  psychiatry  for  the  general 
practitioner  was  one  of  the  specific  areas  of 
discussion  which  was  taken  up  at  the  Fifth 
Annual  Conference  of  Mental  Health  Repre- 
sentatives, held  in  Chicago,  Nov.  21  and  22, 
1958.  A few  conclusions  were  reached  which 
were: 


1.  One  of  the  main  purposes  of  the  Council 
on  Mental  Health  of  the  American  Medical  As- 
sociation is  education  in  mental  health  of  the 
medical  profession  in  the  broadest  sense  of  that 
word.  It  was  felt  that  perhaps,  at  a future  con- 
ference, discussion  might  be  devoted  to  the 
single  topic  of  how  such  information  might  best 
be  disseminated  by  state  medical  association  rep- 
resentatives. 

2.  It  was  generally  agreed  that  lectures  are  a 
poor  way  of  post-graduate  teaching,  and  it  was 
generally  agreed  that  clinical  demonstration, 
coupled  with  case  study  groups  would  probably 
be  the  most  effective. 

3.  The  need  for  education  of  the  general  prac- 
titioner in  psychiatric  thinking  was  also  pointed 
up  as  a resultant  of  the  fact  that  geographical 
distribution  of  psychiatrists  finds  them,  for  the 
most  part,  grouped  in  three  broad  areas,  the 
two  coasts  and  the  Midwest. 

Doctor  Raymond  Feldman,  of  Bethesda,  Md., 
pointed  out  that  there  are  grants  from  the  Na- 
tional Institute  of  Mental  Health,  specifically 
ear-marked  for  the  training  of  physicians  en- 
gaged in  the  practice  of  medicine  in  fields  other 
than  psychiatry.  This  program  has  two  purposes. 
One  of  these  is  to  provide  postgraduate  training 
in  psychiatry  for  physicians  who  actually  remain 
in  their  pre-training  specialty  or  general  prac- 
tice. This  would  include  general  practitioners, 
internists,  pediatricians  and  the  like.  The  other 
purpose  of  the  program  is  to  provide  financial 
support  on  an  adequate  level  for  post-graduate 
training  for  physicians  in  practice  who  wish  to 
become  psychiatrists.  In  this  area  there  are  avail- 
able stipends  up  to  a maximum  of  $12,000  per 
year. 

As  for  Arizona,  there  is  no  organized  program 
of  psychiatric  education  for  physicians.  The 
psychiatrists  in  Maricopa  County  do  have  week- 
ly meetings  at  which  various  and  sundry  aspects 
of  their  specialty  is  discussed.  Our  state  hospital 
is  not  approved  for  residency  training.  Also, 
there  is  no  private  general  hospital  in  the  entire 
state  that  has  an  adequately  equipped,  staffed 
and  organized  psychiatric  service. 

Seminars 

Doctor  Schwartzmann,  referring  to  the  need 
for  liaison  with  the  specialty  groups  in  the  state, 
the  apparent  need  for  education  on  polio,  aging, 
mental  health  and  other  medical  problems,  raised 
a question  on  the  feasibility  of  this  board  recom- 


Vol.  16,  No.  6 


Arizona  Medicine 


457 


mending  to  council  that  it  be  appointed  a 
permanent  program  committee  for  the  scientific 
sessions  of  the  association’s  annual  meetings.  It 
was  hoped  that  continuing  membership  of  the 
professional  board  would  provide  a continuity 
of  program  material  for  the  better  education  and 
information  of  the  profession  in  this  regard,  re- 
placing the  activities  of  the  subcommittee  on 
seminars,  which  has  apparently  outlived  its  use- 
fulness. It  was  suggested  that  the  board  might 
consider  requesting  the  scientific  assembly  com- 
mittee to  allocate  a given  amount  of  time,  per- 
haps two  or  three  hours  of  the  scientific  meet- 
ings, to  the  board  for  its  seminar  program. 

The  executive  secretary  was  requested  to  pass 
these  thoughts  along  to  council  for  its  review 
and  direction. 

State  Department  of  Health  — Legislation 

Doctor  Salsbury  informed  the  board  that  a 
bill  presented  to  the  state  legislature  requesting 
$52,000  for  the  purpose  of  equipping  a state 
health  department  laboratory  in  Tucson  had 
been  cut  by  the  legislature  to  $35,000,  which 
amount  would  not  suffice  for  establishing  the 
laboratory,  and  requesting  the  board’s  help  in 
re-establishing  the  need  for  the  laboratory  and 
the  need  for  $52,000  to  do  the  job. 

It  was  determined  that  members  of  the  board 
would  attempt  to  interest  the  Pima  County 
Medical  Society  in  this  regard,  if  it  was  felt 
needed. 

Tuberculosis 

Doctor  Farness  reported  on  Senate  Bill  125, 
currently  before  the  Arizona  State  Legislature 
having  to  do  with  an  appropriation  for  the  Ari- 
zona State  Tuberculosis  Sanatorium,  with  no 
recommendation.  He  further  stated  that  the  Ari- 
zona State  Tuberculosis  and  Health  Association 
in  co-operation  with  the  Arizona  State  Health 
Department,  has  planned  a program  for  pilot 
skin  testing  and  X-rays.  This  association  will 
provide  the  medical  clinic. 
COMMUNICATIONS: 

HEW  — X-ray  Survey  of  Silicosis  in  Metal  Mines 

The  department  of  health,  education,  and 
welfare,  by  letter  dated  Dec.  5,  1958,  reporting 
on  survey  of  metal  miners  in  Arizona  by  the 
bureau  of  mines-public  health,  advised  that  oper- 
ations of  the  survey  team  began  Nov.  3 in 
Wyoming,  continuing  in  Utah  and  then  in  Ari- 
zona by  late  December,  with  examinations  be- 
ginning at  the  Magma  mine  near  Superior,  Jan. 
5.  The  team  will  move  from  there  to  Miami.  As 


the  team  moves  into  a new  area,  the  county 
health  officers  and  local  medical  societies  will 
be  informed  of  the  general  operation. 

The  National  Foundation 

Doctor  Semoff  indicated  that  he  planned  to 
attend  the  regional  meeting  of  the  National 
Foundation  to  be  held  in  San  Francisco,  Wednes- 
day, March  4,  1959.  Doctor  Schwartzmann  re- 
quested a report  on  the  meeting  to  be  presented 
to  the  professional  board  at  its  next  meeting. 

A news  letter  of  the  National  Foundation  an- 
nounces a new  nationwide  network  of  treatment 
and  evaluation  centers  for  aiding  America’s  mil- 
lions of  arthritis  and  rheumatism  sufferers  to  be 
supported  with  March  of  Dimes  funds  to  be 
raised  in  the  current  campaign.  Doctor  Schwartz- 
mann stated  that  Arizona  has  many  good,  well 
organized  and  active  clinics  raising  funds  and 
using  them  wisely.  He  further  stated  that  per- 
haps we  had  better  find  out  what  the  feelings 
of  these  established  organizations  in  Arizona  are 
before  we  start  fostering  more  confusion  and 
expense  for  the  job  to  be  done.  It  was  suggested 
that  we  contact  the  rheumatism  and  arthritic 
foundation,  both  in  the  southern  and  northern 
part  of  the  state,  the  Arizona  Society  for  Crippled 
Children  and  Adults  and  the  Cerebral  Palsy 
Foundation  and  find  out  their  feeling  referrable 
to  the  moving  in  of  the  National  Foundation  in 
these  fields,  and  then,  when  Doctor  Semoff  re- 
ports, we  can  submit  a resolution  in  this  regard 
to  council. 

OTHER  BUSINESS: 

Subcommittee  Files 

Doctor  Schwartzman  referred  to  the  continu- 
ing files  of  each  subcommittee  chairman  and 
again  requested  that  they  be  kept  complete  at 
all  times.  As  members  peruse  the  daily  news- 
papers, every  once  in  a while  something  will 
appear  that  pertains  to  some  of  these  board 
meetings.  It  was  further  suggested  that  such 
articles  be  cut  out  and  placed  in  such  files  which 
may  well  be  of  tremendous  import  and  help  in 
the  future. 

Annual  Report  of  the  Professional  Board 

Doctor  Schwartzmann  reported  that  the  an- 
nual report  of  the  professional  board,  which  w ill 
include  a summarization  of  the  business  before 
this  board  during  past  meetings,  should  be  com- 
pleted as  early  as  possible  and  he  requested  that 
each  subcommittee  chairman  forward  to  him 
within  the  next  week  or  10  days  any  business 
to  be  included. 
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Subcommittee  on  Crippled  Children 

The  chairman  announced  the  appointment  of 
Doctor  Ray  Fife  as  chairman  of  the  subcommit- 
tee on  crippled  children. 

Subcommittee  on  Aging 

Doctor  Schwartzmann  directed  the  central 
office  to  continue  to  press  the  14  component 
county  medical  societies  for  a response,  either 
positive  or  negative,  as  regards  the  recom- 
mendations of  this  board  at  its  meeting  of  Dec. 
7,  1958. 

Industrial  Relations 

Doctor  Schwartzmann  reported  a need  for  one 
of  the  board’s  subcommittees  to  work  with  the 
industrial  relations  committee  regarding  trans- 
ferring of  industrial  patients  from  one  physician 
to  another,  particularly  as  pertains  to  the  ethics 
involved.  It  was  determined  that  this  problem 
be  assigned  to  the  subcommittee  on  crippled 
children. 

Whiplash  Injuries 

The  Western  Orthopedic  Association  advises 
that  it  is  the  unanimous  opinion  of  the  members 
of  the  group  that  the  term  “cervical  whiplash” 
is  a completely  untenable  term  and  all  attempts 
should  be  made  to  exclude  it  from  medical 
literature.  It  is  their  feeling  that  the  term  should 
have  some  clarification,  both  among  doctors  and 
lawyers,  but  that  this  should  be  on  a sound, 
scientific  basis. 

It  was  determined  that  the  board  recommend 
to  council  that  after  receiving  information  from 
the  various  professional  groups  in  the  state  con- 
cerned, referrable  to  the  term  “cervical  whip- 
lash,” as  related  to  neck  injuries  in  medical-legal 
problems,  that,  as  applied  generally  to  this  type 
of  injury,  it  is  considered  poor  terminology;  and 
that  this  board  recommends  that  those  of  the 
medical  profession  who  use  it  in  court,  qualify 
the  term  with  the  actual  mechanics  which  result 
in  neck  sprain. 

LESLIE  B.  SMITH,  M.D., 
Secretary 

RESOLUTIONS  SUBMITTED, 
1959  MEETING 

INTERPROFESSIONAL  CODE  FOR 
PHYSICIANS  AND  ATTORNEYS 

RESOLUTION 

WhEREAS,  the  American  Rar  Association  and 
the  American  Medical  Association  have  recently 
adopted  a NATIONAL  INTERPROFESSION- 


AL CODE  FOR  PHYSICIANS  AND  AT- 
TORNEYS: and 

WHEREAS,  The  State  Bar  of  Arizona  recog- 
nizes the  great  desirability  of  promoting  closer 
and  better  relationships  between  the  professions 
of  law  and  medicine,  and  between  the  individual 
practitioners  of  these  professions,  to  the  end 
that  the  public  interest  and  the  administration 
of  justice  will  be  served;  and 

WHEREAS,  the  State  Bar  of  Arizona  believes 
that  the  adoption  of  a joint  declaration  between 
it  and  the  Arizona  Medical  Association  is  a 
significant  and  desirable  means  to  that  end, 
NOW,  THEREFORE,  BE  IT  RESOLVED 
that  the  State  Bar  of  Arizona,  in  convention  as- 
sembled, does  hereby  adopt  the  following  Decla- 
ration, said  Declaration  to  be  effective  upon  its 
adoption  by  the  Arizona  Medical  Association: 
JOINT  DECLARATION  OF  THE  STATE 
BAR  OF  ARIZONA  AND  ARIZONA  MEDI- 
CAL ASSOCIATION  OF  THE  PRINCIPLES 
APPLYING  TO  THE  RELATIONSHIP  BE- 
TWEEN PHYSICIANS  AND  ATTORNEYS 
PREAMBLE 

The  provisions  of  this  Declaration  are  intended 
as  guides  for  physicians  and  attorneys  in  their 
inter-related  practice  in  the  areas  covered  by 
its  provisions.  They  are  not  laws,  but  suggested 
rules  of  conduct  and  courtesy  for  members  of 
the  two  professions.  This  Declaration  is  subject 
to  the  basic  precepts  of  medical  and  legal  ethics, 
and  to  the  rules  of  law  governing  the  practice 
of  these  professions. 

This  Declaration  recognizes  that  with  the 
growing  inter-relationship  of  medicine  and  law, 
it  is  inevitable  that  physicians  and  attorneys  will 
be  drawn  into  steadily  increasing  association.  It 
will  serve  its  purpose  if  it  promotes  the  public 
welfare,  improves  the  practical  working  relation- 
ships of  the  two  professions,  and  facilitates  the 
administration  of  justice. 

MEDICAL  REPORTS 

The  physician  upon  proper  authorization 
should  promptly  furnish  the  attorney  with  a com- 
plete medical  report,  and  should  realize  that 
delays  in  providing  medical  information  may 
prejudice  the  opportunity  of  the  patient  either 
to  settle  his  claim  or  suit,  delay  the  trial  of  a 
case,  or  cause  additional  expense  or  the  loss  of 
important  testimony. 

The  attorney  should  give  the  physician  reason- 
able notice  of  the  need  for  a report  and  clearly 
specify  the  medical  information  which  he  seeks. 
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CONFERENCES 

It  is  the  duty  of  each  profession  to  present 
fairly  and  adequately  the  medical  information 
involved  in  legal  controversies.  To  that  end, 
pre-trial  discussions  between  the  physician  and 
the  attorney  are  encouraged  and  recommended. 
Such  discussions  should  be  had  in  all  instances 
unless  it  is  mutually  agreed  that  they  are  un- 
necessary. 

Conferences  should  be  held  at  a mutually 
convenient  time  and  place.  The  attorney  and  the 
physician  should  fully  disclose  and  freely  discuss 
the  medical  facts  and  opinions  involved  in  the 
controversy. 

SUBPOENA  OF  MEDICAL  WITNESS 

Because  of  conditions  in  a particular  case  or 
locality,  or  because  of  the  necessity  for  protect- 
ing himself  or  his  client,  the  attorney  is  some- 
times required  to  subpoena  the  physician  as  a 
witness.  Although  the  physician  should  not  take 
offense  at  being  subponaed,  the  attorney  should 
not  cause  the  subpoena  to  be  served  without 
prior  notification  of  the  physician.  The  duty  of 
the  physician  is  the  same  as  that  of  any  other 
person  to  respond  to  judicial  process. 

ARRANGEMENTS  FOR  COURT  APPEARANCES 

It  is  recognized  that  the  courts,  in  the  admin- 
istration of  justice,  cannot  function  for  the  con- 
venience of  lawyers  or  witnesses.  Nevertheless, 
advance  arrangements  for  the  attendance  of  phy- 
sicians as  witnesses  can  and  should  be  made. 
Reasonable  notice  to  the  physician  should  be 
given  and  the  lawyer  should  advise  the  phy- 
sician by  telephone  as  to  the  approximate  time 
of  his  required  attendance.  The  demands  upon 
the  professional  time  of  a physician  should  be 
considered,  and  every  effort  should  be  made  to 
conserve  his  time. 

PHYSICIAN  CALLED  AS  WITNESS 

The  attorney  and  the  physician  should  treat 
one  another  with  dignity  and  respect  in  the 
courtroom.  The  physician  should  testify  solely  as 
to  the  medical  facts  in  the  case  and  should  frank- 
ly state  his  medical  opinion.  He  should  never  be 
an  advocate  and  should  realize  that  his  testi- 
mony is  intended  to  enlighten  rather  than  to  im- 
press or  prejudice  the  court  or  the  jury. 

It  is  improper  for  the  attorney  to  abuse  any 
witness.  It  is  equally  wrongful  for  an  attorney  to 
seek  to  pervert  or  improperly  influence  a physi- 
cian’s honest  medical  opinion.  On  the  other 
hand,  the  physician  should  not  mistake  strenu- 


ous cross-examination  for  abuse.  The  established 
rules  of  evidence  afford  ample  opportunity  to 
test  the  qualifications,  competence  and  credibil- 
ity of  a medical  witness.  The  physician  should 
not  be  oversensitive  in  the  face  of  cross-examina- 
tion, and  the  attorney  should  never  deliberately 
embarrass  or  harass  the  physician. 

FEES  FOR  SERVICES  OF  PHYSICIAN 
RELATIVE  TO  LITIGATION 

The  physician  is  entitled  to  reasonable  com- 
pensation for  time  spent  in  conferences,  prepara- 
tion of  medical  reports,  and  for  court  or  other 
appearances.  These  are  proper  and  necessary 
items  of  expense  in  litigation  involving  medical 
questions.  The  amount  of  the  physician’s  fee 
should  never  be  contingent  upon  the  outcome  of 
the  case  or  the  amount  of  damages  awarded. 

PAYMENT  OF  MEDICAL  FEES 
The  attorney  should  do  everything  possible  to 
assure  payment  for  services  rendered  by  the  phy- 
sician. When  a claimant’s  physician  has  not  been 
fully  paid,  the  attorney  should  request  permis- 
sion of  the  claimant-patient  to  pay  the  physician 
from  any  recovery  which  may  be  made. 

IMPLEMENTATION  OF  TH  S 
DECLARATION  AT  LOCAL  LEVELS 
In  the  event  similar  action  has  not  already 
been  taken,  this  Declaration  should,  in  the  public 
interest,  be  appropriately  implemented  at  coun- 
ty or  city  levels  for  the  purpose  of  improving  the 
inter -professional  relationship  between  the  legal 
and  medical  professions. 

CONSIDERATION  AND 
DISPOSITION  OF  COMPLAINTS 
The  public  airing  of  any  complaint  or  criti- 
cism by  a member  of  one  profession  against  the 
other  profession  or  any  of  its  members  is  to  be 
deplored.  Such  complaints  or  criticism,  including 
complaints  of  the  violation  of  the  principles  of 
this  Declaration,  should  be  referred  by  the  com- 
plaining doctor  or  lawyer  through  his  own  as- 
sociation to  the  appropriate  association  of  the 
other  profession;  and  all  such  complaints  or  crit- 
icism should  be  promptly  and  adequately  pro- 
cessed by  the  association  receiving  them. 

The  foregoing  Resolution  was  duly  adopted, 
etc. 

President 

Secretary 

HOUSE  OF  DELEGATES 

RESOLUTION 

Introduced  by  W.  Shaw  McDaniel,  M.D  , dele- 
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gate,  Maricopa  County  Medical  Society. 

Subject:  Socialized  Medicine  — Its  Avoidance 
Through  Non-Participation  in  Government 
Medical  Contracts. 

W HEREAS,  there  now  exists  in  the  Congress 
of  the  United  States,  both  in  the  senate  and 
house  of  representatives,  a clear  majority  whose 
election  was  accomplished  through  groups  dedi- 
cated to  socialistic  principles  of  government, 
and  who  owe  to  such  groups  a certain  allegiance, 
and 

WHEREAS,  one  of  the  principal  objectives 
of  the  socialistic  planners  in  this  and  all  other 
countries  is  the  socialization  of  the  medical  pro- 
fession as  the  initial  step  in  further  extension  of 
the  welfare  state,  and 

WHEREAS,  in  every  nation  where  socialized 
medicine  has  been  forced  on  the  people,  the 
cost  of  the  program  has  tended  to  bankrupt  the 
economy  while  at  the  same  time  the  quality  of 
medical  care,  as  a whole,  has  deteriorated,  and 
WHEREAS,  there  are  in  existence  several 
government  programs  for  care  of  various  groups 
such  as  dependents  of  military  personnel,  and 
certain  aspects  of  the  veterans’  program,  and 
these  programs  are  becoming  increasingly  and 
unbearably  costly  and  are  covering  a greater 
segment  of  the  population  than  was  originally 
intended  by  congress,  and 

WHEREAS,  there  is  no  demonstrable  need 
for  changing  the  character  of  medical  service  in 
this  country,  especially  in  view  of  the  rapid  ex- 
pansion of  private  insurance  coverage  for  the 
health  needs  of  the  people,  and 

WHEREAS,  the  principle  of  free  enterprise 
in  this  country  since  its  founding  has  produced 
the  most  powerful  and  advanced  nation  in  the 
history  of  the  world,  and 

WHEREAS,  the  private  practice  of  medicine, 
as  one  of  the  cornerstones  of  free  enterprise,  has 
resulted  in  the  highest  standards  of  medical 
practice,  the  greatest  increase  in  longevitv,  and 
the  greatest  improvement  in  the  general  health 
of  the  people  than  in  any  other  country, 

THEREFORE  BE  IT  RESOLVED,  that  the 
Arizona  State  Medical  Association  shall  adopt' 
the  principle  of  non-participation  in  any  scheme 
of  socialization  of  the  medical  profession  under 
whatever  name  or  guise,  and  shall  not  enter  into 
any  new  contracts  with  the  federal  government 
or  any  agency  thereof  which  would  further  the 
advent  of  such  government  intervention  between 


the  doctor  and  the  patient, 

AND  LET  IT  BE  FURTHER  RESOLVED, 
that  the  above  principle  of  non-participation 
will  not  in  any  way  endanger  or  change  the 
traditional  obligation  of  the  doctors  of  the 
association  to  care  for  anyone  in  need  of  medi- 
cal attention  under  the  time-tested  and  proved 
methods  for  distribution  of  medical  services 
known  as  the  private  practice  of  medicine. 


RESOLUTION 

Introduced  by  Graham  County  Medical  Soci- 
ety, Thomas  W.  Jensen,  M.D.,  president. 

Subject:  Diabetes  Survey  by  State  Depart- 
ment of  Health. 

W 

if  HEREAS,  diabetes  mellitus  is  not  a public 
health  problem,  and 

WHEREAS,  The  Arizona  State  Department 
of  Health  has  been  granted  $33,000  for  diabetes 
mellitus  detection  by  the  federal  government, 
and 

WHEREAS,  we  feel  this  is  another  invasion 
of  the  private  practice  of  medicine  on  the  part 
of  federal  and  state  government,  and 

WHEREAS,  if  the  taxpayers  are  to  be  given 
relief  from  excessive  taxation, 

THEREFORE  BE  IT  RESOLVED,  that  we 
the  members  of  the  Graham  County  Medical 
Society  go  on  record  and  unanimously  vote 
against  the  diabetes  mellitus  detection  program 
as  administered  by  the  state  department  of 
health,  and 

FURTHERMORE,  we  request  the  Arizona 
Medical  Association  to  go  on  record  as  to  its 
attitude  regarding  this  matter,  and 

FURTHERMORE  BE  IT  RESOLVED,  that 
while  diabetes  mellitus  detection  is  a constant 
part  of  the  private  practice  of  medicine,  that  the 
Arizona  Medical  Association  prepare  and  put 
into  action  a diabetes  detection  program  done 
at  the  private  physician  level  as  has  already 
been  done  in  the  past. 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.r  Inc. 

Phone  MA  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 

Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 

M.  O.  Kerfoot,  Sec. 
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. . . IF  CANCER  STRIKES 

H.B.A.  CANCER  INSURANCE 
PAYS  UP  EO  $2,500. 


YOUR  CANCER  POLICY  PAYS  FOR  THE  FOLLOWING  EXPENSES: 


HOSPITAL  SERVICES 


MEDICAL  SERVICES 


Room  and  board  up  to  $20.00  per  day.  In  addition  it 
pays  the  usual  and  customary  charges  for  such  hospital 

# services  as:  X-ray  examination,  X-ray  therapy.  Radium 
therapy  operating  room  charges,  laboratory  tests,  drugs 
and  medicines,  and  any  other  services  by  the  hospital 
which  may  be  used  in  treatment. 

The  usual  and  customary  charges  made  by  physicians, 
surgeons,  consulting  physician  or  surgeon,  assistant  sur- 

• geon,  anesthetist,  pathologist.  X-ray  therapist,  Radium 
therapist  and  any  other  medical  service  or  treatment  re- 
quired in  treating  cancer. 


NURSING  SERVICES 


Provides  cost  for  up  to  three  registered  graduate  nurses 
per  day,  $12.00  per  nurse. 


DRUGS  AND  MEDICINES  • 


All  drugs  and  medicines  which  may  be  required  in  treat- 
ing cancer. 


BLOOD  TRANSFUSIONS  • 


The  usual  and  customary  charges  for  transfusions  includ- 
ing blood  donor  charges. 


AMBULANCE  SERVICES  • 


Up  to  $25.00  ambulance  expense  in  transporting  pa- 
tient to  or  from  the  hospital  for  each  hospitalization. 


TRANSPORTATION 


Plane  or  train  fare  when  being  transported  from  one 
locality  to  another  upon  the  recommendation  of  the  at- 
tending physician  to  a lawfully  operated  hospital  in  the 
USA  which  provides  treatment  for  cancer. 


LOW  COST 

Only  $7.50  a year  for  the  H.B.A.  Indi- 
vidual Cancer  Policy  for  persons  under  55 
years  of  age. 

Only  $15.00  a year  will  protect  your 
entire  family^  husband,  wife,  and  all  unmar- 
ried children  under  18  years  of  age. 


MAIL  COUPON  TODAY 
'■  or 

CALL  AL  8-4888 


The  H.B.A.  Life  Insurance  Company 

First  Street  at  Willetta,  Phoenix,  Arizona 

Please  send  me  your  free  folder  "IF  CANCER  STRIKES"  without 
obligation. 

NAME  

ADDRESS  

CITY  STATE  

PHONE  . 
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ARIZONA  POISONING  CONTROL 
INFORMATION  CENTER 

EDATHAMIL  DISODIUM  NOW  COMMER- 
CIALLY AVAILABLE  FOR  MEDICINAL  USE 

NOTHER  preparation  of  ethylenediamine 
tetra-acetic  acid  (EDTA)  or  edathamil  has  been 
recently  made  commercially  available  for  me- 
dicinal use  as  an  antidote.  It  is  the  disodium  salt 
of  edathamil  named  Endrate  Disodium  by  the 
manufacturer,  Abbott  Laboratories.  It  possesses 
the  same  properties  of  forming  water-soluble, 
non-ionized  complexes  or  “chelates”  with  cer- 
tain metallic  ions  as  does  edathamil  calcium 
disodium,  which  has  been  used  with  consider- 
able success  for  several  years  in  the  treatment 
of  acute  and  chronic  lead  poisoning. 

The  edathamil  disodium  preparation  is  avail- 
able in  20  ml.  ampuls  containing  150  mg.  eda- 
thamil disodium  per  ml.  The  solution  must  be 
diluted  with  500  ml.  of  5 per  cent  dextrose  in 
water  before  use.  The  diluted  solution  is  then 
administered  by  intravenous  infusion  during  a 
period  of  not  less  than  two-and-one-half  hours. 

Edathamil  disodium  is  considerably  more  tox- 
ic (on  a weight  for  weight  basis)  than  edatha- 
mil calcium  disodium.  With  the  latter  prepara- 
tion, the  calcium  affinity  of  edathamil  has  been 
saturated,  hence  it  does  not  disturb  serum  cal- 
cium levels.  Present  evidence  indicates  that  the 
toxicity  of  edathamil  disodium  is  dependent  on 
both  total  dosage  and  speed  of  administration. 
No  cases  of  severe  hypocalcemia  have  been  as 
yet  reported  with  this  preparation  with  the  rec- 
ommended dosage  and  rate  of  administration. 
It  is  suggested,  however,  that  calcium  gluconate 
for  intravenous  use  be  available  when  this  prep- 
aration is  used  ( 1 ) . 

A unique  application  of  edathamil  disodium 
as  an  antidote  has  been  in  the  treatment  of  se- 
vere digitalis  intoxication.  Gubner  and  Kall- 
man(2)  have  reported  the  use  of  edathamil  dis- 
odium in  five  cases  of  severe  digitalis  intoxica- 
tion. Chelation  of  serum  calcium  by  this  chem- 
ical agent  proved  effective  in  abolishing  both 
atrial  and  ventricular  atopic  rhythms  caused  by 
digitalis.  These  investigators  concluded,  “The 
use  of  edathamil  disodium  offers  certain  advan- 
tages over  potassium  administration  in  treating 
digitalis  toxicity.  Its  action  is  prompt  and  is 
safer  than  intravenous  potassium.  Oral  potas- 


sium is  slow  in  effect  and  large  doses  are  re- 
quired which  may  not  be  well  tolerated.”  In 
these  studies,  the  usual  dosage  employed  was 
600  mg.  edathamil  disodium  administered  in- 
travenously in  250  ml.  of  5 per  cent  dextrose  in 
water  within  a half-hour  period. 

ORAL  USE  OF  EDATHAMIL  IN  TREAT- 
MENT OF  ACUTE  LEAD  POISONING 

It  has  been  shown  that  edathamil  calcium 
disodium  given  orally  in  the  presence  of  lead  in 
the  intestinal  tract  is  a very  dangerous  drug. 
Edathamil  combines  with  lead  salts  in  the  gas- 
trointestinal tract  and  promotes  their  rapid  ab- 
sorption into  the  blood  stream  and  transport  to 
the  brain.  It  is  believed  that  increased  absorp- 
tion of  lead  from  the  intestinal  tract  may  also 
occur  with  intravenous  administration  of  eda- 
thamil. Therefore,  emptying  the  intestinal  tract 
by  enemata  may  be  an  important  preliminary 
to  treatment  with  edathamil  irrespective  of  the 
route  of  administration.  On  the  other  hand,  de- 
hydration by  severe  catharsis  would  be  unde- 
sirable ( 3 ) . 

POISONING  CONTROL  EXHIBIT  AT 
ANNUAL  CONVENTION  OF  ARIZONA 
MEDICAL  ASSOCIATION 

The  Arizona  Poisoning  Control  Information 
Center  has  been  invited  to  present  an  exhibit  at 
the  annual  convention  of  the  Arizona  Medical 
Association  to  be  held  in  Chandler,  Ariz..  April 
30  to  May  2,  1959.  In  this  exhibit,  the  current 
status  of  antidotes  used  in  the  prevention  and 
treatment  of  toxic  effects  from  chemical  agents 
involved  most  frequently  in  poisoning  incidents 
in  Arizona  will  be  emphasized.  A unique  mov- 
able cart,  complete  with  drugs,  instruments,  and 
equipment  useful  in  the  treatment  of  poisoning, 
will  be  displayed.  Home  medicine  cabinets  pos- 
sessing safety  features  such  as  an  inside  light 
and  lock  and  key  will  be  featured.  Arizona  or- 
namental plants  involved  in  accidental  poison- 
ing in  children  will  be  included  in  the  exhibit. 

REFERENCES 

1.  Endrate  Disodium,  Instruction  Circular,  Abbott  Laboratories. 

2.  Gubner,  S.  and  Kallman,  H.,  “Treatment  of  Digitalis  Toxicity 
by  Chelation  of  Serum  Calcium”,  Am.  J.  Med.  Sci.,  234:136, 
August  1957. 

3.  Byers,  R.  K.,  “Lead  Poisoning”,  Pediatrics,  23:585,  March, 
1959. 
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STATISTICS  OF  167  POISONING  CASES  IN 
ARIZONA  DURING  FEBRUARY  AND 
MARCH  1959* 


Per  cent 

Number 

Age:  Under  five  years 

70.6 

(118) 

Six  to  15  years 

0.6 

( 1) 

16  to  30  years 

7.2 

( 12) 

31  to  45  years 

6.0 

( 10) 

Over  45  years 

7.8 

( 13) 

Age  not  reported 

7.8 

( 13) 

Nature  of  Incident:  Accidental  90.4 

(151) 

Intentional  9.6 

( 16) 

Outcome:  Recovery 

100.0 

(167) 

Fatal 

0.0 

( 0) 

Time  of  Day:  Between  6 a.m. 

and  noon 

24.0 

( 40) 

Between  noon 

and  6 p.m. 

27.5 

( 46) 

Between  6 p.m. 

and  midnight 

26.3 

( 44) 

Between  mid- 

night  and  6 a.m.  1.2 

( 2) 

Time  of  day 

not  reported 

21.0 

( 35) 

Causative  Agents: 

Internal  medicines  Number 

Per  cent 

Aspirin 

31 

18.5 

Other  analgesics 

8 

4.8 

Barbiturates 

29 

17.3 

Antihistamines 

6 

3.6 

Laxatives 

2 

1.2 

Cough  medicine 

2 

1.2 

Tranquilizers 

3 

1.8 

Others 

11 

6.6 

Subtotal  92 

55.0 

External  medicines 

Liniment 

3 

1.8 

Antiseptics 

0 

0 

Others 

0 

0 

Subtotal  3 

1.8 

Household  preparations 

Soaps,  detergents,  etc. 

3 

1.8 

Disinfectants 

2 

1.2 

Bleach 

3 

1.8 

Lye,  corrosives,  drain 

cleaners 

7 

4.2 

“The  poisoning  cases  included  in  this  report  for  the  month  of 
February  are  in  addition  to  those  cases  already  reported  for  Feb- 
ruary in  News  Bulletin  No.  3 (March  1959). 


Furniture  and  floor 


polish 

4 

2.4 

Subtotal 

19 

11.4 

Petroleum  distillates 

Kerosene 

4 

2.4 

Gasoline 

5 

3.0 

Others 

3 

1.8 

Subtotal 

12 

7.2 

Cosmetics 

5 

3.0 

Pesticides 

Insecticides 

4 

2.4 

Rodenticides 

1 

0.6 

Others 

0 

0 

Subtotal  5 

3.0 

Paints,  Varnishes, 

Solvents,  etc. 

12 

7.2 

Plants 

4 

2.4 

Miscellaneous 

11 

6.6 

Unspecified 

4 

2.4 

Total 

167 

100.0 

WILLIS  R.  BREWER,  Ph.D., 
Dean,  College  of  Pharmacy 
The  University  of  Arizona 

ALBER.T  L.  PICCHIONI,  Ph.D., 
Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 

LINCOLN  CHIN, 
Pharmacologist 
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PASSANO  FOUNDATION  AWARD 
FOR  1959 

T 

I HE  board  of  directors  of  the  Passano  Founda- 
tion announce  that  Doctor  Stanhope  Bayne-Jones 
has  been  elected  as  the  recipient  of  the  $5,000 
Passano  Award  for  1959. 

On  Wednesday  evening,  June  10,  during  the 
convention  of  the  American  Medical  Association 
in  Atlantic  City,  a reception  and  dinner  will  be 
held  at  the  Traymore  Hotel  to  honor  Doctor 
Bayne-Jones. 

Doctor  Louis  M.  Orr,  incoming  president  of 
the  American  Medical  Association,  will  speak  on 
Doctor  Bayne-Jones  s contribution  to  the  prac- 
tice of  medicine.  Doctor  Joseph  C.  Hinsey,  di- 
rector, New  York  Hospital-Cornell  Medical  Cen- 
ter, will  present  Doctor  Bayne-Jones ’s  contribu- 
tion to  medical  education. 

This  year’s  award  is  presented  to  Doctor 
Bayne-Jones  in  recognition  of  a long  and  extra- 
ordinary service  to  science  and  medicine  as  edu- 
cator and  administrator  in  tasks  of  the  highest 
importance,  in  all  of  which  he  has  served  with 
distinction  and  faithfulness.  His  most  recent  post 
was  that  of  chairman  of  the  secretary’s  consult- 
ants on  medical  research  and  education,  depart- 
ment of  health,  education  and  welfare.  The  ex- 
tensive and  very  significant  report  made  to  the 
secretary  of  the  department  has  become  known 
as  the  Bayne-Jones  report. 

The  Passano  Foundation  was  formed  late  in 
1943,  having  as  its  sole  purpose  the  encourage- 
ment of  medical  science  and  research,  particu- 
larly that  having  a clinical  application.  It  is  sus- 
tained by  annual  contributions  from  The  Wil- 
liams & Wilkins  Company,  publishers  of  medical 
and  scientific  books. 

Past  laureates  of  the  Foundation  are:  the  late 
Doctor  Edwin  J.  Cohn  (1945);  Doctor  Ernest 
W.  Goodpasture  (1946);  Doctor  Selman  A. 
Waksman  (1947);  Doctor  Helen  B.  Taussig  and 
Doctor  Alfred  Blalock  ( 1948 ) ; the  late  Doctor 
Oswald  T.  Avery  (1949);  Doctors  E.  C.  Kendall 
and  Philip  S.  Hench  (1950);  Doctors  Philip  Le- 
vine and  Alexander  S.  Wiener  ( 1951 ) ; Doctor 
Herbert  McLean  Evans  (1952);  Doctor  John 
Franklin  Enders  (1953);  Doctor  Homer  W. 
Smith  (1954);  Doctor  Vincent  du  Vigneaud 
(1955);  Doctor  George  N.  Papanicolaou  (1956); 
Doctor  William  Mansfield  Clark  (1957),  and 
Doctor  George  W.  Corner  (1958). 


ARIZONA  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 

A T THE  recent  Western  Biennial  Conference 
on  Anesthesiology  the  Arizona  State  Society  of 
Anesthesiologists  held  its  annual  meeting.  The 
following  were  elected:  President,  Fred  H.  Lan- 
deen,  M.D.,  P.O.  Box  6055,  Tucson,  Ariz.;  vice 
president,  Paul  S.  Causey,  M.D.,  926  E.  Mc- 
Dowell Rd.,  Phoenix,  Ariz.,  and,  secretary-treas- 
urer, Allan  B.  Carter,  M.D.,  P.O.  Box  6055,  Tuc- 
son, Ariz. 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 


JOHN  REEDER 

Investment  Manager 

6839  North  Longview  — Phoenix,  Arizona 


AMherst  6-1221 

Independent  Professional  Business  Agent 
Planning  & Actively  Managing  Diversified  Investment 
Programs  For  Successful  People  In  Arizona 
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REVOLUTIONARY  NEW  TABLE  SPREAD 
CONTAINING  45%  LINOLEIC  ACID 

NUTRISPREAD 

The  most-  economical  and  convenient  source  of  polyunsaturated  fats: 

For  adequate  essential  fatty  acid  supply  * saturated  fat  replacement  • cholesterol  normalization 


INDICATIONS 

Diets  requiring  decreased  animal  or  saturated  fats. 
Cholesterol  control  (therapeutic  and  prophylactic)  in: 
Hypercholesteremia 
Atherosclerosis 
Diabetes 

Hepatic  inadequacy 
Essential  fatty  acids  deficiency  states 
Coronary  disease  and  cardiovascular  pathology 
All  purpose  food  as  a spread,  for  cooking  and  baking 


Linoleic  acid  is  accepted  by 
medical  authorities  as  the 
active  principle  (polyunsau- 
rated  linoleates)  in  the  man- 
agement of  the  above  con- 
ditions. 


HIGH  PATIENT  ACCEPTANCE 

Excellent  taste  appeal  — country  fresh  flavor. 

No  change  in  food  pattern,  no  separate  menus  required. 
Low  salt.  Reduced  calories. 

Low  cost.  Most  palatable  and  economical  source  of  poly- 
unsaturated linoleates  available,  regardless  of  dosage 
form. 

Conventional  pound  package,  cubed  for  convenience. 
Marketed  through  health  food  and  grocery  outlets. 


For  complete  information  . 

on  Nutrispread,  write  to  1 

Dept.  A-2  • 

HALE  LABORATORIES,  INC.  I 

10515  WEST  PICO  BLVD.  | 

LOS  ANGELES  64,  CALIF.  j 

Or  telephone  [ 

Phoenix  Representative  CR  4-0474  ■ 


If  they  need  nutritional  support 


they  deserve 

GEVRAL 

Vitamin  - Mineral  Supplement  Ledorlc 

CAPSULES— 14  VITAMINS— 11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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BLUE  SHIELD 


P LEASE  take  notice  that  the  following  amend- 
ments of  the  Articles  of  Incorporation  and  the 
following  amendments  of  the  by-laws  of  Arizona 
Blue  Shield  Medical  Service,  an  Arizona  corpo- 
ration, were  offered  for  adoption  by  the  mem- 
bership at  their  annual  meeting  at  2 o’clock  p.m., 
April  29,  1959,  at  the  San  Marcos  Hotel,  Chan- 
dler. Ariz. : 

Proposed  Amendment  of  Articles  of 
Incorporation: 

It  is  proposed  that  the  first  two  clauses  of  Ar- 
ticle IV  be  amended  to  read  as  follows: 

“The  general  nature  of  the  business  proposed 
to  be  transacted  and  the  powers  of  this  corpora- 
tion shall  be: 

“To  maintain  and  operate  an  association  for 
the  purpose  of  providing  medical  care  to  the  cor- 
poration’s subscribers  upon  such  terms  and  con- 
ditions as  the  corporation  may  from  time  to  time 
determine,  and  to  this  end  to  make,  amend,  mod- 
ify, rescind,  and  terminate  contracts  and  to  do 
and  perform  any  and  all  acts  deemed  useful, 
convenient  or  necessary  in  providing  for  such 
medical  care.” 

Proposed  Amendments  of  By-Laws: 

It  is  proposed  that  Article  X of  the  by-laws  be 
amended  by  the  addition  of  Section  3 thereto,  as 
follows: 

“Sec.  3.  Upon  such  terms  and  conditions  as 
the  board  of  directors  may  deem  appropriate, 
and  in  such  instances  as  it  may  determine  to  be 
for  the  best  interests  of  this  corporation,  pay- 
ment may  be  made  to  the  subscriber  rather  than 
to  the  participating  or  non-participating  physi- 
cian who  performed  the  services.  In  all  such 
cases,  payments  may  be  temporarily  withheld 
until  the  board  of  directors  or  the  professional 
committee  is  reasonably  assured  that  the  pay- 
ment will  be  applied  by  the  subscriber  for  the 
purpose  intended.’’ 

It  is  proposed  that  Section  5,  Article  XI,  of  the 
by-laws  be  amended  to  read,  as  follows: 

“Sec.  5.  Non-particpating  physicians,  fully  li- 
censed to  practice  medicine  and  surgery  in  Ari- 


zona, may  be  paid  for  services  rendered  a sub- 
scriber upon  the  approval  of  and  as  determined 
by  the  professional  committee.” 

It  is  proposed  that  Article  XII  of  the  by-laws 
be  amended  to  read,  as  follows: 

“Any  physician  not  having  a participating  phy- 
sician’s contract  with  Arizona  Blue  Shield  Medi- 
cal Service  shall  be  considered  a non-participa- 
ting physician.’’ 

ARIZONA  BLUE  SHIELD  MEDICAL 

SERVICE,  INC., 
Carl  A.  Holmes,  M.D., 
Secretary 

a o * 

The  1958  annual  report  of  Arizona  Blue  Shield 
is  indicative  of  the  progress  and  expansion  of  the 
plan  during  the  past  year.  “Nineteen  fifty-eight 
represented  an  all  time  high  in  the  matter  of 
monies,”  according  to  L.  Donald  Lau,  executive 
director  for  Blue  Cross  and  Blue  Shield,  head- 
quartered at  331  West  Indian  School  Road, 
Phoenix. 

Total  Blue  Shield  income  for  the  year  just 
past  was  $2,455,696.40.  Additions  to  reserves  was 
6.64  per  cent.  Operating  expense  for  Blue  Shield 
was  the  lowest  in  the  nonprofit  surgical-medical 
program  since  its  inception  in  Arizona,  being 
11.03  per  cent. 

The  annual  meeting  of  Blue  Shield  was  held 
at  the  San  Marcos,  April  29,  in  conjunction  with 
the  annual  meeting  of  the  Arizona  Medical  As- 
sociation. The  house  of  delegates  of  the  associa- 
tion serving  as  the  corporate  body  for  Blue 
Shield,  elected  new  board  members,  as  well  as 
the  plan’s  officers  and  passed  on  new  policy. 
Arthur  C.  Stevenson,  M.D.,  is  president. 

Over  1,000  Arizona  doctors  of  medicine  are 
now  participating  physicians  in  this  state’s  Blue 
Shield  plan.  Over  15  per  cent  of  the  state’s  pop- 
ulation is  enrolled  in  Blue  Shield  at  present,  ac- 
cording to  Lau.  “The  Blue  Cross  report  will  be 
made  later  in  conjunction  with  the  annual  Blue 
Cross  meeting  scheduled  for  May  17,”  he  added. 
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BLUE  CROSS - 

P OETS  and  novelists  have  romanticized  about 
the  golden  years  since  time  immemorial.  It 
would  be  pure  sacrilege  to  attempt  to  duplicate 
their  efforts.  So  we  will  leave  such  descriptive 
prerogative  to  those  blessed  with  a far  greater 
literary  prowess.  We  do  know,  as  a matter  of 
fact,  that  today’s  senior  citizen,  the  proud  rep- 
resentative of  the  golden  years,  is  a revered 
and  respected  human,  possessing  a depth  of 
dignity  and  courage  that  is  an  inspiration  to 
those  of  the  younger  generation.  We  know  our 
senior  citizen  has  a burning  desire  to  live  and 
learn  . . . an  insatible  yearning  to  keep  doing 
things  . . . and  we  know  for  certain  he  is 
capable  and  desirous  of  providing  for  his  present 
and  future  security  and  well-being,  as  well  as 
those  who  are  dependent  upon  him. 

The  senior  citizen  now  finds  himself  with 
greater  leisure  time.  This  oviously  opens  up 
new  channels  and  experiences  to  him.  He  can 
travel  more  and  see  things  he  has  only  read 
about;  he  can  enjoy  greater  recreational  activities 
as  an  active  participant;  he  can  pursue  hobbies 
and  vocations  with  greater  enthusiasm.  The 
modern  miracles  and  wonderful  developments 
of  medical  science  make  it  possible  for  all  of 
us  to  have  an  option  on  a longer  life  with  less 
interruptions  of  our  normal  routine  because  of 
illnesses.  Everyone  directs  more  attention  toward 
the  senior  citizen  of  this  country.  Today,  he  is 
considered  truly  one  of  the  most  important 
members  of  our  society. 

Now  from  the  abstract  to  the  factual.  With 
the  life  expectancy  having  been  greatly 
increased  in  recent  years  (nearly  20  years  since 


BLUE  SHIELD 

1900),  greater  provisions  for  the  future  must 
be  considered.  In  the  field  of  prepayment  hos- 
pital and  medical-surgical  care  we  must  do 
more  for  the  senior  citizen.  We  have  talked 
about  this  for  a number  of  years,  and  we  did 
become  most  academic.  Now  it  is  time  for 
action  — positive  and  realistic  action  from  us. 

The  senior  citizen  certificate  is  the  Blue 
Shield  way  of  working  with  the  senior  citizen 
. . . we  feel  that  a person  of  over  60  should  be 
given  just  as  much  consideration  as  anyone  else. 
The  senior  citizen  certificate  has  been  designed 
to  provide  hospital  and  medical-surgical  care 
for  those  over  60  years  of  age. 

This  year  marks  the  latest  step  by  Arizona 
Blue  Cross-Blue  Shield  to  bring  nonprofit,  pre- 
payment hospital-medical-surgical  care  to  those 
of  over  60  years  of  age  in  this  state.  We  are  not 
alone  in  this  effort,  as  other  Blue  Cross-Blue 
Shield  Plans  are  engaged  in  similar  programs  for 
the  senior  citizens  of  their  states.  We  are  proud 
to  be  one  of  those  joining  in  this  humanitarian 
activity,  and  we  take  this  means  of  calling  this 
program  to  your  attention. 

The  senior  citizen  certificate  becomes  another 
part  of  the  general  trend  of  providing  medical 
care  for  our  citizenry  without  depending  upon 
any  form  of  government  to  do  the  job.  Voluntary 
action  insures  freedom  and  the  democratic  pro- 
cesses which  naturally  ensue.  Don’t  you  agree 
the  voluntary  way  is  the  way  to  do  this?  This 
coverage  was  made  available  to  Arizonans  over 
60  and  in  good  health  during  the  month  of  May 
with  appropriate  promotion  of  the  event. 
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LOCATION  OPPORTUNITIES 


ASHFORK  — Population  700  — North  cen- 
trally located  — Railroad  center  — Contact  the 
Women’s  Club,  Ashfork,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoenix. 
Badly  in  need  of  a medical  doctor.  Contact  Ivy 
N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

EL  MIRAGE  — Population  2,000  — and  in- 
cluding the  trading  areas  of  Surprise,  Young- 
town,  Peoria  and  Luke  Air  Force  Base  the  pop- 
ulation is  estimated  at  7,000  to  8,000  persons. 
Opportunity  for  a GP  due  to  retirement  of  doc- 
tor currently  serving,  with  the  possibility  of 
school  service.  Climate  is  excellent,  warm  and 
dry.  Office  facilities  are  available  and  in  the 
area  surrounding  El  Mirage  from  Glendale 
(nine  miles)  to  the  east,  and  Wickenburg  (35 
miles)  to  the  west  there  are  only  two  doctors  to 
serve  this  community.  The  need  for  an  M.D. 
and/or  surgeon  is  very  real  and  one  should  do 
very  well.  For  information  write  Mr.  H.  Faulk- 
ner, Town  Clerk,  Town  of  El  Mirage,  El  Mirage, 
Ariz. 

GILA  REND  — Population  2,500  — 80  miles 
west  of  Phoenix  — Nearest  town  to  the  Painted 
Rock  Dam  project  — Good  opportunity  for  GP. 
Cattle,  cotton,  and  general  farming.  Office  and 
equipment  available.  $150  monthly  income  from 
board  of  supervisors.  Contact  Mrs.  J.  F.  Allison, 
Box  485,  Gila  Bend,  Ariz. 

GLOBE  — Population  10,000  and  including 
the  mining  and  cattle  areas  of  Miami,  Superior, 
Ray,  Hayden,  Winkleman,  Payson  and  San  Car- 
los; population  estimated  at  30,000  persons.  Lo- 
cated about  one  hour  by  car  from  either  Tucson 
or  Phoenix.  No  ENT  man  in  the  area.  Will  con- 
sider GP.  New  medical  center,  hospital,  all 
church  denominations,  schools,  clubs,  etc.  Ideal 
climate,  with  the  best  area  for  outdoor  activities. 
Contact  Eugene  R.  Rabogliatti,  D.D.S.,  149  S. 
Broad  St.,  Globe,  Ariz.,  or  Ellis  L.  Pollock,  M.D., 
Miami  Inspiration  Hospital,  Miami,  Ariz. 

HAYDEN  — Population  3,000/4,000  — Indus- 
trial practice  — approximately  200  employes  and 
dependents.  Only  part-time  required.  Coverage: 
Metropolitan  Surgical  Plan.  Physician  may  en- 
gage in  private  practice  also.  Small  company- 
owned  clinical  building  (new)  available  for  use, 
with  X-ray  equipment,  diathermy  equipment, 
etc.  Full-time  nurse  available  to  assist;  clerical 


work  to  be  handled  by  company.  Company  hous- 
ing facilities  available  for  physician— small  rent- 
al. Contact:  American  Smelting  & Refining  Com- 
pany, Mr.  Ben  Roberts,  department  manager, 
P.O.  Box  1111,  El  Paso,  Tex. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
Community  served  by  many  mining  and  ranch- 
ing interests.  Contact  Robert  V.  Horan,  M.D., 
Miami  Inspiration  Hospital,  Miami,  Ariz. 

MORENCI  — Mining  community  near  New 
Mexico  - Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Gans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff,  Ariz.,  the  building  project  is 
estimated  to  be  concluded  in  10  years.  Write 
Ivan  W.  Kazan,  M.D.,  6th  Ave.  & S.  Navajo, 
Page,  Ariz.,  for  full  details. 

SAFFORD  — Graham  County  Health  Depart- 
ment in  need  of  an  M.D.  In  the  heart  of  the  cat- 
tle and  farming  areas  of  southeastern  Arizona. 
Population  of  10,500;  elevation,  2,920  feet. 
Schools,  churches  and  social  facilities  are  nu- 
merous. Contact  Mr.  Verl  Lines,  chairman,  Gra- 
ham County  Board  of  Supervisors,  Safford,  or 
Frederick  W.  Knight,  M.D.,  618  Central  Ave., 
Safford. 

ST.  JOHNS  — Seriously  needs  a doctor  of 
medicine,  preferably  a GP,  in  this  east-central 
Arizona  community.  Population  is  approximately 
1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  in 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing area  of  from  12,000  to  15,000.  Ten  miles  west 
of  Phoenix,  with  elementary  and  high  schools, 
churches  of  all  denominations.  Complete  office 
and  equipment  for  GP  is  available  on  reasonable 
term  lease  or  purchase.  Contact  Mr.  F.  E.  Bab- 
cock, president,  chamber  of  commerce,  9112 
West  Van  Buren  St.,  Tolleson,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
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need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training  as  they 
have  the  local  men  in  this  field  available  for  con- 
sultation service.  State  license  is  necessary  (but 
not  necessarily  an  Arizona  license).  Contact  S. 
Netzer,  M.D.,  director,  professional  service,  VA 
Hospital,  Tucson,  Ariz. 

WINSLOW  — Population  over  7,500.  Good 
opportunity  for  GP.  Arrangements  can  be  made 
to  take  over  existing  vacancy  in  practice.  Facili- 
ties quite  desirable  and  satisfactory  terms  can  be 
arranged  to  suit  any  financial  circumstance.  Hos- 
pital privileges  immediately  available.  County 
work  also  available  at  $500  per  month  plus  lab 
and  X-ray.  For  further  details,  contact  Donald 
F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz.,  or 
Mr.  Paul  Gear,  county  supervisor,  Court  House, 
Holbrook,  Ariz. 


LOCATION 

CAMA1ACK,  JR.,  KIRK  VERN,  M.D.,  1105 
W.  Paterson,  Flint,  Mich.;  S;  1953  graduate  of 
University  of  Colorado  Medical  School;  interned 
and  served  residency  at  Hurley  Hospital  in  Flint, 
Mich.;  holds  license  in  states  of  Michigan  and 
Colorado;  fulfilled  military  obligations;  married; 
age  32;  interested  in  assistant  or  associate  prac- 
tice or  possible  teaching  position.  Available  July 
1,  1959. 

CASTIGLIA,  EUGENE  A.,  M.D.,  46  Franklin 
Hill  Ave.,  Boston  24,  Mass.;  I;  1955  graduate  of 
Jefferson  Medical  School;  interned  at  Polyclinic 
Hospital  in  Harrisburg,  Pa.;  served  residency  at 
VA  Hospital  in  Albuquerque  and  Lahey  Clinic 
in  Boston;  fulfilled  military  obligations;  holds 
license  in  states  of  Pennsylvania  and  Massa- 
chusetts; married;  age  32;  interested  in  group 
or  industrial  practice.  Available  July  1959. 

FUNCKES,  ARNOLD  J.,  M.D.,  2240  Cor- 
dova, Youngstown,  Ohio;  GP;  1958  graduate  of 
the  University  of  Missouri;  interned  at  Youngs- 
town, Ohio;  military  status  — 5A;  holds  license 
in  the  state  of  Missouri;  married;  age  32;  in- 
terested in  assistant  or  associate  practice.  Avail- 
able July  15,  1959. 

JESSEPH,  JOPIN  ERVIN,  M.D.,  1702  30th 
Ave.,  South,  Seattle  44,  Wash.;  S;  1953  graduate 
of  the  University  of  Washington;  interned  at 
King  County  Hospital  in  Seattle;  served  resi- 
dency at  University  of  Washington,  King  County 
Hospital  and  VA  Hospital;  holds  license  in  state 


FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hospi- 
tal, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hos- 
pital, Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Ariz. 


INQUIRIES 

of  Washington;  applying  for  license  in  state  of 
Arizona;  fulfilled  military  obligations;  married; 
age  33;  interested  in  clinic,  assistant  or  associate 
practice.  Available  January  to  June  1960. 

LUCAS,  JR.,  RUSSELL  VAIL,  M.D.,  3142 
44th  Ave.  South,  Minneapolis  6,  Minn.;  P;  1954 
graduate  of  the  Washington  University  School 
of  Medicine;  interned  and  served  residency  at 
University  Hospital  in  Minnesota;  holds  license 
in  states  of  Missouri  and  Minnesota;  military 
status  — USAR  active  reserve;  married;  age  30; 
interested  in  clinic,  assistant  or  associate  practice. 
Available  July  1,  1959  to  July  1,  1960. 

MILLER,  CARL  DON,  M.D.,  3016  Sanson 
Ave.,  Spokane,  Wash.;  GP;  1958  graduate  of 
University  of  Nebraska;  interned  at  Deaconess 
Hospital  in  Spokane;  holds  license  in  the  state 
of  Nebraska;  fulfilled  military  obligations;  mar- 
ried; age  32;  interested  in  assistant  or  associate 
practice.  Available  July  1959. 

RIPPLE,  JR.,  RUDOLPH  J.,  M.D.,  1880  Ford 
Parkway,  St.  Paul,  Minn.;  I;  1953  graduate  of 
University  of  Minnesota;  interned  at  U.S.  Naval 
Hospital  in  Oakland,  Calif;  served  residency  at 
veterans’  hospital  — University  of  Minnesota; 
holds  license  in  state  of  Minnesota;  fulfilled  mili- 
tary obligations;  married;  age  30;  interested  in 
assistant  or  associate  practice.  Available  October 
1959. 

RUSSELL,  WILLIAM  McKINLEY . M.D., 
1570  Plum  St.,  San  Diego  6,  Calil.,  GS:  1933 
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graduate  of  College  of  Medical  Evangelists;  in- 
terned at  Los  Angeles  County  General  Hospital; 
served  residency  at  Metropolitan  Hospital  in 
New  York;  holds  license  in  the  states  of  Cali- 
fornia and  New  York;  military  status  — presently 
on  active  duty;  married;  age  59;  interested  in 
industrial  practice  — will  consider  institutional 
practice.  Available  Sept.  1,  1959. 

S AND,  BERNARD  F.,  M.D.,  1012  Superba 
Ave.,  Venice,  Calif.;  GS;  1953  graduate  of  Creigh- 
ton University  School  of  Medicine;  interned  at 
City  of  Detroit  Receiving  Hospital;  served  resi- 
dency at  Wadsworth  Veterans’  Hospital  in  Los 
Angeles;  holds  license  in  the  states  of  Nebraska 
and  California;  fulfilled  military  obligations; 
married;  age  36;  interested  in  group,  associate, 
institutional  or  private  practice.  Available  July 
1959. 

SCHWEITZER,  I.  L.,  M.D.,  1310  Oakdale, 
Freeport,  Ilk;  I;  1947  graduate  of  the  University 
of  Illinois;  interned  and  served  residency  at 
Mercy  Hospital  in  Chicago;  holds  license  in  the 
states  of  Illinois  and  California;  military  status 
— Class  IV;  married;  age  35;  interested  in  group 
practice.  Available  September  1959. 

SMITH,  VICTOR  W.,  M.D.,  5425  Brody 
Drive,  Madison,  Wis.;  CP-S;  1954  graduate  of 
University  of  Chicago;  interned  at  Tripler  Army 
Hospital;  served  residency  at  the  University  of 
Wisconsin  and  Methodist  Hospital  in  Madison, 
Wis.;  holds  license  in  the  state  of  Wisconsin; 
fulfilled  military  obligations;  married;  age  30.  In- 
terested in  student  health  program  of  a uni- 
versity or  college.  Available  September  1959. 

WIZROWSKI,  RAYMOND  V.,  M.D.,  22000 
Madison,  Dearborn  8,  Mich.;  GS;  1952  graduate 
of  the  University  of  Michigan;  interned  at  Wayne 
County  General  Hospital  in  Eloise,  Mich.;  served 
residency  at  Dearborn  Veterans’  Hospital  and 
Detroit  Receiving  Hospital;  holds  license  in  the 
states  of  Michigan,  Ohio  and  California;  applied 
for  license  in  the  state  of  Arizona;  fulfilled  mili- 
tary obligations;  married;  age  36;  interested  in 
group  or  associate  practice.  Available  immedi- 
ately. 

BONNINGTON,  WILLIAM  R.,  M.D.,  Sacra- 
mento County  Hospital,  Sacramento,  Calif.; 
GP;  1957  graduate  of  the  University  of  Califor- 
nia; interned  at  Madigan  Army  Hospital  in 
Tacoma,  Wash.;  served  residency  at  Sacramento 
County  Hospital;  holds  license  in  the  state  of 


California;  fulfilled  military  obligations;  mar- 
ried; age  31;  interested  in  associate  practice. 
Available  July  1,  1959. 


SITUATIONS  WANTED 

General  Surgeon,  34,  Married,  Board  Certified,  F.A.C.S. 
Arizona  License.  Association  desired  with  group  or  other 
surgeon. 

Write: 

ARIZONA  MEDICINE 
801  N.  1st  Street 
Phoenix,  Arizona 


Graduate  of  Northwestern  University  Medical  School,  1951. 
Internship  Charity  Hospital  of  La,  3 Years.  General  Prac- 
tice in  Miss.  Finishing  4th  year  of  General  Surgical  resi- 
dency, York  Hospital,  York,  Pa.,  June  30,  1959.  Board 
eligible.  Intend  to  practice  General  Surgery  including  some 
GYN.  plastic,  Orthopodics,  vascular,  chest.  Looking  for 
place  in  Southern  Arizona  to  practice  either  by  self  or 
in  association.  If  you  can  offer  information  or  are  inter- 
ested in  associate. 

Please  Contact 

James  W.  Grossnickle,  M.D. 

RD  No.  3,  York,  Pa.  - Phone  5-0619 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 
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RYan  1-9339 
SYcamore  3-7193 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
4 located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D 

HERBERT  A DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D 

DONALD  C.  BALFOUR,  JR„  M.D. 

GERTRUDE  J.  JACKSON,  MS.,  Psychology 


they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES- 14  VITAMINS-L  1 MINERALS 


Each  capsule  contains: 

Vitamin  A . 

Vitamin  D 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi) . . . . 

Riboflavin  (B2) 

Niacinamide 

Folic  Acid 

Pyridoxine  HCI  (Bo) 

Ca  Pantothenate 

Choline  Bitartrate 

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates) 
1-Lysine  Monohydrochloride  . . . 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHP0.i) 

Phosphorus  (as  CaHPOO 

Boron  (as  NaiBiOj.lOHjO)  . . . . 

Copper  (as  CuO) 

Fluorine  (as  CaFs) 

Manganese  (as  MnO>) 

Magnesium  (as  MgO) 

Potassium  (as  K2SO1) 
Zinc(asZnO).  . . . 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg. 

1 mg. 

0.5  mg. 

5 mg. 

50  mg. 

50  mg. 

50  mg. 

10I.U. 

25  mg. 

25  mg. 

30  mg. 

10  mg. 

0.1  mg. 

157  mg. 

122  mg. 

0.1  mg. 

1 mg. 

0.1  mg. 

1 mg. 

1 mg. 

5 mg. 

0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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...  a complete  line  of 

SURGICAL  SUPPORTS 


Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 


Grovel  Surgical  Supports 
Store 


3123  N.  CENTRAL  AVE. 


PHOENIX 

ARIZONA 


PHONE 
CR  4-5562 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  • Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 


7 


nt  vi  ye 


THE  SCHOOL  OF  MEDICINE, 
UNIVERSITY  OF  CALIFORNIA 

The  School  of  Medicine,  University  of  Cali- 
fornia, Los  Angeles  offers  Fetal  Electrocardio- 
graphy, June  5-6,  1959;  Office  Urology,  June  17, 
1959;  and  Surgical  Technique  Utilizing  the 
Isolated  Intestinal  Segment  in  Urological  Pro- 
cedures, June  18,  1959. 


UNIVERSITY  OF  CALIFORNIA 
SUMMER  SEMINARS 

Three  summer  seminars  at  the  University  of 
California,  Residential  Conference  Center,  Lake 
Arrowhead : 

Pediatric  Cardiology,  Aug.  16-19,  1959;  Emo- 
tional Problems  in  Office  Practice,  Aug.  19-23, 
1959;  and  Internal  Medicine,  Aug.  23-26,  1959. 


ARIZONA'S  LEADING  OFFICE 
FURNISHERS  AND  DESIGNERS 


OFFICE  EQUIPMENT 

1636  NORTH  CENTRAL 


(just  north  of  McDowell) 


AMERICAN  CANCER  SOCIETY 
CALENDAR  NATIONAL  MEETINGS 


Date 

Meeting 

Place 

June  1959 
8-12 
15-18 
26-27 

American  Medical  Association 
American  Proctologic  Society 
ACS  Research  Advisory  Council 

Traymore  Hotel,  Atlantic  City,  N.  J. 
Shelburne  Hotel,  Atlantic  City,  N.  J. 
New  York  City 

July  1959 
4-9 

22- 23 

23- 30 

American  Society  of  X-ray  Technicians 
Rocky  Mountain  Cancer  Conference 
International  Congress  of  Radiology 

Shirley  Savoy  Hotel,  Denver,  Colo. 
Brown  Palace  Hotel,  Denver,  Colo. 
Munich,  Germany 

August  1959 
4-7 

10-13 
24-27 
30-Sept.  4 

International  Association  of  Laryngecto- 
mees 

National  Medical  Association 

American  Hospital  Association 

World  Conference  on  Medical  Education 

Penn  Sheraton,  Pittsburgh,  Pa. 
Detroit,  Mich. 

Statler  Hotel,  New  York  City 
Palmer  House,  Chicago,  111. 

September  1959 
6-12 
7-12 
11-12 

13- 17 

14- 18 
28-Oct.  2 

College  of  American  Pathologists 
World  Medical  Association 
International  Congress  on  Air  Pollution 
International  College  of  Surgeons 
American  Dental  Association 
American  College  of  Surgeons,  Clinical 
Congress 

Palmer  House,  Chicago,  111. 
Montreal,  Canada 
New  York  City 
Palmer  House,  Chicago,  111. 

New  York  City 

Hotel  Traymore,  Atlantic  City,  N.  J. 

October  1959 

2-3 

19-23 

23-27 

26-28 

American  Medical  Writers’  Assn. 
American  Public  Health  Association 
American  Heart  Association  Annual 
Meeting 

National  Rehabilitation  Association 

St.  Louis,  Mo. 

Convention  Flail,  Atlantic  City,  N.  J. 
Bellevue  Stratford,  Philadelphia,  Pa. 

Boston,  Mass. 

November  1959 
19-21 

ACS  Scientific  Review  Committee  — 
“Role  of  Viruses  in  Cancer” 

Westchester  Country  Club,  Rye,  N.  Y. 

December  1959 

1- 4 

2- 5 

American  Medical  Association 
Clinical  Meeting 

American  Public  Welfare  Association 
National  Biennial  Roundtable  Conference 

Dallas,  Texas 

Statler  Hotel,  Washington,  D.  C. 

February  1960 
28-March  3 

American  College  of  Surgeons, 
Four-day  Sectional 

Boston,  Mass. 

March  1960 
13-18 
17-19 
28-31 

National  Health  Council 

American  Radium  Society 

American  Academy  of  General  Practice 

Miami,  Fla. 

Caribe  Hilton  Hotel,  Puerto  Rico 
Philadelphia,  Pa. 

April  1960 
4-8 

American  College  of  Physicians 

Mark  Hopkins  and  Fairmont  Hotels, 

San  Francisco,  Calif. 


June,  1959 
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On  the  contrary,  the  problem  here  in  Kabul  is 
not  enough  food ! 


if  y mil 

xw  FEW 

OVEREAT 


Fighting  hunger  in  places  like  Kabul  is  just 
one  task  of  the  UN’s  19  Specialized  agencies 
and  international  organizations.  Elsewhere, 
UN  teams  combat  floods,  wage  war  against 
disease,  fight  illiteracy. 

In  these  practical  ways,  the  UN  brings  new 
hope  and  happiness  into  the  lives  of  peoples 
less  fortunate  than  we  are — at  the  same  time 
cuts  down  the  discontent  that  could  easily 
erupt  into  another  war. 

Your  good  will,  understanding  and  support 
are  the  best  guarantees  of  UN  success.  For  the 
free  pamphlet,  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Na- 
tions, Box  1958,  Washington  13,  D.  C. 


UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.G. 


Vol.  16,  No.  6 


Arizona  Medicine 


49A 


Each  antivert  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.1 

Nicotinic  acid  (50  mg. ) —the  drug  of  choice 
for  prompt  vasodilation.-  3 

Advantage  of  “dual  therapy’'  confirmed: 

Menger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
j tiginous  patients.”2 


Indications:  Meniere’s  syndrome,  arteriosclerotic- 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
1956.  2.  Meaner,  H.  C.  : Clin.  Med.  •/ : 3 1 U (March)  19,r>7. 
3.  Shuster,  13.  H.:  M.  Clin.  North  America  40.  1787 
(Nov.)  1956. 

Division,  Clias.  Pfizer  & Co..  Inc. 

New  York  17.  N.  Y. 
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wine . . . 

Balm  for 

the  Convalescent 
and 

Milk”  for  the  Aged 


Whether  wine  be  considered  as  digestive  aid,  food, 
gentle  sedative  or  tonic  medicine,  it  is  indisputedly  a 
boon  to  the  aged,  the  debilitated  and  the  convalescent. 


Appetite 


Stimulant ... 


Used  as  an  aperitif,  wine,  through  its  content  of  alcohol,  its 
esters,  aroma  and  flavor,  excites  the  olfactory  sense  and 
the  gustatory  papillae — in  a word,  is  a stimulus  to  appetite. 


Digestive 

Aid ... 


Wine  has  been  found  to  increase  salivary  flow  and  stimu- 
late gastric  secretion.  As  such,  it  is  a welcome  resource  for 
aged  persons  and  convalescents  whose  digestion  languishes. 


Food. . . 


Wine  provides  two  types  of  food  elements — those  supply- 
ing energy,  and  nutritive  elements  found  in  the  grape 
which  contribute  to  bodily  maintenance. 


Gentle 

Sedative... 


Described  as  the  safest  of  all  sedatives,  wine  can  often  dispel 
the  anxieties,  fears,  emotional  pressures  and  insomnia  of 
old  age  and  prolonged  illness. 


These  and  other  therapeutic  uses  of  wine  are  discussed  in 
"Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy 
write — Wine  Advisory  Board,  717  Market  Street,  San 
Francisco  3,  California. 


I 

I 
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in  surgical  and  obstetrical  procedures 

where  apprehension  increases  tension ... 
patients  respond  well  to 


vistaril: 


hydroxyzine  pamoate 


effectiveness  and  safety  Vistaril  establishes  relaxed  indifference  to  pre- 
operative preparation  without  serious  hypotensive  effects. 

psychotherapeutic  potency  Vistaril  makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced  doses  of  narcotics. 

Vistaril  relieves  tension  and  controls  emesis  in  both  postoperative  and  postpartum 
patients. 


Recommended  Oral  Dosage:  up  to  400  mg.  daily  in  divided  doses. 
Recommended  Parenteral  Dosage : 25-50  mg.  (1-2  cc.)  I.  M.,  q.  4 h.,  p.r.n. 

Vistaril  is  supplied  in  25  mg.,  50  mg.,  and  100  mg.  capsules.  The  parenteral 
solution  is  available  in  10-cc.  vials  and  2-cc.  Steraject®  cartridges;  each  cc. 
contains  25  mg.  hydroxyzine  (as  the  HC1). 


Science  for  the  ivorld’s  ivell-being 

Pfizer  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.1  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,2  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 


Eichner,3  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  (100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.4  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 

DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifenstein,  E.  C.,  Jr.:  Annals  N.  Y.  Acad.  Sci.  71  :762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  I’.;  Igna,  E.  ).,  and  Hukcavich, 
A.  P. : A m.  J.  01, St.  and  Gyn.  76:279,  1958. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 


' 


blood  pressure 
is  controlled 
safely  and 
effectively 


The  hypertensive  under  treatment  is  frequently  burdened 
with  side  effects  of  therapy  including  states  of  depression, 
fatigue,  and  lethargy.  He  finds  little  joy  left  in  his  life 
and  laughter  is  almost  a forgotten  experience. 

With  Rautensin  and  Rauvera,  two  unique  and  depend- 
able antihypertensive  agents,  patients  feel  better,  have  a 
brighter  outlook  and  blood  pressure  is  safely  reduced. 

in  mild  hypertension 

Rautensin  provides  smoother  antihypertensive  action 
with  no  sudden  rebounds  or  abrupt  declines,  and  can  be 
given  over  long  periods  of  time  without  impairing  mental 
alertness,  producing  excessive  lethargy  or  drowsiness. 
When  tachycardia  is  present,  Rautensin  slows  heart  rate 
10  to  15  per  cent.  Rautensin  is  less  likely  to  cause  mental 
depression.1  The  apprehensive  hypertensive  is  calmed,  yet 
side  actions  are  “ . . . either  completely  absent  or  so  mild 
as  to  be  inconsequential.”2 

RAUTENSIN* 


R AU VE  R A* 


in  moderate  to  severe  hypertension 


X.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R. : Arch.  Int.  Med.  96:530,  1955. 

2.  Tcrman,  L.  A.:  Illinois  M.  J.  S:67,  1957. 

3.  La  Barbern,  J.  F:  M.  Rec.  & Ann.  50:242,  1956. 

4.  Bendipr,  A.:  New  York  J.  Med.  66:2523,  1966. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


each  tablet  contains  2 mg.  of  the  purified  alseroxylon  complex  of 
Rauivolfia  serpentina 


Dosage:  For  the  first  20  to  30  days,  2 tablets  (h  mg.)  once  daily, 
at  bedtime.  Thereafter,  a maintenance  dose  of  1 tablet  (2  mg.) 
daily  ivill  suffice  for  most  patients. 


Rauvera  produces  smooth  and  steady  antihypertensive 
action  which  persists  over  the  entire  twenty-four  hours 
without  peaks  and  valleys  ...  no  “saw  tooth”  effect. 
Patients  show  a marked  subjective  as  well  as  objective 
improvement  with  a significant  drop  in  blood  pressure, 
yet  with  a very  low  incidence  of  side  effects.3  Abrupt  rise 
in  blood  pressure  does  not  occur  even  when  therapy  is 
interrupted.4  Tolerance  does  not  develop  on  prolonged 
administration.  Sensitization  reactions  or  postural  hypo- 
tension do  not  occur.  Headaches,  fatigue,  insomnia  and 
“heart  consciousness”  rapidly  disappear,  leaving  the 
patient  feeling  well  and  asymptomatic. 


each  tablet  contains  1 mg.  of  purified  alseroxylon  complex  of  Rau- 
ivolfia  serpentina  and  3 mg.  allcavervir  (Veratrum  viride  fraction) 


Dosage:  One  tablet  3 or  U times  daily,  ideally  after  meals,  at  inter- 
vals of  not  less  than  U hours. 
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. . but  seasoned 


A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 

Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  — makes  eating  a pleasure  once  more. 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 


LABORATORIES 

New  York  18,  N.Y. 


Assures  patient’s 
cooperation 


Contains  potassium  chloride , 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


in  very  special  cases 
a very  superior  brandy... 
specify 

mmmmmssY 

COGNAC  BRANDY 

84-  Proof  1 Schieffelin  & Co.,  New  York 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 


Julius  Citron,  D.S.C.,  A.C.F.S. 

40  E.  Thomas  Rd. 

CR  9-4161 

Samuel  Mason,  Pod.  D. 

461  W.  Catalina  Dr. 

AM  6-1009 


DANIEL  R.  NENAD,  D.S.C. 

205  E.  Camelback  Road 
AM  5-7510 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

753  E.  McDowell  Rd. 

AL  4-4414 


Irwin  D.  Shapiro,  Pod.  D. 


40  East  Thomas  Road 
CR  9-4161 


TUCSON 

Felton  O.  Gamble,  D.S.C. 

1888  N.  Country  Club  Rd. 
Phone  EA  6-3212 


Harold  E.  Mitton,  D.S.C. 

3 1 8 E.  Congress  St. 
Phone  MA  3-9151 


Martin  Snyder,  D.S.C. 


2629  E.  Broadway 
Phone  EA  5-6333 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix>  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


FRANK  DANIELS  MANN,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix.  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D. 

(Diplomate  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  AAA  3-2531 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

ALpine  3-4131  o 

NORTH 

. I 

CENTRAL  MEDICAL 

LABORATORY 

• 5 ■ 

2021  North  Central  Avenue  • Phoenix, 

Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL 

SERVICES 

PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal;  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Professional  *X-@ay  and  Clinical  laboratory 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 


tfledical  Center  *X-@ay  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


92  X 


ec 


foster, IZ). , <1Z)/  rector  art  in  jd.  ist,  -Z).,  ^Qaclioloyist 

C^jcorcje  e nine r,  ZZ). , 9 S?cic/io/c>(yisf 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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East  McDowell  Medical  Building 
1130  E.  McDowell  Road 


Telephone 
ALpine  8-1601 


PHOENIX,  ARIZONA 


*76e  'Diafyua&tic 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Rh  Antibody  Titers 

DIAGNOSTIC  X-RAY 

Blood  Cholinesterase 

Quantitative  Serology 

Pelvimetry 

17-Ketosteroids 

Heterophile  Titers 

Salpingography 

Corticosteroids 

Autogenous  Vaccines 

Bronchography 

Phosphatases 

Hematology 

Intravenous  Cholecystography 

Vitamin  Determinations 

Bacteriology 

Myelography 

Blood  Volume 

Parasitology 

RADIO  ISOTOPE 

Blood  pH  Values 

Gastric  Analysis 

DIAGNOSIS  & THERAPY 

Electrolytes 

Friedman  Tests 

Radio  Iodine 

Toxicology 

Frog  Pregnancy  Tests 

Radio  Phosphorus 

Autopsies 

Mycology 

Chromic  Radio  Phosphate 

Papanicolaou  Stains 

Enzyme  Chemistry 

Radio  Cobalt 

Liver  Function  Tests 

Spectroscopic  Analysis 

Radio  Strontium 

Porphyrins 

Vitamin  B-12,  Cobalt  60  for 

Streptolysin  Titers 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 

Maurice  Rosenthal,  M.D.  Marcy  L.  Sussman,  M.D., 

Seymour  B.  Silverman,  M D. 

George  Scharf,  M.D.  E.  Lawrence  Ganter,  M.D. 

Diplomate,  American  ^ F.A.C.R. 

0 Diplomate,  American  ^ 

Diplomate,  American  ^ Diplomate,  American 

Board  of  Pathology  Diplomate,  American 

Board  of  Pathology 

Board  of  Pathology  Board  of  Radiology 

Board  of  Radiology 

Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 


CLINIC  DIRECTORY 


Department  of  Cardio-Respiratory 
Diseases 

St.  Luke's  Hospital 
1820  East  Polk 
Phoenix,  Arizona 

Facilities  available  for  special  cardiac  studies  such 
as  cardiac  catheterization  and  angiocardiography 
as  well  as  pulmonary  function  studies. 

Patients  accepted  for  diagnostic  procedures  only. 
Physician  referral  required. 

Full-Time  Medical  Director  — Hugh  B.  Hull,  M.D. 
Telephone  Cardiac  Clinic  Secretary 
AL  8-801 1 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

arizonaTooetyof  ^ 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLI NIC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  AA.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 
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-A  A,  RELIABLE  PRESCRIPTION  SERVICE 

3n  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 

\®:  MARK  DRUG  GOA 

Wt/7  3359  WEST  VAN  BUREN 
fluneVAP  &926i  PHOENIX.  ARIL 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

SRUTWA  PHARMACY  SCOTTSDALE  MEDICAL 

4234  E.  Indian  School  Road  CENTER  PHARMACY 

PHOENIX,  ARIZONA  218  E-  Stetson  Drive 

Scottsdale,  Arizona 

Phone  CRestwood  7-7605  yyj_|  5.379] 

P.  C.  Srutwa,  R.  Ph.  G.  Cas.  H.  Srutwa,  B.  Sc. 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
WOodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1st  Street  — Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
PHOENIX,  ARIZONA 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• Excellent  Food 

• Television 

® State  Licensed 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

DOCTOR'S  DIRECTORY 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  ® Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

• Non-Sectarian 


24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — M A 3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

NURSES'  DIRECTORY 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS  N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


WATCHING  TV  IN  THE  PATIENTS  LOUNGE 


CAMELBACK  HOSPITAL  OFFERS  A 
VARIETY  OF  RECREATION  FACILITIES 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  • PHOENIX,  ARIZONA 
CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M.D..F.  A.P.  A.,  Medical  Director 
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Physicians’# 


EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  ALpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
ALpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


OTTO  L.  BiNDHESM,  M.D. 

5051  N.  34th  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CRestwood  7-7431 


ROBERT  L.  BEAL,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  AND  PSYCHIATRY 

T RICHARD  GREGORY,  M.  D 

PSYCHIATRY 

ROBERT  |C.  SHAPIRO,  M.  D. 

CHILD  PSYCHIATRY 

HAROLD  E.  McNEELY,  Ph.D 

CLINICAL  PSYCHOLOGY 

INEZ  P.  DUNNING,  M.  A. 

PSYCHIATRIC  SOCIAL  WORK 

CAMELBACK  PROFESSIONAL 
BUILDING 

5051  North  Thirty-Fourth  Street 
Phoenix,  Arizona  CRestwood  7-7431 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 

F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  M A 2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
706  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


PEDIATRIC  SURGERY 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — ALpine  3-2933 
Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 AM.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 
JAMES  R.  MATHESON,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave AL  3-41  31 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 
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INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  Laurel,  North  — ALpine  4-7970 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

801  N.  1 st  Street 
PHOENIX,  ARIZONA 

LEASE  YOUR  CAR 

It's  Like  Money  In  The  Bank  — 

In  Fact  — Your  Money  Stays  In  The  Bank 
★ No  Capital  Investment  ★ Relieves  Accounting  Work 

'A  Fully  Tax  Deductible  ★ All  License  and  Sales  Tax  Included 

Our  Contracts  DO  NOT  Have  Recovery  Clause  Or  Mileage  Limitation 
Immediate  Delivery  Anywhere  In  Arizona 
State  Wide  and  Nation  Wide  Delivery 
Leasing  Any  Make  Care,  The  Way  You  Want  It 

CADILLAC,  CONTINENTAL,  IMPERIAL,  T-BIRD,  FORD  GALAXIE,  CHEV.  IMPALA,  FOREIGN  CARS 

MAY  WE  SHOW  YOU  HOW  WE  CAN  PUT  LEASED  CARS  TO  WORK  FOR 

YOU  — PROFITABLY 

Associated  Car  Leasing  Co. 

909  No.  First  St.  ALpine  2-3006  Phoenix,  Arizona 
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LOIS  GRUNOW  MEMORIAL  BUILDING 

McDowell  at  tenth  street  phoenix,  Arizona 

OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 

GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 

David  C.  James,  M.D. 

INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 

C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 

John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

DERMATOLOGY 

Helen  M.  Roberts,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


* 

Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine...and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients ...  Dosage  adjustment  is 
rarely  a problem. 


When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid ® + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 
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"Doctor,  I get  so  mad  at  everyone  when  I diet.” 

‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine’ 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — dexedrine! 


(Jj)  SMITH  KLINE  & FRENCH  LABORATORIES 


*T.M.  Reg.  U.S.  Pat.  Off. 


tT.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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